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Statistical appendix

Digest of data on the rheumatic diseases

5. Morbidity in industry, and rheumatism in general practice

PREPARED IN 1973 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 1969-1970 from the Department of
Health and Social Security (DHSS) Annual Report
1971, and from Digest of Statistics analysing Certi-
ficates of Incapacity, June, 1968-May, 1969, supple-
mented 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 31, 1970, from the same sources.

(3) Data on Registered Disabled Persons at April 20,
1970, from the Employment and Productivity Gazette,
November 1970, supplemented by further details
supplied by the Department of Employment and
Productivity (DEP).

(4) Mortality data from the Registrar General's Statistical
Review of England and Wales and the Annual Report
of the Registrar General for Scotland, both for the
year 1970.

(5) Data on handicapped persons and on rheumatism in
general practice derived from a variety of published
sources.

Rheumatic complaints comprise those conditions so
defined by a WHO Working Group (1970) on the
Epidemiology of Rheumatic Complaints. The
principal individual constituents are shown in
Table I; additional detail may be ascertained by
reference to the tabular list of rubrics of the Inter-
national Classification ofDiseases (ICD;WHO 1967).

(i) Morbidity

In the year ended May 30, 1970, there were almost a
million spells of incapacity due to rheumatic com-
plaints, and these caused insured people to lose 37-2
million days from work (Table I, overleaf). The large
proportion of spells due to influenza, slightly more
than one-fifth of all sickness spells in males, led to
rheumatic complaints being responsible for a slightly
reduced share of the total, 9 3 per cent. However,
rheumatism still dominates the figures on days lost,
accounting for 10-8 per cent. of all sickness and injury
incapacity in the two sexes.
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The accustomed comparison with work loss due to
industrial stoppages has become less dramatic, owing to
the steep rise in the latter. In 1970, almost 11 million days
were lost from work due to strikes (Annual Abstract of
Statistics, 1971) but, despite this, work loss from rheu-
matism was still almost 31 times greater. In most other
respects the general pattern of incapacity appears to
continue earlier trends (Statistical Appendix, 1970, 1972b).
However, further details provided by the DHSS permit a
revision of the league table indicating the relative impor-
tance of the four main types of rheumatic complaint.
Table II (overleaf) shows that back troubles are even more
important than was previously apparent, accounting for
43 per cent. of spells in males, and for one-third of the
days lost from work. The rates for days lost can easily be
converted to average losses per insured person by dividing
by 1,000; thus sickness absence in males was the equivalent
of every insured person losing 0-8 days during the year
with arthritis, 0-6 days with back troubles, and 0 4 days
with non-articular rheumatism. As far as the total number
of spells is concerned, this is the same as would have been
produced had one insured man in twenty and one insured
woman in 35 begun a spell of rheumatism.

Routine morbidity statistics have frequently been
criticised, particularly for their lack of specificity. It has
already been noted (Statistical Appendix, 1969) that
prejudice was not wholly justified, as distinction between
arthritis and rheumatism yielded a separation that
accorded with clinical experience (Table I). Some sub-
division of back troubles and ofnon-articular rheumatism
is possible (Table I), though the value of the distinction is
limited because diagnostic classification leaves too much
to be desired. On the other hand it would be of interest to
examine arthritis in further detail, as at present only gout
can be separately identified. The DHSS have kindly
provided the means for this, so that incapacity attributed
to rheumatoid arthritis (RA) and osteoarthrosis (OA)
can now be considered separately.

Table III (overleaf)shows that gout causes slightly more
than one-tenth of arthritis spells in men, though this leads
to only about 2 per cent. ofdays lost. As would beexpected,
gout is a very infrequent cause of sickness incapacity in
women. The estimated mean spell length, as might have
been anticipated, is slightly over 3 weeks in males, and is
somewhat longer in females.
The proportion of spells due to RA is twice as great in

women as in men, an observation that superficially would
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94 Annals of the Rheumatic Diseases

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 30, 1970, and deaths in the year 1970

Certified cause (Rubrics ofInternational
Statistical Classification of Diseases,
8th revision, WHO, 1965)

IMales Females*

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

of spellst of spellst
(working (working
days) days)

Sickness and deaths Gout (274) 13-2 0-27 20-3 37 0.1 0 01 28-3 6
Sciatica (353) 516 1-84 35 6 1 6-7 0-21 34 1
Rheumatic fever (390-392) 0 5 0 04 76-8 15 0-2 0-05 242-2 9

'Arthritis and spondylitis (710-715) 106 0 11 29 106-5 416 18 9 3-62 191 7 1,226
Rheumatism (except lumbago) (717- 2050 4-22 20-6 40-1 097 241

718) 4 10
Lumbago (717.0) 102 3 1.91 18 7 13 8 0-26 19 0
Internal joint derangement (724) 12 2 0-60 49 4 - 1 2 0-08 72-9 -

Displacement of intervertebral disc 67 5 3 56 52 8 11 9-2 0 65 70-1 2
(725)

Vertebrogenic pain syndromes (excl. 34 5 0-84 24-4) 4 9 0 17 3551
pain in back) (728) 5 2

Pain in back (728.9) 63-9 1-35 2121 12 4 0-26 20-9
Synovitis, bursitis, etc. (731) 31 2 0-69 22-2 3 8-4 0-22 25 8 2
Ankylosis and other deformities (727, 2-9 0-29 97-8 26 0-6 0-12 220-2 35

735-738)
Other musculoskeletal diseases (716, 14 4 1-04 72-1 242 2-6 0 40 153 2 646

721-723, 726, 729-730, 732-734)
Il1-defined (787) 40-8 0-95 23-4 - 9-2 0-22 24-0 -

Total sickness incapacity 746-0 28-89 38-7 760 128-3 7-24 56-4 1,938

Arthritis and rheumatism (710-718) 4-2 0-12 28-2 0.1 0 01 72-0
Internal joint derangement (724) 0-8 0-06 73 5 0.1 - -
Displacement of intervertebral disc 9.1 0-46 50 6 1-3 0 09 68-8

(725)
Synovitis, bursitis, etc. (731) 3-4 0-08 24 9 0 7 0-02 27-1
Beat knee (Prescribed disease 32) 2-6 0-08 31-2 0-2 0-01 48-0
Beat elbow (Prescribed disease 33) 0 4 0-01 31-5 - - -

Inflammation of wrist (Prescribed 3-6 0 09 23-8 1-4 0 05 35 4
disease 34)

Total injury incapacity

To.al sickness and 7
injury

Total d2aths

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

(734)

24-1 0 90 37 4 3-8 0-18 46-3

770 1 29-79 38-7 132 1 7 42 56 2

760

254
12
54

* 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. Note should also be made that the sampling rate has been reduced
and all these data are now derived from a 2-5 per cent. sample of claims submitted for benefit.
t Days of incapacity divided by spells started during year. Values for injury incapacity may appear misleadingly short owing to limitation of
these spells to 156 days' duration, whereafter the days lost are classified as sickness incapacity.

Table II Principal types of rheumatic complaints* (sex-specific rates of sickness incapacity per 1,000 insured
persons in the year ended May 30, 1970)

ICD rubrics (8th revision, 1965) Males Females
tF#" 66 .1 -

complaint Spells Days of incapacity Spells Days of incapacity

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

Arthritis 274,710-715 7-86 16-0 762 40-0 4-26 14-8 811 50-1
Back troubles* 353, 717.0, 725, 728 (incl. 728.9) 21-09 42-9 627 32-9 10-53 36-7 347 21-4
Non-articular 717-718 (excl. 717.0), 731, 787 18-27 37-1 387 20-3 12-92 45-0 315 19-4
rheumatism

Other rheumatic 390-392,716,721-724,726-727, 1 99 4 0 130 6-8 1-02 3-6 148 9.1
complaints 729-730, 732-738

Total 49-20 100 0 1,906 100-0 28-72 100-0 1,621 100 0

Incapacity

Injury

1,938

812
21
183

Type of
rheumatic

* Additional information has permitted separate identification of vertebrogenic pain, which has therefore been transferred from Other rheumatic
complaints to Back troubles. These changes have a marked effect on the relative proportions of each type of rheumatic complaint, when compared
with the similar table published in Digest 4 (Statistical Appendix, 1972b).
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Table l Sickness incapacity due to variousforms ofarthritis in the year ended May 30, 1970
Certified cause ICD Males Females

rubrics
(8th Spells Proportion Days of Proportion Estimated Spells Proportion Days of Proportion Estimated
revision, starting ofall incapacity ofall mean starting ofall incapacity ofall mean
1965) (rate per arthritis (X 10-6) arthritis length (rate per arthritis (x 10-6) arthritis length

1,000 (per cent.) (per cent.) ofspells* 1,000 (per cent.) (per cent.) ofspells*
insured (working insured (working
persons) days) persons) days)

Gout 274 0-87 111 0-27 2-3 20-3 0-02 07 0-01 01 28.3
Rheumatoid arthritis 712 0 53 6-7 2-16 18 7 271-4 0-59 13 8 1 24 34-3 471-2
and allied
conditions

Osteoarthrosis and 713 2-33 29-7 3-88 33-6 109-6 1-25 29-3 0 79 21-7 141*2
allied conditions

Other forms of 710-711, 4-13 52-5 5-24 45 4 83-7 2-40 56-2 1-59 43 9 148-9
arthritis 714-715

Total 7-86 100-0 11-55 100-0 96-9 4-26 100-0 3-63 100-0 190-6

* Days of incapacity divided by spells starting during year; a week consists of six working days.

appear to reflect the well-recognized female preponderance
in this disease. However, when these spells are related to
the populations at risk one is surprised to note that the
inception rate is very similar in the two sexes. The explana-
tion for this is probably the appreciable under-representa-
tion of women in the age groups at greatest risk for RA.
This is related not so much to the overall quantitative
inferiority of incapacity data in females as to the imbalance
in age distribution ofinsured women, only the two youngest
quinquennia being anything like representative of their
sex. The real impact of RA can be seen in the duration of
incapacity. Thus days lost account for a proportion almost
three times as great as that related to spells in each of the
two sexes. As a result the average spell is lengthy, exceeding
10 months in men and 18 months in women.

Osteoarthrosis is responsible for almost one-third of
arthritis spells in both sexes, although the rate in males is
nearly twice that in females. In men the days lost form a
similar proportion, though in women it is rather less,
one-fifth. Thus the generally longer duration of spells in
women is less marked, 5j months as compared with 4
months in men.
The residual category, consisting of arthritis associated

with infection and of other and unspecified arthritis,
accounts for slightly more than half the arthritis spells,
but for a somewhat lesser proportion of days lost from
work. Once again the rate for spells in males is nearly
twice that in females, whereas the average duration is
about 3 months in men and almost 6 months in women.
It is likely that a considerable proportion of people in this
residual category in fact have RA or OA that has not been
specifically so described, so that the true rates for these
two conditions are almost certainly higher than those
shown.

CHANGES WITH AGE
Further details on incapacity during the year 1968-1969
have now been made available. Among the more interest-
ing findings are the changes observed in relation to age.
If anything there is a slight tendency for the rate for all
spells of incapacity to reduce with increasing age. This is
evident in each of the two sexes in the insured population
(Fig. 1, overleaf).

Rheumatic complaints follow a rather different pattern.
When those less than 20 years are compared with those
aged 60 to 64, there is a roughly 3-fold increase in the
proportion of all spells due to rheumatism in each sex.

Thus rheumatic spells account for only 3 or 4 per cent.
of all incapacity in the youngest group, but for 11 to 13
per cent. in the oldest groups. At all ages the inception
rate for rheumatism is somewhat lower in females,
whereas for all causes the rates are marginally higher in
most of the quinquennial age groups in this sex.
The differences are even more marked for spells of

arthritis and spondylitis (C61 in the ICD list of 70 causes
of morbidity), where the increase over the age span is by a
factor of 9. In consequence, the proportion of all rheu-
matic complaints attributable to arthritis and spondylitis
rises from about one-thirtieth to more than a quarter.
Most of these changes occur at the expense of the residual
category, other musculoskeletal diseases (C62: ICD
rubrics 716-718 and 721-738), so that this category's
share of all rheumatism falls from 83 to 60 per cent. Most
of the major components of this residual category fail to
show any striking changes with age. The notable exception
is displacement of the intervertebral disc, which shows a
peak both in frequency and in the proportion it forms of
all rheumatic spells (12 per cent.) in the 40-44 quin-
quennium in males, and similar though less marked
changes in females. However, the peak in the age curve is
by no means as marked, when compared with the extremes
of the age span, as clinical impressions of this condition
might have led one to expect.

In marked contrast are the patterns for days lost from
work. All three categories depicted in Fig. 1 show a
progressive increase with age apart from in the oldest
group in females, which in any case is less representative
because it covers the period after the customary age of
retirement. At most ages, too, the rate of work loss in all
three categories is higher in females than in males. The
order of increase from youngest to oldest age groups is
6-fold for all causes and by factors of 15 for rheumatic
complaints and of 200 for arthritis and spondylitis. This
means that rheumatism accounts for an increasing
proportion of days lost due to all causes, changing in
proportions similar to those noted for spells, but that
arthritis and spondylitis loom progressively larger, rising
from 5 or 6 to 68 per cent. of the days lost from rheumatism
in older persons. The bulk of the compensatory changes
occur in the residual category, with a share of all rheu-
matism falling from 80 to 25 per cent. Thus less specific
rheumatic conditions in the young, of relatively brief
duration, give way in older persons to more particular
forms of disease, arthritis and spondylitis, and these last
for appreciable lengths of time.
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96 Annals of the Rheumatic Diseases

Spell s Days

FIG. 1 Age-specific rates for spells of in-
capacity starting and total days of certified
incapacity due to selected causes in Great
Britain in 1968-1969 (semilogarithmic plot)

:3 200

Arthritis and _ad I Arthritis and
spondylitis 0 100 Iv spondylitis

E 60
20

%o. 40

o/ Males
20- -----Females

a

25 45 65
Age ( yrs, by quinquennia )

25 45 65

DURATION OF INCAPACITY spells lasting up to 1 week is lower for the various forms
Further details on the durations of incapacity are shown of rheumatic complaint than it is for all causes. Similarly,
in Table IV. It is instructive to compare the patterns of and in compensation for this, the longer spells attributed
duration with those for all causes, remembering that the to arthritis and to displaced discs stand out when compared
latter will include, among other things, large numbers of with all causes. The data on spells current at a specified
spells due to common ailments like upper respiratory tract date magnify the role of long spells, but the dominant
infections. Thus, with the exception of ill-defined symp- position of arthritis is nevertheless noteworthy. A general
toms referable to limbs and joints the proportion of short tendency is noticeable in females, to experience slightly

Table IV Duration ofspells ofsickness and injury incapacity due to rheumatic complaints, 1968-1969

Certified cause Proportion (per cent.) of all sickness Estimated length ofspells (in working days)t
spells due to specified cause*

Sickness Injury inedian

Lasting > 8 weeks Lasting >1 year Male Female

Male Female Male Female Mean Median Mean Median Male Female

Ill-defined symptoms 7 5 10 18 22 11 23 10 - -
Gout 5 10 10 (100) 23 12 46 10 - -

Lumbago 4 5 3 10 18 12 20 12 - -

Rheumatism 4 7 10 26 20 12 26 12 - -

Synovitis, bursitis, etc. 7 10 3 7 21 13 28 13 18 22
Sciatica 15 14 7 11 33 18 37 17 - -

Internal derangement of joint 31 32 8 20 46 35 82 40 50 -

Displacement of intervertebral disc 25 28 23 36 55 22 88 25 32 50
Arthritis and spondylitis 25 35 53 73 112 20 244 26 - -

(Arthritis and rheumatism) 10 13 37 60 42 14 73 14 18 42
[lCD 710-718]

All rheumatic complaints 11

All causes 9

1 3 29 48 38 - 60 - -
8 35 35 35 12 31 10 16 18

* The proportion lasting more than 8 weeks relates to all spells terminating during the year, whereas that for spells lasting more than 1 year relates
to spells current on one particular day, May 31, 1969. The latter data inevitably exaggerate the contribution made by longer spells, but they are
included because of the light they shed on prolonged incapacity. The overall sampling rate for these data was 5 per cent. of claimants. The data on
females are much less reliable, being based on small numbers of spells in most instances; thus in the case of gout there were only 10 women in
the sample. Despite this, the patterns in the two sexes appear in general to be very similar.
t Mean values are based on spells commencing, in order to correspond with data published in previous digests. Less detailed diagnostic break-
downs were reported for injury incapacity, so that median values were not available for a number of causes. Injury means are not shown because
they appear misleadingly discrepant with the magnitude of medians; this is because the latter were derived from spells terminating, whereas the
reported days lost are truncated at 156 days (see footnote to Table I).
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more of the longer spells with most forms of rheumatism.
This bigger burden of longer illness in women is very
evident with arthritis, a poignant reflection of the female's
capacity to suffer long and yet survive.
The contrast between mean and median lengths of spell

should be noted, the latter usually being appreciably
shorter, particularly with conditions where spells tend to
last longer than do those due to all causes combined.
These two measures of central tendency are, of course,
reflecting different phenomena. Thus, for overall experi-
ence, to which one wishes to respond when planning
services, the mean values are of most use, whereas for
individual experience the medians give a closer approxi-
mation to the average, being less distorted by unduly long
spells. The mean duration of gout in women is longer than
in men, though the median values would indicate the
opposite. This arises from a number of very long spells in
females disproportionately magnifying the total days lost.
Similarly the mean spell lengths for internal joint derange-
ment are less than those for arthritis and spondylitis,
though the median durations of the former are in fact
longer. Thus a number of very long spells of arthritis are
inflating the mean, and are offset by many relatively short
spells, whereas with joint derangement the spell length is
more consistent.

Three other points in Table IV call for comment. First,
both means and medians for all causes are lower in women
than in men, which is in marked contrast to the behaviour
with rheumatic complaints. Secondly, although means
for the various forms of rheumatism in females are
generally greater than in males, the difference in medians
between the sexes is less marked. Thus long spells would
appear to be occurring relatively more frequently in
women, but to some degree these are offset by the occur-
rence of a greater proportion of the shorter spells in this
sex as well. Finally, it is interesting to note that transfer of
incapacity from injury to sickness benefit after a duration
of 6 months can result in a misleading impression. Thus
in Table I the injury means appear to be less than those
for sickness, whereas in Table IV the injury medians can
be seen to exceed the sickness medians in both sexes, and
by quite appreciable amounts.

INJURY INCAPACITY
The second part of Table I is not exhaustive, as injury
incapacity is shown only for those conditions which used
to be identified separately in the Annual Reports of the
former Ministry of Pensions and National Insurance.
However, the picture is altered but little when this is
supplemented by data on other forms of rheumatism;
the totals then become 27-7 and 4-2 thousand for injury
spells in males and females respectively, and 1-01 and
02 million for days lost. Rheumatic complaints are
responsible for about 4 per cent. of all injury spells, and
for 5 to 6 per cent. of the days lost. It is understandable
that these proportions should be less than those for
sickness incapacity, as rheumatic complaints are probably
one of the less significant consequences of industrial
accidents. However, rheumatism is of much greater
importance in the various conditions prescribed as being
particular occupational hazards Thus bursitis due to
prolonged friction or pressure, which includes beat knee
and beat elbow, and tendinitis or tenosynovitis related
to frequent or repeated movements of the hand and
wrist between them account for just over one-quarter

of both spells and days lost due to prescribed diseases;
they are overshadowed only by non-infective dermatitis,
which causes most of the residual incapacity (some 70 per
cent.) assigned to this category.
Back troubles are of even greater importance in injury

than they are in sickness incapacity, being responsible for
slightly less than half the rheumatic spells and for slightly
more than half the days lost. Certification of injury
incapacity appears to excite the use of more specific
diagnostic terms. Thus displacement of the intervertebral
disc accounted for only one-fifth of sickness spells attri-
buted to back troubles, but was responsible for more than
two-thirds of back injury spells. As a result the displaced
disc dominates the age pattern of all rheumatic injury
spells. Whereas, in males, all injury spells manifest a
tendency to reduce in frequency with increasing age,
rheumatic injury spells mirror those due to the disc and
show a change resembling that already noted for sickness
spells attributed to the disc, with a peak in the late thirties
and early forties. By the time they are subdivided by
quinquennia of age, the number of spells in each sample
due to the other individual rheumatic complaints becomes
small, so that it is not possible to make much of these
additional data. However, one important aspect can be
identified. Occupational hazards are often difficult to
avoid, as is revealed by the proportion of spells due to
prescribed diseases that arise from recrudescence of the
condition. In males these proportions are 12-2 per cent.
for beat knee, 7-4 per cent. for beat elbow, and 6-0 per cent.
for tenosynovitis of the wrist.
Sample sizes are also troublesome when one considers

variations between different industries. However, it is
possible to learn a number of useful lessons, and the data
on males are therefore set out in Table V. Industries have
been ranked according to the proportion of all industrial
accidents (IAs) that are due to rheumatic complaints
(RCs) to facilitate rapid appraisal of whether other values
follow a similar gradient. Perhaps the most striking thing
is that in general the higher the rate for lAs in the industry,
the smaller the proportion of these that are attributed to
rheumatic complaints. But, despite lower proportions of
RCs, the industries with high IA rates also have high rates
for RCs, and vice versa. Thus the five industries with IA
rates at least 30 per cent. greater than the overall average
are those traditionally considered heavy. These consist of
mining, metal manufacture, bricks and pottery, construc-
tion, and shipbuilding. Just over one-fifth ofthe male work
force is engaged in these trades, but they experience 36
per cent. of the rheumatic spells. Thus, in this group of
industries, the rate for RCs is 1I7 spells per 1,000 persons,
which is nearly twice that in industry as a whole, 1 0. At
the other extreme are occupations with IA rates less than
50 per cent. of the overall rate. These are clothing and
footwear, professional and scientific, miscellaneous
services, and insurance and banking. One-sixth of the
labour force is involved, but they sustain only 6 per cent.
of rheumatic spells, with a rate of 0-3 per 1,000 persons.
A parallelism exists between the proportions due to

RCs and those due to displacement of the intervertebral
disc, although this would have been anticipated from
what has already been said. It can also be seen that, with
certain exceptions, the proportions of all days lost that
are due to RCs follow a pattern similar to that for spells.
What is also of interest is that there is some relationship
between the relative importance ofRCs, and therefore also
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Table V Rheumatic complaints arising from industrial accidents in males in 1968-1969*

Industry (standard orders)

Clothing and footwear
Gas, electricity, and water
Textiles
Agriculture, forestry, and fishing
Distributive trades
Paper, printing, and publishing
Transport and communication
Professional and scientific services
Chemicals and allied industries
Miscellaneous services
Construction
Vehicles
Engineering and electrical goods
Public administration and defence
Timber, furniture, etc.
Bricks, pottery, glass, cement, etc.
Other manufacturing industries
Food, drink, and tobacco
Leather, leather goods, and fur
Metal manufacture
Shipbuilding and marine engineering
Metal goods not elsewhere specified
Insurance, banking, and finance
Mining and quarrying

All industries

Order Proportion of Rheumatic Proportion of all Rate in each
male population injury lAs industry as
in each industry spells proportion ofall
(%) starting Due to Due to industries

(x 10-2) RCs DIDs
(%) (%) RC All IA

spells spells
(%) (%)

XII 1-0 0-8 4-3 3-2 62 27
XVIII 2 6 5 2 3-2 2-2 149 89
X 2-6 4-2 3-1 22 119 74
I 2 4 4-2 2-9 1 5 128 84
XX 90 12-4 2-8 1.9 101 68
XV 3-1 3-2 2-7 1.9 75 53
XIX 7-4 13-0 2-6 1 4 129 96
XXII 66 22 26 1-6 25 18
IV 2-8 3-4 2 5 1-2 90 70
XXIII 6-5 4-8 2-3 1 5 55 45
XVII 10-2 22 0 2-2 1-4 158 135
VIII 5-2 4-8 2-1 1 1 67 60
VI 12-3 118 2-0 1 5 70 67
XXIV 5 2 5 4 20 1-6 76 72
XIV 2-0 3 0 1.9 1.1 117 120
XIII 2-0 3-8 1 8 1-2 138 143
XVI 1-6 1-8 1-8 0 8 85 91
III 3-5 4 6 1-8 1-2 97 104
XI 0 2 0-2 1-6 - 63 76
V 3-8 6-2 1*4 0 7 121 163
VII 1-3 1-6 1-3 0-7 90 129
IX 2-8 2-8 1-2 0-6 73 113
XXI 2-9 0-2 111* 1 5 9
II 3 3 14-8 09 0-5 330 675

Days lost due to Estimnated
RCs as proportion mean duration
of all days lost of spells due
due to lAs to DIDs
(%) (working

days)

7.5 44
6-1 45
40 41
4-1 57
47 46
4-4 50
42 63
42 45
46 60
40 48
3 7 51
4 1 69
4.3 59
4 1 48
2 1 37
3-8 64
4-8 82
2-8 39
04 -
24 76
25 93
20 59
32 88
1-8 70

- 100 136-4 1-9 1-2 100 100 3-3 55

* IA = industrial accidents; RC = rheumatic complaints; DID = displacement of intervertebral disc.

of displaced discs, and the duration of spells due to the
latter condition. Thus, where the disc is a proportionately
more important cause of lAs, the spells are relatively short.
The estimated mean duration in the four lightest industries
noted above was 48 days, whereas in the five heavy
industries it was over 60 days. This difference is not
surprising because the heavier the industry the more fit
one should become before returning to work.
There are a number of other minor points of note.

Three other industries stand out for their excess rates for
RCs. Gas and electricity, agriculture, forestry, and fishing,
and transport and communication together employ one-
eighth of the male labour force. Although responsible for
10 per cent. less than the average for lAs, they account for
one-sixth of all rheumatic spells, with a rate of 1-3 per
1,000 persons. The mean length of disc spell in this group
is also on the long side, 57 days. Two of the smaller
industrial orders, other manufacturing industries and
insurance and banking, stand out for the anomalous length
of disc spells, 82 and 88 days respectively. They form a
sharp contrast with timber and furniture, and with food,
drink, and tobacco, where the mean spell lengths were 36
and 39 days. The situation in insurance, banking, and
finance is particularly noteworthy because displacement
of the intervertebral disc was the only rheumatic cause
of lAs that was registered. Why should these spells last
so long, when in professional and scientific workers and
in public administration and defence, where the occu-
pational hazards might be regarded as similar, the incep-
tion rates were much higher but the duration of spells
much less, 45 and 48 days? In fairness one should take
account of the fact that, with small samples and errors in
assignment to industry, these findings may not be fully
representative, although similar patterns were evident in
previous years. The information on women is much less

satisfactory, but high rates for RCs were recorded for
paper and printing, timber and furniture, and food, drink,
and tobacco, in which the main problems were displaced
discs and synovitis; for textiles and metal goods, discs and
arthritis; and for shipbuilding, arthritis alone.

REGIONAL VARIATIONS
Once again one runs into number troubles when trying to
examine differences in injury incapacity between regions.
This applies particularly to the numerically smallest
problems, internal derangement of joint and beat elbow.
However, by concentrating on days lost, where numbers
are not so small, a number of interesting points do emerge.
At the extremes are the south-east, with low rates
altogether as well as for each individual category, and the
northern region, with very high rates for each category
except internal derangement of joint. Wales and York-
shire/Humberside also have a very unfavourable experi-
ence for most categories, whereas Scotland is notable for
its low rates for internal derangement of joint and the
prescribed diseases. Other anomalies in the crude rates
are the excess of displaced discs in East Anglia, and the
occurrence in the north-west of an excess of arthritis and
rheumatism and of less than expected rates for beat knee
and particularly for inflammation of the wrist (PD34).
Among the many differences between regions are those

in the distribution of the various industries. In an attempt
to take account of this factor, expected regional rates for
each category of rheumatic complaint were computed by
applying the national rate for each industry to the propor-
tion of the population engaged in that occupation in the
region, and then summing these values to yield the
expected rate for the region. Standardized proportional
rates were computed by dividing the crude rates by the
expected rates. The range of variation in standardized
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proportional rates can then be compared with that for
crude rates. The standard deviation (SD) of standardized
rates in the region gives an indication of the magnitude of
variation still present. Thus the lower the SD, the greater
the extent to which regional patterns of industry could
account for the observed variation between different
regions. A somewhat different aspect can be considered
by comparing the variances of standardized and crude
rates. The smaller this ratio the greater the effect of
standardizing the rates; this could be taken as an indica-
tion of how closely related a particular condition is to
occupational exposure.
One must recognize the inevitability of some variation

due to sampling and other factors. To give some sub-
stance to these derived indexes, one would anticipate a
minimum variation of the order of ±10 per cent. of the
national rate; that would yield an SD of 7. The SD for
displaced discs in males was 14, only twice as great, and
for all rheumatic complaints it was 17, largely a reflection
of the dominant role of the disc in this combination
category. On the other hand, the SD for arthritis and
rheumatism was 48, seven times that obtained with a
10 per cent. variability; for synovitis and bursitis it was
42, and for internal derangement ofjoint it was 66. Thus,
as would have been expected, patterns of industry in
general do not go far towards accounting for regional
variations in incapacity; however, the disc is somewhat of
an exception in that regional differences in occupation
are fairly closely linked. The ratios of variances were
0 57 both for the disc and for all rheumatic complaints,
0-68 for internal derangement of joint, 0-76 for synovitis
and bursitis, and 0-89 for arthritis and rheumatism. This
merely reflects what common sense might have indicated,
that discs correlate fairly well with occupational exposure,
whereas arthritis and rheumatism do not; in fact the
validity of regarding the latter as industrial accidents is
at least questionable.

(ii) Handicap and disability

There were 21,983 men, 4,889 women, and 44 boys
and girls suffering from arthritis and rheumatism
(A and R) on the Register of Disabled Persons (DP)
on April 20, 1970. These figures show only slight
changes from earlier years, and the proportion they
form of the complete register, 4*3 per cent., remains
fairly stable. When account is taken of those who
have passed the customary age of retirement, as well
as of the large number of married women, who are
also usually not eligible for DP registration, the
emphasis changes. Data are now available from a
number of different sources, and so the consistency
of estimates for handicap and disability due to
diseases of bones and organs of movement (BOM)
can be examined:
General Classes Register of 30 per cent. (A and R)

Local Authorities
Isle of Wight Survey (Brown, 30 per cent. (BOM)
Thomas, and Smith, 1972)

Newcastle Survey, Stage II 28 per cent. (BOM)
(Roycroft, 1972)

Government Social Survey 35 per cent. (BOM)
(Harris, 1971)

8

The order of magnitude, approximately one-third,
is similar in data from these various sources. In fact
one might have anticipated somewhat greater
differences due to variations in the age composition
of samples, as the General Classes Register shows
that, whereasA and R are responsible for 44 per cent.
of handicap among those aged 65 and more, the
proportion is only 10 per cent. in those aged 30 to 49
years. Of additional interest is that the Newcastle
survey also included a small sample of elderly people
who did not regard themselves as being chronically
sick and disabled, and yet one-quarter of these
individuals were suffering from disease or disability
attributable to diseases of bones and organs of
movement.
The situation is even more difficult when one tries to

make comparisons with other countries, although an
effort has been made in this direction (Statistical Appendix,
1972a). Data are now available from the United States of
America for the period 1965-1967 (Vital and Health
Statistics, 1971). During this time A and R caused 14-8
per cent. of all activity limitation and 24-4 per cent. of all
mobility limitation in the USA. Allowing for differences
in welfare provisions and ascertainment, as well as in
definitions and classification, it would again appear that
the burden of disability due to rheumatic complaints in
Britain is not dissimilar to that in other industrialized
countries.
The large study conducted by the Government Social

Survey (Harris, 1971) was of immense value in indicating
the impact of handicap on impaired persons. By providing
a measure of the magnitude of the overall problem, this
study also gave guidance for global planning to meet
existing needs But the diversity of impairment reviewed
spans many disciplines within medicine, and appraisal
of the problems also requires consideration of the types of
handicap experienced by persons with particular impair-
ments. The two surveys conducted or assisted by the
Department of Social Administration, University of
Birmingham (Brown and others, 1972; Roycroft, 1972),
highlighted just how valuable this sort of information
can be. Lack of specificity in overall results is also shown
by the fact that those with BOM impairments in the
Newcastle survey were not appreciably different in self-
care scores from the group ofchronically sick and disabled
persons (CSDP) as a whole. Yet in important details
there were noteworthy differences among the rheumatics.

In the Newcastle survey those with BOM impairments
tended to be older, and a larger proportion of them lived
alone, 38 per cent. as compared with 27 per cent. of the
sample as a whole. The Isle of Wight survey revealed
similar findings, and in addition reported a wealth of other
detail that permits one to build up a profile of the handi-
capped rheumatism sufferer. The most frequent disabilities
were difficulty in cutting toe nails (64:49), in shopping
(55:48), and in doing housework (45:41). The figures in
parentheses indicate percentages, of the 878 with BOM
impairments and of the total sample of 2,922 CSDP
respectively. It can be seen that for each of these three
activities the rheumatic patients had above average
difficulty. The same was also true as regards daytime
isolation, where the proportions alone all day were 39:32,
and for difficulty in getting out of the house (44:38). For
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most of the other activities recorded, the rheumatic
patients did not differ appreciably from the other CSDP,
but they were worse off from the point of view of avail-
ability of help when difficulty was encountered in getting
around the house (22:15), in getting out of bed (15:10),
and in getting to and using the toilet (17:11). The key
problems of the rheumatic patients can thus be identified
as being largely related to their greater age and their
greater likelihood of living alone. Unfortunately these
offer perhaps the greatest challenge in trying to find a
solution, but they do underscore the vital importance of
endeavouring to prevent the development of disability
and handicap in arthritic patients.

(iii) Mortality

The 2,698 deaths in Great Britain in 1970 that were
attributed to the rheumatic diseases (Table I) at
first sight appear little different from those in the
previous year. As the numbers in most of the cate-
gories are small, some fluctuation from year to year
is to be expected. Thus mortality from gout has
doubled in males, to 37, and has halved in females,
to six. Similarly Paget's disease of bone shows an
increase of 25 deaths in males, but this is partly
offset by a reduction of 14 in female deaths; in fact
the overall trend for this condition in recent years
has been for a slight fall in mortality. The largest
category, arthritis and spondylitis, shows a net
reduction by 25 deaths. However, this is made up of
reductions in septic arthritis (by six), and in rheu-
matoid arthritis (by 65), and these are balanced to
some extent by increases in osteoarthrosis (by 38)
and in other and unspecified arthritis (by 8). None
of these changes is significant.
What does call for comment is ICD rubric 723, 'other

diseases of bone'. When compared with the previous year,
the deaths assigned to this rubric in 1970 represented an
increase of 72 in females but a decrease of seven in males
Review of recent experience in England and Wales
revealed that the trend in females was consistent, an
increase of eight deaths having occurred in 1968, of 54
in 1969, and of 28 in 1971. Some of the death entries for
1971, representing one-eighth of all entries assigned to
this cause, were then examined. Three important features
were observed: the mean age on these fifty entries was
82-3 years; 42 of them recorded osteoporosis; and 44
mentioned a pathological fracture, which was attributed
to osteoporosis in 37. Thus the discouraging anonymity
of a residual category was found to conceal much greater
specificity than might have been imagined.
The predominance of elderly people was consistent.

Thus those aged 80 years or more constituted 68 per cent.
of all deaths assigned to this rubric between 1968 and
1971. The trend was more marked in those with osteo-
porosis, but less marked (only 54 per cent.) in the others.
It is worth noting that of the 44 entries referring to a
pathological fracture, an operation was mentioned in
only five. Death had occurred at home in only three
instances, so it would appear that surgical intervention
was rarely considered, either because of the patient's age
or because of the underlying osteoporosis.

These findings prompted a review of mortality assigned
to this rubric over a longer period of time. Fig. 2 shows
that overall there has been a progressive increase in the
death rate from other diseases of bone over the last 23
years in each sex; changes in the ICD preclude any effort
to extend the review to earlier periods. The increase in the
proportion of the population over the age of 80 years
contributes to this but, even after allowing for this factor,
the rise in the death rate from ICD 723 between 1949 and
1971 is still between 5- or 7-fold. However, it seemed
likely that the proportion of certificates containing only
unacceptable terms like senility might be changing. Thus
certificates might now additionally contain mention of a
common concomitant of old age, osteoporosis, so that
deaths formerly assigned to senility were now being
classified to ICD 723. Certainly the death rate from senility
has been decreasing (Fig. 2), and one is tempted to think
that it is not just coincidence that this also has been by a
factor of between 5 and 7. Admittedly the magnitude of
the senility rate is such that other diseases of bone could
be accounting for only a small part ofthe change. However,
the important conclusion to be drawn is that the apparent
increase in frequency of osteoporosis or pathological
fracture as a cause of death is probably not real. It is likely
that the changes reflect part of a more general tendency
to use terms of greater specificity for death entries.
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(iv) Rheumatism in general practice
Some assessment of work-loads in general practice
has already been reported (ARC Field Unit, 1971).
Table VI shows these data brought up to date,
together with additional measures of work-load; the
regions of England have been ranked by mean size
of practice. The first point of interest relates to
attendances at refresher courses in all subjects. Two
regions are exceptional; the very high rate in the
West Midlands may well be influenced by the central
location of the University of Birmingham, whereas
the low rate in the south-west could perhaps be
influenced by the geographical remoteness of the
University of Bristol from large parts of the region.
Having noted these two exceptions, a very crude
inverse relationship between attendance rates and
practice sizes can be noted in the other regions. As
might have been anticipated there is a relationship
between practice size and population density, list
sizes being smaller in areas of low density. The
south-eastern region is the only exception to this
pattern, in that dense population is also accompanied
by smaller average sizes of practice. It must be
remembered, however, that these regional aggrega-
tions inevitably contain appreciable departures from
the quoted mean values, as is indicated by the
standard error estimates, though the variance also
is inevitably influenced to some degree by population
density. As the earlier report noted, regional vari-
ations in work-load attributable to the age of the
populations,particularly the proportions ofpaediatric
and geriatric patients, are not as large as might have
been imagined.

Obviously work-load is greater in practices of larger
size. Unfortunately, it is in these areas with more work
for general practitioners that rheumatism looms large.

Thus regions with high rates per doctor for rheumatic
spells are also those where rheumatism accounts for a
larger proportion of all sickness spells. Moreover, these
same regions with higher attack rates also inevitably
experience a bigger mean load of rheumatism. However,
the doctor's work is also influenced by return visits, and
thus the shorter the spell the less work one would expect
to accrue. It is thus interesting to note that the bigger
burden ofwork, particularly in the north, is to some degree
mitigated by generally shorter spells. The Northern region
stands out from the other areas in the north of England;
sharing a similar burden of rheumatism, practices never-
theless tend not to be so large and the attendance rate at
refresher courses is higher, although the mean duration
of rheumatism spell is appreciably longer than in the
north-western and Yorkshire/Humberside regions.

It is encouraging to note that, according to NHS
records of courses arranged by Universities, 80 per cent.
of general practitioners in England attended refresher
courses in 1970, and each of those attending went to an
average of 2-7 courses. Among the 23 subjects identified
separately, rheumatology was eleventh in order of
magnitude by the number of attendances. More than
half the attendances related to general medicine and
surgery, and obstetrics and gynaecology, paediatrics, and
psychiatry each accounted for a further 4 to 5 per cent.
What is disturbing is that the 440 rheumatology atten-
dances represented slightly less than 1 per cent. of the total,
a proportion that is nowhere near commensurate with
the burden of illness attributable to rheumatic complaints.
When orthopaedic courses are considered as well, the
combined figure is still only just over 2 per cent. of the
total. An appreciable proportion of the overall total for
rheumatology is made up by occasional courses that show
appreciable variation between regions from year to year.
It is interesting that London is apparently able to mount
courses every year, and with attendance rates exceeding
the average for the country as a whole. As this topic has
not been considered before, a more detailed report on

trends in recent years has been prepared separately.

Table VI Measures ofwork-load in generalpractice, 1970

Standard Region Number of Attendance Mean size of Population Proportion of Rheumatic Rheumatic Mean load of Mean
General rate at practicet density principals sickness spells as rheumatism: duration of
Practitioners refresher (persons of (persons with above spells starting proportion (1,000 days rheumatic
(unrestricted courses* all ages per per acre) average lists in males per of all spells per sickness
principals) practitioner) (2,500+ practitioner practitioner) spells

patients) (%) in males

West Midlands 2,004 2-77 2,608 ± 242 1-61 57 36-6 10-2 3-34 39
East Midlands 1,351 2-17 2,596± 125 1-12 57 41-4 10-4 3-03 30
North-western 2,644 1-65 2,578 ± 214 3-44 57 45-0 10 0 3-88 35
Yorkshire/ 1,919 1-60 2,549 ± 212 1-37 54 50-1 10-6 4-08 33
Humberside

Northern 1,315 2-28 2,528 4 373 0 70 52 43-0 9-3 5-29 47
South-eastern 7,441 2-71 2,427 ± 184 2-56 48 22-8 8-6 1-99 36
East Anglia 702 3-05 2,336 ± 172 0-54 37 21-5 8-6 3-31 59
South-western 1,723 1 79 2,241 ±427 0-64 32 19 6 7-8 2-96 54

England 19,099 2-32 2,478 ± 135 1-44 50 32-5 9-4 3-02 38
Wales 1,258 2,192 0-53 26 39-4 8-7 4-61 43
Scotland 2,596 2,090 0-27 24 29 5 8-2 3-17 43

Great Britain 22,953 2,418 0 95 45 32 5 9 3 3-1 2 39

* Total attendances at refresher courses for general medical practitioners in all subjects divided by number ofunrestricted principals; the attendance
figures relate only to courses arranged by Universities, and the estimated attendance rates have been computed with the assumption that prac-
titioners only attend courses arranged by the University in their region, which is almost certainly not the case.
t The standard error estimates are not true standard errors, being computed for each region from the variation in selected urban districts, and for
England as a whole from the variation between regions.
$ Community burden in days divided by number of unrestricted principals; community burden is the rate of certified sickness incapacity from
rheumatic complaints in insured males applied to the population of both sexes aged 20 years or more.
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WORK STUDIES IN GENERAL PRACTICE
The data in Table VI provide only indirect measures of
work-load, and one might well wonder how adequately
sickness incapacity data reflect the actual work burden in
general practice. The least direct measure is days lost
from work, but it is encouraging to note the close corre-

spondence between the average figure over the last four
years for the country as a whole, 11 3 per cent. of days lost
due to all causes being attributed to rheumatic complaints,
and the figure of 11 -4 per cent. reported by Morrell (1971)
from his practice. Most of the direct measures in general
practice relate to events, or items of service, and of these
it is perhaps consultations that would appear most likely
to show some relationship with spells of incapacity.
However, apart from the fact that incapacity data relate
to only part of a practice population, there are a number
of other difficulties when one tries to make direct com-
parisons of different morbidity studies (Morrell, Gage, and
Robinson, 1970). Thus, even though the importance of
respiratory disease was consistently apparent in four
different studies of general practice, the proportion of
consultations related to this group of conditions varied
between 23 and 30 per cent.
The proportion of all sickness spells attributed to

rheumatic complaints has been of the order of 10 per cent.
in recent years. In six general practice studies, diseases of
bones and organs of movement showed a remarkable
stability, accounting for a mean proportion of 6-60 ± 0 45
per cent. of all consultations (Fry, 1957; Logan and
Brooke, 1957; Davies, 1958; Logan and Cushion, 1958;
Morrell and others, 1970; Williams, 1970); the absence
of epidemic variation obviously contributes to this
stability. Perhaps the most obvious reason for discrepancy
between these two frequency estimates is related to
differences in diagnostic classification. Thus, in those
studies in which a more detailed diagnostic breakdown
was available (General Practitioners' Records (General
Register Office), 1956; Logan and Brooke, 1957; Logan
and Cushion, 1958), it was apparent that rheumatic com-
plaints not included in Chapter XIII of the ICD accounted
for an additional 1-7 per cent. of consultations, yielding an
overall total of 8-3 per cent. The extent ofvariation possible
from this source is highlighted by the report ofWeston and
Wood (1971) that 18 per cent. of consultations in one

general practice were due to complaints referred to the
musculoskeletal system. This high figure was appreciably
influenced by the inclusion of complaints associated with
trauma, particularly in adolescent and young adult males;
rheumatic complaints resulting from injury have perhaps
so far not received the attention they deserve.

Thus it appears possible that incapacity certificates,
while providing a reasonable indication of the burden of
suffering, may at the same time inflate the apparent work
burden for general practitioners, at least so far as con-
sultations are concerned. But some caution is necessary
before coming to this conclusion, because other evidence
on the problem is less consistent. Only 6-87 per cent. of
the consultations reported by Morrell (1971) were
provoked by diseases of bones and organs of movement,
whereas these conditions accounted for 11 9 per cent. of all
National Health certificate.s issued to males. In view of
the generally unfavourable rheumatic experience in

females, many of whom will not ask for certificates, this
relationship between consultation and certification is
perhaps surprising. Moreover, it is by no means uniform,

because in another study, where the same diagnostic
categories were responsible for 7-4 per cent. of all con-
sultations (General Practitioners' Records, 1956), the
proportion of National Health certificates issued to males
was of the same order, and this figure fell to 6-8 per cent.
if non-statutory certificates were included.
Logan and Cushion (1958) reported that the overall

figures for all causes of illness were 3-8 consultations per
patient at risk and 5-6 consultations per patient consulting.
The latter figure for diseases of bones and organs of
movement was below average, 3-1 consultations per
patient consulting; the same was true for most individual
causes (ankylosing spondylitis 4-2, osteoarthrosis 3-6,
lumbago 2-5, synovitis 2 2), as well as for sciatica (3-1),
but both rheumatoid arthritis and rheumatic fever were
above average (7-6 and 8-4 respectively). Very similar
figures were recorded in a related study covering the
previous two years (General Practitioners' Records,
1956). The more recent experience of Morrell (1971) was
somewhat different; whereas the overall consulting rates
were higher (4 7 consultations per patient at risk and 6-1
consultations per patient consulting), the attendance rate
for diseases of bones and organs of movement (2 8) was
greater than that for all causes (2 6). The same situation
is also reflected by the fact that, although these conditions
were responsible for 6-87 per cent. of all consultations,
they accounted for only 6-49 per cent. of all new consulta-
tions (Morrell, Gage, and Robinson, 1971 a).
A complementary aspect was reported by Marsh,

McNay, and Whewell (1972); diseases of bones and
organs of movement were responsible for 4-85 per cent.
of all home visits, but for only 3-4 per cent. of new visits.
The ratio of return to new visits (1 -77) was exceeded only
by neoplasms, circulatory and blood disorders, and
congenital abnormalities, though in contrast to neoplasms
and respiratory disorders it was implied that rheumatic
visits were relatively infrequent, 58 4 per cent. of all return
visits being made after an interval of 14 days or longer.
It is also interesting to note that, among the twenty
disease groups, diseases of bones and organs ofmovement
formed one of the seven classes in which the rate of
initiation of consultations by the doctor (7 3 per cent.)
was higher than that by either old or new patients, both
6 5 per cent. (Morrell, 1971). This pattern tended to
characterize a relatively small number of patients who
were seen very frequently and who were sufferng from
chronic disease and were also elderly.

In the light of all these considerations, it seems reason-
able to conclude that sickness incapacity experience is
probably not distorting general practitioner work burdens
to any great extent, at least as far as rheumatic complaints
are concerned. However, one must note that, although
incapacity due to rheumatic complaints has been rising
at a rate greater than that for all causes (Statistical
Appendix, 1970), the proportion of consultations for
these conditions in the studies quoted does not appear to
have altered appreciably over the same time. Furthermore,
the problems in comparability make it impossible to
determine whether recent American experience, where
5 6 per cent. of physician visits were related to diseases of
bones and organs of movement (Wilder, 1972), is in fact
any different from that in Great Britain; it must be noted,
too, that in this context 'visits' include contacts by
telephone.

Certain other aspects of the burden of work have also
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been documented. One is unlikely to be surprised that
examination and investigation were required more
frequently for rheumatic patients than for all cases seen,
nor that the burden was somewhat less on return visits
(Morrell, 1971). Thus, ofnew consultations for diseases of
bones and organs of movement, 98-3 per cent. were
examined and 8-9 per cent. were investigated, whereas for
return visits 51P5 per cent. were examined and 3-6 per cent.
investigated; the rates for all causes were 85-0 and 49
per cent. respectively for new cases, and 52-4 and 3-3 per
cent. for old cases. However, in view of this, it is perhaps
surprising that the mean times in minutes per consultation
were marginally below average for this group of con-
ditions, 5 6 minutes in new patients and 4-3 minutes in
old patients. Nevertheless rheumatic patients took up a
greater share of the doctor's time than was indicated by
the proportion of consultations, in new cases at any rate,
so that this is another indication that consultation rates
on their own may underestimate the work-load.
A number of factors, including the increasing avail-

ability of open access to facilities for investigation, has
probably altered hospital referral patterns. Thus the
General Practitioners' Records study (1956) revealed that
diseases of bones and organs of movement accounted for
5 4 per cent. of hospital out-patient referrals in males, and
for 6 5 per cent. in females, whereas the rate given by
Morrell (1971) was 10-4 per cent., these referrals being
derived from 3-2 per cent. of all rheumatic consultations.
Similarly, whereas Logan and Cushion (1958) recorded
that these conditions were responsible for 2-3 per cent.
of all cases admitted to hospital, Morrell registered these
cases as 7 0 per cent. of all direct admission referrals, and
these resulted from 0 3 per cent. of rheumatic consulta-
tions. Moreover, local variations are likely to influence
these comparisons because only 13 per cent. of out-patient
referrals reported by Morrell, Gage, and Robinson
(1971b) were to orthopaedic and physical medicine
departments, compared with 19 per cent. throughout the
country as a whole. More than 60 per cent. of these
Lambeth referrals were for treatment only, as the diagnosis
had been established. This appears to be in keeping with
the earlier experience of Partridge and Knox (1969), who
checked a sample of their patients and found that about
half of those suffering from rheumatic complaints had
been referred to hospital, usually for radiography or
physiotherapy. These observations also need to be
considered against the background described by Evans
and McBride (1968); hospital referral rates show an
inverse relationship with a doctor's age, and a direct
relationship with departments in which the doctor has a
special interest, and also with those in which he has had
postgraduate experience. The latter point might be
considered paradoxical; on the one hand one would
anticipate a heightened awareness of the value of prompt
and detailed investigation and treatment, but one might
also expect a greater knowledge to fit the practitioner for
personal initiative and action. It is, however, encouraging
that these observations suggest a greater realization that
something can be done for this group of patients.

MORBIDITY PATTERNS
Walford (1962) has shown that one person in ten consults
a family doctor every year with one of the complaints
defined as rheumatism for the purposes of this digest.

This lends further support to the idea that sickness
incapacity experience in men can serve as a useful measure
of the overall community burden. In fact there are ways
in which insurance data underestimate the problem,
because elderly persons are not included, and yet Walford
estimates that in them the consultation rate is of the order
of one in six. But if the observed patient consultation rate
(102-2 per 1,000 at risk) is applied to the population of
Great Britain as a whole, this means that something like
5-5 million people go to their doctor with a rheumatic
complaint every year.
Logan and Cushion (1958) reported a number of other

points of interest. The consultation rate for rheumatic
complaints per 1,000 population was above average in
what are now the east midlands, Yorkshire/Humberside,
north-western, and south-western regions, somewhat
below average in the northern region and in Wales, and
below average in the rest of England. In general this
corresponds with current incapacity experience, although
there is some contrast in the northern region and in Wales,
which areas experience much the highest incapacity rate
in males. Rheumatic consultation rates tended to be
highest in urban areas, and were lower in semiurban and
rural areas, whereas the Incapacity Survey (Ministry of
Pensions and National Insurance, 1965) inception rates
for arthritis and rheumatism were lowest in rural areas,
low in the conurbations, and above average in small
and medium urban aggregates; days ofincapacity followed
a similar pattern.
According to Logan and Cushion (1958), the rate of

consultation for arthritis or articular rheumatism was
103-0 per 1,000 of population, representing 23-5 persons
per 1,000 at risk; the average number of consultations
per patient was thus 4-4. For non-articular rheumatism
the comparable figures were 91-5 and 40 7 per 1,000,
amounting to 2-2 consultations per patient. Both groups
of conditions showed some fluctuation from month to
month, with peak consultation rates in the early summer
and a second and more marked peak for non-articular
rheumatism between January and March.

Distinct and almost regular social class gradients were
observed for each of the three main types of rheumatic
complaint, arthritis, back troubles, and soft-tissue
rheumatism (Logan, 1960), with the lowest rates being
observed in Social Class I. These comparisons were based
on persons aged 15 to 64 years, but were not otherwise
standardized for age. In view of the disadvantageous
mortality experience in those of lower social class, Classes
IV and V, and the higher consultation rates in older
persons, one would thus expect age-adjusted rates to show
an even steeper gradient, though it must also be remem-
bered that disabling disease itself, by interfering with
skilled job opportunities, could be exerting some effect by
leading to less advantageous classification. In inter-
preting such patterns, it must be noted that the rates for
all causes show similar gradients, though they appear to
be less marked. Thus it looks as if rheumatic complaints
may be contributing more than their share towards the
generally less favourable health experience of those of
lower social class.
The latest data on occupational mortality also show

comparable social class gradients; thus the standardized
mortality ratios for rheumatoid arthritis in both sexes,
and for osteoarthrosis in females, were significantly lower
in Social Classes I and II than they were in Classes IV
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and V. It therefore seems unlikely that diagnostic vagaries to a doctor being more likely to revisit those patients with
in morbidity recording could be contributing to the whom he identifies. The same authors do note, however,
observed gradients. It would also thus appear not to be that greater social difficulties and inadequate transport in
possible to explain the social class gradient by phenomena Social Class V may understandably lower the threshold
such as differential consultation rates. This conclusion is at which home visits are requested, certainly when
in keeping with the observation of Marsh and others compared with Social Class III. The precise interpretation
(1972) that the rate for revisiting at home was highest in of all these observed social class differences is thus far
Social Class I, a finding which they suggest may be due from simple.
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