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Statistical appendix
Digest of data on the rheumatic diseases
4. Morbidity and mortality, and hospital services for rheumatism sufferers

PREPARED IN 1972 BY THE ARTHRITIS AND RHEUMATISM COUNCIL FIELD
UNIT FOR EPIDEMIOLOGICAL INVESTIGATIONS

This report considers:
(1) Data on sickness and injury incapacity for work

in Great Britain in 1968-1969 from the Depart-
ment of Health and Social Security (DHSS)
Annual Report for the year 1970, supplemented
by further details supplied by the Department.

(2) Data on handicapped persons on the General
Classes Registers of local authorities in England
and Wales at December, 1969, supplied by
DHSS.

(3) Estimates from the Social Survey Division of the
Office of Population Censuses and Surveys of the
numbers of handicapped persons in Great
Britain (Harris, 1971).

(4) Data on Registered Disabled Persons at April 20,
1969, from the Employment and Productivity
Gazette, September 1969.

(5) Mortality data from the Registrar General's
Statistical Review of England and Wales and the
Annual Report of the Registrar General for
Scotland for the year 1969.

(6) Data on hospital staff, patients, and beds for
1970, supplied by DHSS and the Scottish Home
and Health Department (SHHD), supplemented
by data from Reports on Hospital In-Patient
Enquiry (HIPE) for the years 1967 and 1968
(DHSS and Office of Population Censuses and
Surveys).

(i) Morbidity

Sickness and injury incapacity in the year ended
May 31, 1969, are shown in Table I. Insured people
lost 37 0 million days from work through rheumatic
complaints. This constituted 10-5 per cent. of all
sickness and injury incapacity, and was over five
times greater than the work loss due to industrial
stoppages in 1969 (6 85 million days-Annual
Abstract of Statistics, 1970). This represents an
average loss of about 2 days (1 9 days) per year with
rheumatism for every insured man or woman.

Almost a million spells of incapacity due to
rheumatic complaints started during the year.
Rheumatic complaints accounted for 10-1 per cent.
of sickness spells due to all causes in men, compared
with 15-1 per cent. for influenza and 114 per cent. for
accidents. The total number of spells of sickness
incapacity was the same as would be produced if one
insured man in twenty and one insured woman in 36
had begun a spell of rheumatism.
One cannot measure the cost of all this suffering

precisely, but some indication is given by the loss of
productivity. This is estimated at £197 million (gross
domestic product at factor cost divided by the
number of insurance contributors and the average
number of days worked per year, to give a figure for
dailyper capita production, assuming a sex difference
in proportion to the ratio of average male to female
earnings). Benefits paid by the government are pre-
sumably partially included in this figure, but no
account is taken of the cost of treatment and other
services. Moreover the elderly, who suffer so much
but are not 'economically active', are not included in
such estimates.
Although the individual causes of sickness

incapacity are important medically, the overall
impact of this suffering is perhaps more clearly
appreciated if the data are simplified into four broad
groups (Table II). Back troubles lead the field,
particularly when it is remembered that the figures
quoted do not include all back pain; one important
reason for this is that back symptoms certified as
being due to osteoarthrosis will be classified to the
arthritis category. In their different ways arthritis and
nonarticular rheumatism can be seen to be problems
of almost similar magnitude.
At first sight these latest data appear to suggest that

the steady increase in incapacity noted in previous
years (Statistical Appendix 2, 1970) may be levelling
off. However, apart from the fact that too much
importance should not be attached to trends suggested
by data from a single year, these latest data are the

Accepted for publication May 12, 1972.
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Statistical appendix 523

Table I Rheumatic complaints in Great Britain by sex: spells of incapacity, days of certified incapacity, and
average duration ofspells in the year ended May 31, 1969, and deaths in the year 1969

Certified cause (Rubrics of Males
International Statistical
Classification of Diseases, 1965) Spells

starting
( x 10-3)

Females*

Days of Estimated Deaths Spells
incapacity mean length starting
(x 10-6) ofspellst (x 10-3)

(working
days)

Days of Estimated Deaths
incapacity mean length
(x 10-6) ofspellst

(working
days)

Gout (274) 12-3
Sciatica (353) 50-9
Rheumatic fever (390-392) 0-6
Arthritis (710-715) 101-5
Rheumatism except lumbago (717- 218-0

718, excluding 717-0)
Lumbago (717-0) 109 3
Internal derangement ofjoint (724) 12-2
Displacement of intervertebral disc 653

(725)
Synovitis, bursitis, etc. (731) 31-0
Ankylosis and other acquired defor- 2-3

mities (727, 735-738)
Other musculoskeletal diseases (716, 106-2

721-723, 726, 728-730, 732-734)
Ill-defined (787) 37-5

0-28 23-2
1-67 32-9
0 07 109-9
11-40 112-3 4
440 20-2

2-00 18-3
056 46-1
3-56 54-5

0-66 21-2
0-11 49-1

2-91

0-81

27-4

21-6

Total sickness 747-1 28-43 38-1

Injury Arthritis and rheumatism (710-718) 2-0 0-06 31-0
Internal derangement of joint (724) 0-4 0 03 63-4
Displacement of intervertebral disc 8-3 0-46 55-3

(725)
Synovitis, bursitis, etc. (731) 2-8 0 09 32-1
Beat knee (Prescribed disease 32) 2-6 0-09 35-9
Beat elbow (Prescribed disease 33) 0 5 0-01 27-6
Inflammation of wrist, etc. (Pre- 2-8 0-07 25-1

scribed disease 34)

Total injury 19-4 0 81 41 8

Total sickness and 766-5 29-24 38-2
injury

Total deaths

Deaths included Rheumatoid arthritis and allied (712)
above but for Polymyositis and dermatomyositis (716)
which more detail Diffuse diseases of connective tissue
is available: (734)

19 0-2 0-01 45 9 11
- 6-7 0 25 37-1 2
16 0-2 0 07 322-5 8
425 15-4 3-76 244-1 1,242

42-2 1-12 26-4
7 5 6

13-2 0-27 20-3 J
- 0-8 0-06 82-2 -
5 8-4 074 88-4 5

- 8-2 0-23 27-6 2
23 07 007 950 36

213 21-7 0-74 34 0 580

- 8-6 0.19 22-7 -

126-3 7-51 59 5

0-2 0-01 52-9

0-8 0-06 71-1

0*5 003 605

1-8 0-08 43-7

3-5 0-20 57-1

129-8 7-71 59-4

708

268
14
49

1,892
863
18

183

* Less importance can be attached to the data for females because the population at risk is limited in coverage-about three-quarters of all married
women in employment elect not to be insured for sickness benefit.
t Days of incapacity divided by spells started during year.

Table H Principal types of rheumatic complaints: sex-specific rates of sickness incapacity per 1000 insured
persons in the year ended May 31, 1969

Type of
rheumatic
complaint

ICD rubrics (8th
revision, 1965)

Arthritis 274, 710-715
Back troubles* 353, 717-0, 725
Non-articular 717-718 (excl. 717-0),

rheumatism 731, 787
Other rheumatic 390-392, 716, 721-724,

complaints 726-730, 732-738

Males Females

Spells Daysofincapacity Spells Daysofincapacity

Rate Proportion Rate Proportion Rate Proportion Rate Proportion
ofall ofall ofall of all
rheumatic rheumatic rheumatic rheumatic
complaints complaints complaints complaints
(per cent.) (per cent.) (per cent.) (per cent.)

7-43 15-2 762 41-2 3-46 12 3 838 50 3
14-72 30-2 472 25*4 6-28 22-4 279 16 8
18 70 38-4 383 20 6 13-10 46-7 341 20 5

7-92 16-2 238 12-8

48-77 100 1856 100 28104 100 1665 100

* A considerable underestimate because only those that can be identified readily are included; specifically,
included.

Incapacity

Sickness and deaths

Total

5.19 18-5 207 12-4
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524 Annals of the Rheumatic Diseases

first to be based on the Eighth Revision of the Inter-
national Classification of Diseases (ICD; 1967), and
changes in the classification may be responsible for at
least part of the apparent levelling off.
The introduction ofthe 8th Revision of the ICD has

certainly been accompanied by a number of changes
(Table III). Most important was the creation of a new
rubric, the vertebrogenic pain syndrome (ICD 728).
Although the ICD specification and indexing of
lumbago was unaltered, the number of spells has
diminished, and it seems likely that some of these may
now be appearing under 728; introduction of a new
term, lumbalgia, may be responsible for this. A con-
siderable change is due to transfer of back pain not
otherwise specified from ill-defined complaints to the
new rubric, leading to a three-fold reduction in ill-
defined spells, although their average duration was
little altered.
The most unfortunate aspect of the new rubric is

that it is not separately identified in most tabulations,
and thus is reported only with many other conditions
in the residual category. This leads to a serious under-
estimate of back troubles, as 91 1 thousand spells in
males were classified to the new rubric in 1968-1969;
these accounted for 86 per cent. of all spells in the
residual category, and are probably responsible for
the marked reduction in average duration. It is to be
hoped that in future the vertebrogenic pain syndrome
will be seen to merit separate reporting.
The definitions of synovitis and bursitis were

unaltered in the new revision. The reduction in the
number of spells due to these conditions thus cannot
be attributed to this factor, and in fact is but the con-
tinuation of a trend visible in preceding years. The
change in ankylosis and other acquired deformities is
interesting. Club foot and other congenital anomalies
were transferred to a different section of the ICD.
The number of spells altered little, but their duration
was markedly reduced. One can only imagine that a

small number of people with congenital deformities
suffered very long spells, and that these distorted the
mean value for duration.
For the sake of completeness a number of other

changes in the ICD may be noted. Diffuse diseases of
connective tissue such as systemic lupus erythema-
tosus at last are classified with disorders of the
musculoskeletal system. The 8th Revision no longer
differentiates between occupational and non-
occupational synovitis and bursitis. Adult osteo-
chondrosis was formerly included with osteoarthritis,
but is now grouped with juvenile osteochondrosis. In
the 7th Revision the rubric on internal derangement
was restricted to the knee, but in the new revision the
relevant rubric relates to derangement of any joint.
This rubric is also subject to transatlantic differences
as the American version of the 8th Revision, the
ICDA, classifies dislocations with other derange-
ments. However, none of these changes seems to have
had much effect on morbidity statistics.

(ii) Handicap and Disability

The number of registered disabled persons (DP) with
arthritis and rheumatism, 22,004 males and 4,912
females in Great Britain, shows little change from
previous years, but the number of handicapped
persons on local authority registers in England and
Wales continues to increase rapidly as more cases are
found, and is now estimated as 76,200. Of the
registered handicapped 73 per cent. are 65 years of
age or more. Allowing for the fact that few DPs fall
outside the age range 16 to 64 years, the two registers
seem to be similar in size at the present time in
England and Wales, 24,261 DPs and 20,295 handi-
capped, but no information is available on the degree
of overlap.
The Government Social Survey has recently

reported the biggest national household sample

Table III Principal changes in sickness incapacity due to rheumatic complaints coincident with introduiction of
a new revision of the ICD

Females

Days of
incapacity
(X 10-6)

Estimated Spells Days of Estimated
mean length starting incapacity mean length
ofspells (X 10-3) (x lo-6) ofspells
(working days) (working days)

1967/8 1968/9 1967/8 1968/9 1967/8 1968/9 1967/8 1968/9 1967/8 1968/9 1967/8 1968,

Lumbago 129-9 109 3 2 29 2 00 17-6 18 3 17-4 13-2 0-35 0-27 19 9 20-3
Synovitis,bursitis,etc. 35 4 31-0 0 82 0 66 23-1 21 2 9-2 8 2 0-24 0-23 26-2 27-6
Ankylosis and other 2-2 2-3 021 011 94-4 49-1 0-9 0 7 011 007 119 4 95-0

acquired
deformities

Other musculoskele- 17 9 106 2 1-58 2-91 88-3 27-4 3-7 21 7 045 074 121 6 340
tal diseases

Ill-defined 105-1 37.5 2-10 0-81 20-0 21-6 24-0 8-6 0 55 0-19 23-1 22-7

l9

Certified cause Males

Spells
starting
(X lo-I)
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Statistical appendix 525

survey yet carried out for chronic handicap and
impairment. Table IV shows the results for rheumatic
complaints. The total estimate, over a million people
in Great Britain, is more than ten times greater than
is suggested by the local authority registers. One
must take note of two particular aspects of this
survey. First, only the predominant handicap was
tabulated, so that there are probably many more
people appreciably handicapped by arthritis and
rheumatism who are afflicted with other disabling
diseases as well. Secondly, no attempt was made to
arrive at a precise medical diagnosis, beyond asking
the persons interviewed what their doctor had said
the complaint was.
An important consequential feature of these

characteristics is a lack of specificity. Twice as many
persons are classified as suffering from 'other and
unspecified arthritis and rheumatism' as are identified
under rheumatoid arthritis (RA) and osteoarthritis
(OA) together. This is understandable, but the
danger is that superficial appraisal can readily lead to
erroneous conclusions. The specific numbers for RA
and OA are almost certainly underestimates, but
unfortunately this has not deterred a spokesman for
the DHSS from stating that there are only 31,000
male and 104,000 female rheumatoid arthritics in the
country. It is to be hoped that such incomplete
estimates will not be used as the basis for planning
services.
One may note that back troubles, which here

include spinal curvature, account for 15 per cent. of
impairment due to arthritis and rheumatism in men,
and for 4 per cent. of that in women. These propor-
tions are not inconsiderable, although it is perhaps
not surprising that back troubles are a more potent
cause of sickness incapacity for work than they are
for handicap.

(iii) Mortality
The 2,600 deaths from rheumatic diseases in 1969
show no significant increase on the previous year

(Table I). There is a suggestion in the arthritides and
in the residual category of a shift in the sex distribu-
tion, there being more deaths in females and fewer
deaths in males than in the previous year, but this is
not statistically significant.

(iv) Specialist Manpower
Table V (overleaf) shows availability of consultant
staff on a per capita basis, together with the
distribution ofsupporting medical staff. Theregions of
England and Wales are tabulated in descending order
ofmagnitude of the rates for days lost due to sickness
incapacity from rheumatic complaints in 1967, as in a
previous report (ARC Field Unit, 1971). Although the
1969 sickness incapacity data would alter the ordering
in minor respects, the broad geographical trends are

similar and ease of comparison with the earlier
report outweighed the advantages of updating the
order.
Note should be made that consultant staffing in the

earlier report was based on personal estimates. As
these were were not updated, the data in Table V
relate to DHSS and SHHD records, and 1968 figures
are included for comparison. Despite this change in
denominator the regional figures for adults per

consultant in physical medicine and rheumatology
(PM and R) fall in a similar order for the two years.

During this period specialist manpower in England
and Wales has increased by 5-5 per cent. per annum,

but the inequalities remain. Thus Liverpool, Birming-
ham, the South-west, and Wales still have the least
generous provision. Liverpool still lacks a formal
appointment in the speciality, although Birmingham
has now remedied its former total deficiency.
The figures for Scotland are anomalous because

they relate only to physical medicine, rheumatology
not being identified separately from general medicine.
Thus the South-eastern region appears to have the
worst provision, though the earlier personal estimates
show this to be an artefact resulting from Departmen-
tal designations. Overall there are fewer consultants

Table IV Estimates by the Government Social Svrvey of the numbers (in thousands) ofimpaired persons aged
16 years and over with various rheumatic conditions living in private households in Great Britain (derivedfrom
Harris, 1971).
Main cause ofimpairment ICD rubrics Males Females

(7th revision, 1955)
Sciatica 363 8-9 5-5
Rheumatoid arthritis 722 31 104
Osteoarthritis 723 38 103
Other and unspecified arthritis, and rheumatism (except lumbago) 720, 721, 724-727 130 465

(excl. 726-0)
Back troubles (lumbago, displacement of intervertebral disc, spinal 726-0, 735, 745, 35 30

curvature, backache NOS) 787-5
Other diseases of bones and organs of movement 731-734, 736-738, 42 73

740-743, 746-749,
787 (excl. 787 5)

All rheumatic complaints 285 780

38
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526 Annals ofthe Rheumatic Diseases

Table V Hospital medical staffconcerned with rheumatic diseases in Great Britain, 1970
Physical medicine and rheumatology* Orthopaedic surgery

Persons aged 20+ Non-consultant
yrs per consultant graded medical

staff (whok-
time
equivalents)

Ratio ofnon-
consultant to
consultant
staff

G.P. Consultant Persons aged 20+yrs
clinical surgeons per surgeon
assistants (whole-time
(vhole-time equivalents)
equivalents)

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

Scotland
North
North-eastern
East
South-eastern
West

Total Great Britain

1968 1970 (thousands) (rank
in E &
W)

102 4 113-6 300 110-3
4-4 6-4 326 9 6-0
1-6 1*6 1191 4 3-0
5 1 5-7 560 6 7-6
0 0 oo 1 0
2-3 2-3 969 5 3-0
0-8 0-9 2464 3 3 0
6-5 7 0 456 7 1-0
2-7 3 5 350 8 1-3
0 0-6 5917 2 30

23-5 24-4 122 15 41-8
15-1 159 150 13 8-1
14-3 160 158 12 90
9 0 116 204 10 11-8
9-2 10-6 125 14 10-0
7 9 7-1 197 11 1*7

1 0 7-8 442 30
0 1-0 128 0
0 1-8 179 1-0
1-0 1 0 278 1-0
0 1.0 800 0
0 3 0 640 1.0

(thousands) (rank
in E & W

1-0 30-1 423-0 81
09 11 305 68 14
1-9 0-9 24-0 79 9
1*3 0 9 42-8 75 11
- 04 21-9 69 13
1-3 2-4 31-4 71 12
3-3 0-3 26-0 85 5
0o1 1-2 309 103 1
0 4 0-2 14-8 83 7
50 3-3 430 83 8
1 7 7-1 43-7 68 15
0-5 41 271 88 4
0-6 2-0 29-9 85 6
1.0 3-6 25-3 94 3
09 1 8 17-2 77 10
0-2 0-8 14-5 97 2

04
0

0-6
1-0
0

0 3

0 1

0

0

0.1
0

0

66-8
2-7
6-5
8-1

13-1
36-4

52
47
50
34
61
53

103-4 1214 309 113-3 09 30-2 489-8 77
* Rheumatology is not identified in Scotland so that the Scottish figures relate to physical medicine only.

per head of population in Scotland, though they
are more evenly distributed than in England and
Wales. The geographically remote Northern and
North-eastern regions have the most generous

provision, on a par with the metropolitan regions of
England.

Non-consultant graded medical staff have in-
creased by 11 per cent. per annum in England and
Wales, so that there has been a slight improvement in
the ratio between non-consultant and consultant
staff. Ratios for the individual regions are less
reliable because of small denominators, but the
pattern has hardly altered. 1968 was the only year for
which separate figures for rheumatology and physical
medicine were available. In that year the ratios ofnon-
consultant to consultant staff in England and Wales
were 18 for rheumatology and 0 7 for physical
medicine. It is unlikely that merging the specialties
will have improved the less favourable staffing of
departments primarily oriented to physical medicine.

General practitioner clinical assistants have
increased by 8-6 per cent. per annum over the two-
year period, although regional patterns have changed
but little. There are appreciable differences in the
extent to which regions make use of assistant staff. In
general, Oxford and the metropolitan regions have
more than their share of non-consultant staff, in
absolute terms, and they also make more use of GP
clinical assistants. The net effect is that, when all
medical staff are considered, the inequalities between
regions become even more disturbingly evident. On a

population basis the north-west metropolitan region

is at least six times better off than all except three of
the non-metropolitan regions.

Orthopaedic surgeons in England and Wales have
increased by 3-8 per cent. per annum, and their
distribution continues to be more uniform than that of
consultants in PM and R. Provision in Scotland is
more generous, though at least in part this will be
attributable to the more sparse distribution of the
population. The ratio ofnon-consultant to consultant
staff is much more favourable than for PM and R,
averaging 3:1 in England and Wales.

(v) Hospital Services
(a) Out-patient attendances
Changes in the method of reporting compel presenta-
tion of patient flow for PM and R as combined
figures with those for rehabilitation (Table VI). How-
ever, data for England and Wales from former years
indicate that rehabilitation contributes little to the
total, amounting to only 1-3 per cent. New attendance
rates for PM and R continue to show marked regional
differences, by a factor of up to ten, and these
obviously relate to the availability of specialists.
The figures for orthopaedic out-patients have not

previously been considered in this context. Their
relevance is that a large proportion of them are
occasioned by rheumatic complaints; for instance,
Arden (1972) estimated that 35 per cent. of his out-
patients were suffering from pain arising from the
spine. If this fraction applies throughout the country,
this means that orthopaedic surgeons are coping with
70 per cent. of attendances related to rheumatic

Hospital region

Consultant
physicians
(whole-time
equivalents)
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Statistical appendix 527

Table VI Out-patient flow in 1970

Physical medicine, rehabilitation, and Traumatic and orthopaedic surgery
rheumatology

Attendances(thousands) New attendances Attendances(thousands) New attendances
per thousand per thousand

New Total (new + persons aged New Total (new + persons aged
patients oldpatients) 20+ yrs patients oldpatients) 20+ yrs

England and Wales*
Newcastle
Wales
Manchester
Liverpool
Leeds
South-western
Sheffield
East Anglian
Birmingham
N.W. metropolitan
N.E. metropolitan
S.E. metropolitan
S.W. metropolitan
Oxford
Wessex

Scotland*
North
North-eastern
East
South-eastern
West

Total Great Britain

197-9 783-7 5 8 1,197-4 4,739 8 35-1
9.1 53 0 4-4 83-1 321-0 39-8
4*5 19-9 2-4 80-2 299-2 42-1
5-9 20-6 1 9 116-6 501-1 36-5
0-3 3-4 0-2 64-9 2854 43-1
3-6 24-2 1-6 78-1 311 2 35 0
2-6 9.0 12 754 290-3 34-0

11.1 43-8 3-5 104-1 470-6 32-6
6-7 22-4 5 5 33-3 129-3 27-2
4-8 24-9 1-3 123-6 513-5 34-8

36 5 176-9 12 2 114-4 420-2 38-3
28-1 101 1 11 8 69-9 289-9 29-3
31-2 101X5 12 3 91 1 338 1 36-0
25X4 90 9 10X7 75-5 256&3 31-9
11-6 41'1 8-8 45-6 179-4 34-3
16 5 50.9 11-8 41-7 134-5 29-8

3-2 12-1 09 193-8 532 4 56 2
0-006 0 006 005 3-0 8.4 23 5
2-2 9 0 6-9 8-1 33-2 25 0
0-7 2-1 2 5 11-8 38-3 42-4
0 0 0 19-3 82-3 24-1
0 3 0 9 0.1 151-6 370-1 78-9

201-1 795-8 5.4 1,391-1 5,272-2 37 1
* Data for England and Wales are for the calendar year 1970; Scottish data are for the twelve months ending September 30, 1970.

complaints, a new attendance rate of 48,700 per
100,000 adults. This may be compared with the rate for
all operations on the spine and spinal cord, 14-3 per
100,000 in 1967. Thus the overwhelming bulk of these
patients are being managed without an operation.

Regional variations in attendance rates at ortho-
paedic clinics are not very marked, but presumably
this reflects the more uniform distribution of
specialist manpower. The relationship between new
and return visits is similar for PM and R and ortho-
paedic out-patients, 3 0 and 2-8 respectively. These
data prompt one to wonder whether the optimum
division of labour between PM and R and ortho-
paedics has been established for patients with
rheumatic diseases. The answer to this question would
have an important effect on staffing requirements.
However, this conclusion must necessarily be

influenced by productivity. Table VII shows data on

out-patient sessions. Two things are noteworthy about
the sessional load of consultants. First, the load for
orthopaedic surgeons, which is fairly uniform, is
appreciably less than for PM and R consultants; this
is understandable because of commitment to
operating sessions and to traumatic surgery.
Secondly, there is considerable variation in the
sessional load for PM and R consultants, although
this may be related to underestimates of consultant
staff identified in the footnote to the Table.

38*

Out-patient flow is similar for rheumatology and
for physical medicine and rehabilitation, though the
number of new patients seen in rheumatology clinics
is fewer. Although the regional differences do not at
first sight appear to be great, what might be regarded
as the productivity per session varies considerably
when flow is related to total medical staffing, con-
sultant and assistant. The ratio between new and old
patients is fairly uniform for physical medicine and
rehabilitation, though Birmingham and Newcastle
appear to carry proportionally greater loads of old
patients. The ratios are more variable for rheuma-
tology, noteworthy being Manchester, the North-
east metropolitan, and the South-western regions,
where the new patient load is relatively large com-
pared with the number of old patients.
At first sight orthopaedic surgery appears to be

appreciably more productive in terms of the number
of patients seen. However, it must be borne in mind
that this specialty is twice as well supplied with non-
consultant staff, so that the apparent difference
should be reduced by a factor of two. These figures
raise a number of questions. The greater flow of new
patients in orthopaedic clinics must mean that less
time is devoted to each patient. If this shorter time
applies to all patients, the rheumatic as well as the
more strictly orthopaedic, it would be interesting to
try to measure the relative benefit to patients of these

Hospital region
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528 Annals of the Rheumatic Diseases

Table VII Consultants available andpatients seen in out-patient sessions in England and Wales, 1970
Hospital region

England and Wales

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

Sessions per whole-time
equivalent
consultant

PM and R + Ortho.
rehab.

442 307

477
584t
200
00*

441
743t
387
406

2,167t
439
424
495
523
308
440

Rheumatology

New New + old New New+old

4-2 152 2-7 178

276 3-8 20-8
352 57 22-3
307 7-2 25 0
323 -

293 -

335 4-6 14-2
307 4-8 15-7
299 4-7 13-2
265 3-6 19-6
360 3.5 15-5
293 4-2 15-1
292 4 0 12-8
315 4-7 15-1
294 3-7 11-6
278 5 4 16-4

1.1 9-0
1-7 18-0
3-7 13-1
2-1 22-6
3-6 23-9
3-7 13-4
2-2 17-4
5.0 32-3
3-7 18-6
3-0 26-8
0-8 2-3
1-0 14-5
1-6 14-2
2-3 19-7
1-2 12-5

Traumatic and
orthopaedic surgery

New New+old

9-2 36-5

9.9 38-1
9.5 35.4
8-9 38-1
9-2 404
8 5 33-8
8-7 33-4

11-0 49-5
7.5 29-2

10-9 45-1
7-3 26-7
8-8 36 5

10-4 38-7
9.5 321
90 355

10-4 33.4
* In the Liverpool region there were 150 sessions held, though no consultant appointments are identified.
t These values are impossibly high, in excess of two sessions daily, and reflect low consultant manpower, presumably an artefact due to practices
for classifying out-patients differing from those for designating PM and R specialists. Similar variation attributable to under-estimates of con-
sultant staff may well be affecting other values in this column.

differences in duration of consultation. Do the lower
ratios of old to new patients in certain regions
indicate any difference in the quality of general
practitioner care in those regions? Are there any
differences in the quality of care between regions
where large or small numbers of patients are seen per
session ?

(b) Beds available and used
There have been several changes in the presentation
of statistics on hospital beds for 1970, and these
hinder comparison with figures abstracted pre-
viously. Staffed beds allocated are no longer identi-
fied, so that the slightly lower values for average daily
available beds have been reviewed. Rehabilitation
beds have been merged with those for physical medi-
cine, which roughly trebles the number available.
Finally, separate figures for teaching and non-

teaching hospitals are not reported in the Welsh
Office's returns; this appears to be one of several

instances where increased regional autonomy has
had the undesirable result of curtailing the avail-
ability of statistics.
Although available beds for PM and R and

rehabilitation in England and Wales have increased
by 69 (3 per cent.), this is not a consistent trend. Were
it not for the newly available teaching hospital beds
in Bristol, the overall picture in these hospitals would
show a reduction for both rheumatology and for
physical medicine and rehabilitation, particularly for
the latter (Table VIII). In contrast, the regional board
hospitals show a welcome increase in the availability
of beds in both categories. However, there are
regional differences: whereas Newcastle has appreci-
ably more beds available now, there has been a
reduction in the Oxford region.
The most recent data from the Hospital In-Patient

Enquiry permit an updating of Tables IX to XI in the
previous report (ARC Field Unit, 1971). Median

Table VIII Beds for rheumatology, physical medicine, and rehabilitation in England, 1968-1970
Type ofhospital Department Average daily available beds

1968 1969 1970

Teaching Rheumatology 47 43 47
Physical Medicine 90 \ 186 83 l 180 149
Rehabilitation 96 J 97 J

Total 233 223 196

Regional board Rheumatology 919 931 957
Physical Medicine 390 1,333 39 3 1,345 1,392Rehabilitation 943f952j

Total 2,252 2,276 2,349

Out-patients seen per session

Physical medicine and
rehabilitation
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waiting times in England and Wales increased from
1966 to 1968 by the following amounts: 0-8 weeks for
RA, 2-7 weeks for OA, 0 5 weeks for displacement of
intervertebral disc (DID), and 1-1 weeks for other
diseases of bones and organs of movement. On the
other hand, median lengths of stay have dropped by
about a day. Bed usage per capita has risen for RA
and OA, but has fallen slightly for DID and con-
siderably more so for the residual category. For all
diagnostic categories there has been an increase in
admissions from waiting lists, by 4 to 11 per cent., and
this has occurred at the expense of immediate
admissions.
These data refer to all hospital departments. PM

and R show slightly different changes. The discharge
rates from physical medicine beds are unaltered, but
those from rheumatology beds have increased
slightly. Mean durations of stay have been reduced
proportionately more than for other hospital
departments, by 3-6 days in physical medicine beds

and by 16 6 days for rheumatology. As a result, bed
usage has fallen appreciably, by 7 per cent. for physical
medicine and by 25 per cent. for rheumatology.

Table IX is an updating ofTable XII in the previous
report, and is presented because appreciable differ-
ences are apparent. Noteworthy is the smaller role of
physical medicine beds, largely related to correction
for relative over-reporting by these departments, but
note also that in this context rehabilitation beds are
shown separately. As far as RA is concerned,
rheumatology can be seen to be playing a much
larger part and general medicine appreciably less.
Orthopaedic departments bear the brunt of OA in
hospital, with geriatrics and general medicine
coming next. Orthopaedics plays an even bigger role
with displaced discs, and similarly with conditions in
the residual category. However, as far as the latter are
concerned it should be noted that the sample is much
larger, so that differences from the previous report
may well be related to these additional cases.

Table IX Proportion of discharges and deaths with certain rheumatic conditions in the 1967 HIPE sample
treated in different hospital departments in England and Wales

Diagnostic group*

RA and allied OA and allied
(per cent.) (per cent.)

Physical medicine
Rheumatology
Traumatic and orthopaedic surgery
General medicine
Geriatric
Chronic sick
General surgery
General practitioner (non-maternity)
Paediatric
Neurology
Other specialist care and rehabilitation
Not identified

Sizes of samples

4@l -

23-1 3-8
22-0 51-8
27-8 10-4
10-5 12-9
3-1 3.7
0.9 2-4
4-8 2-7

2-5
4-3

3-6 5.5

1,796 2,108

Displacement of Other diseases of
intervertebral bones and organs
disc (per cent.) ofmovement

(per cent.)

2-4 0-7
- 0e6

67-1 75.9
6-1 4-7
0-4 1 9
0 0-5
3-1 7-2
5-9 1-9
- 1-3
3-8 0-6
- 0-8

11*4 3.9

1,327 8,581
* This Table is derived only from those parts of the data in which these diagnostic groupings could be identified. Furthermore, the computation
differs from that in the previous report by taking account of variations between departments in the proportion of case loads that were reported
(physical medicine is more enthusiastic in reporting, 20 per cent. ofcases, compared with 9 per cent. for all departments and 8 per cent. for rheuma-
tology). Comparison with other data in the HIPE sample also revealed an appreciable number ofcases not identified in the source table. Diagnostic
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.
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