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S u m m a r y

Tbe discipline of Family Medicine-Primary
Care is in need of more researcb .for its
bealtby deuelopment. Patterns of
morbidity and bealtb care utilisation are
impoltant inclicators of need, and as sttcb
essent ia l  for  beal tb care p lanning.
Measuring morbidity at primary care leuel
uitb KPC bas been done successJ'ully
elsewbere in tbe world, ancl field studies
are needed to proue its wofib in tbe SotLtb
African context. Two morbidity surueys
were conducted in Cape Town primary
care seruices at Mitcbell 's Plain, Bisbop
Lauis anal Elsiesriuier. Tbey uere intended
as.field studies for morbidity surueys witb
ICPC in botb tbe priuate ancl public Jundecl
sectors, and to identfy furtber areas .fr.tr
researclt. ICPC proued to be a suitable
coding instrument tbrougb botb direct and
indirect (central) coding metbocls. Seueral

furtber areas for researcb were identified
in tbese l imi ted studies:  tbe need J 'or
morbidity based information in botb tbe
priuale and public primary cqre seruices.
tbe beal tb seeking bebauiour  of  tbe
difJ'erent age groups, and tbe real
di.fferences between tbe priuate practices
and day bospitals utitb regard to morbiditlt
profiles

l n t r o d u c t i o n

Family Medicine/Primary Care is a
young and developing discipline in
South Afr ica, and as such research
in to  i t s  s t ruc tu re ,  p rocess  and
outcome is important to ensure i ts
healthy development.  The family/
general practitioner is an important
health care provider in South Africa,
both in the public and private sectors.
The private sector provides mainly for
the middle classes (20o/o of the
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popu la t ion)  who genera l l y  have
private medical  insurance. '  I t  was
however found that in a typical urban
sett ing l ike Mitchel l 's Plain, 50o/o of
first contact medical care for children
attending a state academic hospital
were provided by private GPs.'

Rat iona l  dec is ions  concern ing  the
allocation of resources within health
care systems cannot be made without
good information about patterns of
hea l th  needs . ' '  Measur ing  hea l th
needs through epidemiology forms
the  bas is  o f  communi ty -o r ien ted
primary health care.n Unfortunately
there is a lack of morbidity, mortality
and population data in this country,t
particularly on the practice patterns
of the large number of GPs in private
practice.'

The re levancy  o f  th is  p rob lem is
cur ren t ly  one o f  the  major  hea l th
issues in South Africa." It is therefore
a paradox that in this country the cost
of health care is considered to be too
high, yet at the same time very little
information is available. We need to
know which intervention for which
pat ient at  what moment during an
episode of a defined disease could be
considered as too expensive, useless
or even dangerous.T

Knowledge of patterns of morbidity in
primary care is essential as the system
of  hea l th  care  in  th is  count ry  i s
increasingly based on the pr imary
health care approach, in which the
primary health care team, including
the GP, plays a key role. Few studies
concern ing  morb id i ty  p ro f i les  in
South African general practice could
be identified from the literatures'" and
the quality and structuring of available
data often prohibit practical use.r('

Apart from the practical problem of
gathering data in primary care, the
need fo r  a  su i tab le  c lass i f i ca t ion
system arises. In this study we have
made use of the Internat ional
Classi f icat ion of Pr imarv Care

(ICPC).l' The ICPC fulfils the criteria
of a sui table coding system for
pr imary  care  se t t ings :  re l iab i l i t y
(independant coders assign the same
code number to the same complaint),
adequate (cover al l  individual
complaints and problems presented
by their  pat ients) and feasibi l i ty
(requir ing a minimum of t ime and
effort from busy practitioners). z'0' to' tz' t:

The ICPC provides a structure for the
empirical description of the problem
solving process in primary health care
and thus opens new roads to further
research and development in this
area.

The aims of this study therefore were:

(a) to serve as a field study for
describing the content of family
pract ice through the use of the
ICPC in South Africa,

(b) to describe the morbidity patterns
in some primary care settings in
the Western Cape, thus identifying
speciflc areas for further research
and training.

M e t h o d s

The bulk of pr imary health care
services in the Cape Town metropolis
are provided by the private GPs and
the public service Day Hospitals.'z

The resu l ts  o f  two s tud ies  are
reflected in this paper. A study was
conducted in two private practices in
Mitchell's Plain, and a second study in
the day hospitals of Bishop Lavis and
Elsiesrivier.

Mitchell's Plain is a densely populated

residential area, about 27 kilometres
from the central Cape Town. There is
little local employment and the area
functions as a dormitory suburb. The
residents are predominant ly
"coloured" people in the middle to
lower income group.

Morbidity and health

care utilisation patterns

are indicators of health

care planning.
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TWo independant solo GP practices

were chosen for the purpose of the
study. The pract ices were three
k i lomet res  apar t ,  and were  bo th
s i tua ted  on  the  second f loor  o f  a
business property without lift access.
The study period was the 12 month
period l/9/9I to 3I/8/92. The weeks of
the year were randomly divided
between the two practitioners, and
during periods of leave or sickness
the days were exchanged to ensure
ful l  coverage of the study period.
Each practitioner selected a system-
at ic sample of every third pat ient

encounter on his daily list. Unrelated
compla in ts /p resent ing  prob lems

during the same consultat ion were
regarded as separate reasons-for-
encounter.

The standard ICPC coding system
were  used in  the  comprehens ive
mode, coding reason for encounter,
d iagnos is  and the  process  o f
management. A standard data sheet
were used. The socio demographic
data of the patient were also captured.
In order to minimise inter-user
variabi l i ty,  the two pract i t ioners
practiced together on sample patient

encounters before commencement of
the study.

Bishop Lavis and Elsiesrivier are two
c lose ly  s i tua ted  and dense ly
populated residential areas about 5-10
kilometres to the south-west of the
Tlgerberg academic hospital. At the
time of the study, both were rendering
only curat ive services to a largely
lower  income group "co loured"
populat ion. Both were open from
07h30 to 17h00, as well as Saturday
mornings, but Elsiesr iv ier also
provided a 24 hour service over
weekends.

In the day hospitals the study were
conducted over a two month period

only, from l/3/93to I/5/93. A stratified

sample of all the days were selected,
in order to have two days to represent
every day of the week. On the
selected days a systematic sample of
every third patient were selected. A
standardised data form were used for
da ta  co l lec t ion .  The soc io -demo-
graphic data were captured by the
clerk and the nurse attending to the
patient, while the attending doctor
captured the reasons-for-encounter,
d iagnos is  and process  o f  manage-
ment. The coding were done after-
wards by two f inal  year medical
students.
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R e s u l t s

A tota l  o f  680 encounters were
recorded in the day hospitals with 552
(8lo/o) first encounters and l2B (l9o/o)
follow-up encounters. In the private
pract ices 3718 encounters were
recorded with 2838 (77o/o) f irst
encounters and 883 (23%) follow-up
encounters.

Figure 1. The

populat ion

distributions of the

patients in the

private practice and

day hospital

settings
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P a t i e n t s

The average age of the patients in the
day hospitals was 28 years, and 27
years in the private practices. The
population distributions are shown in
Figure 1. In private practice 47o/o of
the attending patients were between
the ages of20 and 39 years, compared
to 30o/o in the day hospitals. The day
hospitals also attended to a lot more
chi ldrerr under the age of 12 (32o/o)
than the private practices (18%). The
same applies to the over 55 age group.

M e d i c a l  l n s u r a n c e

The pat ients attending the day
hospitals were almost exclusively
without any medical insurance, with
670/o of breadwinners earning less than
R500.00 per month. In the pr ivate
practices 86% belonged to a medical
scheme or benefit society, with l4o/o
private paylng patients.

R e a s o  n  - f  o  r - e n  c  o  u  n t e  r  (  R  F  E )

The distr ibut ion of the total  RFBs
over the chapters of ICPC are shown
in Figure 2. In both sett ings the
respiratory system gave rise to the
most complaints (2lo/o and27o/o). Itis
noted, however,  that the skin was
much more involved in the day
hospitals. The musculoskeletal and
digest ive systems were much more
involved in the private practices.

The top ten RFEs for al l  v is i ts are
shown in Table 1. Cough (R05) was in
both  se t t ings  the  most  common
complaint, while Pruritus/skin itching
(S02) was the only other similarity on
the top ten lists.
The most  common RFE in  the
different age groups are tabulated in
Table 2. In the under 5 age groups in
both settings respiratory complaints
were the most common RFE, whilst
chronic disease like hypertension and

Figure 2. Reason for encounter: The relative frequency

distribution of reasons for encounter over the ICPC chapters

ICPC Chapters (as explanation for Figures 2 and 3)

A = General and unspecified
B = Blood, blood-forming organs, lSrmphatic, spleen
D = Digestive
F=Eye
H=Ear
K = Circulatory
L = Musculoskeletal
N = Neurological
P = Psychological
R = Respiratory
S = Skin
T = Endocrine, metabolic and nutritional
U = Urology
W = Preginancy, childbearing and family planning
X = Female genital system (including breast)
Y = Male genital system
Z = Social problems
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musculoskeletal complaints were the
most  prevalent  in  the over  55 age
groups.

D i a g n o s i s

The distribution of the total diagnoses
over the chapters of the ICPC are
shown in Figure 3. The respiratory
and skin chapters were the most
prevalent in both settings. The skin
was however much more involved in
the day hospitals, while the digestive
and musculoskeletal systems were
much more involved in the private
practices.

The top 10 diagnoses during all visits
are tabulated in Table IIL The top ten
diagnoses account for 37o/o (private
practice) and, 460/o (day hospitals) of
al l  diagnoses. Five (5) diagnoses,
Head cold (R74), Acute bronchit is/
bronchio l i t is  (R78) ,  Boi ls  (S10) ,
Scabies (S72) and Tonsillitis (R76)
appear on the list of both settings.

The top five diagnoses during the first
visits are tabulated in Table IV. URI
(head cold) (R74) are top on the list of
both settings, while Scabies (S72) afso
appears on both lists. The top five
diagnoses during the follow-up visits
are tabulated in Table V. Hypert-
ension (K86), Asthma (R96) and
Diabetes mellitus (T90) appear on the
list of both settings.

The most common diagnosis in the
different age groups are tabulated in
Table VI. It can be noted that skin
problems are more common than
respiratory problems in the 5-19 years
day hospital group. Chronic diseases
are in both settings the most common
problems in the over 55 age group.

D i scuss ion

Comparison between the morbidity
profiles of private practices and the
day hospitals in these studies cannot
readily be made, due to the

A lack of morbidity,

mortality and population

data in RSA.

Table 1. Top 10 Reasons for Eneounter: All Visits

Private practice (n=3721)

Reason for Encounter N o/o

R05 Cough 414 11.3

R21 Symp/compl throat 151 4.7

N01 Headache 148 4.0

R07 Sneezing/namlCong 126 3.4

S02 PruritiVskin itching 116 3.1

W Stomachachepain 103 2.8

IOB Lowbackpainworadiation 101 2.7

LU2 Backsynrptomdcompl 74 2.0

Dll Danhoea 74 2.0

A04 Gmurcalcnssttircdres U L7

LgTr 97.7

Day hospitals (n=668)

Reason for Encounter N o/o

R05 Cough 75 ll.2

A03 Fever 39 5.8

K86 Uncompl. hypertension 25 3.7

S06 Incalrednesderythema/rash 25 3.7

S10 SoiVCarbuncle/cellulitis local 25 3.7

T90 Diabetesmellitus n 3.4

R96 Asthma 21 3.1

S02 PruritiJskinitching 18 2.7

A80 Accidentf4ffiNO,S 15 2.2

S18 Laceration/cut 14 Zl

m 4L6Tctallbhl
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Ibble II. The Most Common RFE in Different Age Groups

Private practice

Age ReasonforEncounter

<1 R05Cough 25.8

14 R05Cough 25.8

Fll R0SCough 18.1

12-19 R05Cough 10.3

20-29 R05Cough 7.3

30€9 R0SCough 7.6

40-54 ROSCough 7.7

5564 KS0Prescription for medication 11.5

>64 L20 Symplcompl. mutliptle joints 7.1

% = Proportion of total in same age group

Day hospitals

Reason for Encounter

R05 Cough 32.4

A03 Fever 24.7

R05 Coug;h 11.1

506 LocalrednesVerythema,/rash 9.1

R05 Cough 5.5

R05 Cough 10.2

R96 Asthma 8.2

K86 Uncomplicatedhyptertension 16.7

I(86 Uncomplicatedhypertersion 18.1

o/o%

Which intervention for

which patient at which

moment of his disease

episode is too expensive

or too dangerous?

It takes 30 seconds to

code an encounter -

about 20 minutes per day

for a GP.

Tbble III. Top 10 Diagnoses - All Visits

Private practice (n=372 1)

Diagnosis

R78 Acutebronchitis/bronchiolitis 338

R74 URI (head cold) 325

R80 Influerua wo pneumonia 147

L18 Muscle pair/myalgia/flbrositis 120

S10 BoiVcarbuncle/cellulitislocal 90

S72 Scabies & other acariases 89

R76 Tonsillitis, acute 83

U71 Cystitis/other UTI. Non vener 80

N02 Tensionheadache 70

D73 Other presumed GIT infections 68

Day hospitals (n=668)

N % Diagnosis

R74 URI (head cold) 95 14.0

S72 Scabies & other acariases 31 4.6

S84lmpetigo 31 4.6

K86 Uncomplicated hypertension 29 4.3

R96Asthma 28 4.L

T90 Diabetes mellitus 25 3.7

R76 Tonsillitis, acute 25 3.7

S10 BoiVcarbuncle/cellulitis local 17 2.5

RT8Acutebronchiti.Vbronchiolitis 16 2.4

S18 Laceration/cut 16 2.4

313 46.3

9.1

8.7

3.9

3.2

2.4

2.4

2.2

2.1

1.9

1.8

Total r4t037.7
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dif ferences in the study methods
followed, and is not the purpose of
this study. The sampling method used
in the pr ivate pract ices was less
biased, resulting in representation of a
whole year,  whi le coding by the
doctor at the point of service (direct
cod ing)  shou ld  have lead to  more
accurate and reliable results. The day
hospitals study was done over a
selected two month period during
autumn, leading to a seasonal bias,
whi lst  coding was done by
independent persons (central coding)
after the consultations.

The two surveys nevertheless
provided valuable insight into the
appl icat ion of ICPC as coding
instrument in South African primary

care and were used in both direct and
indirect (central) coding methods. In
both instances ICPC proved to be a
quick and easy to understand coding
system to use.

I t  does  however  take  about  30
seconds to code an encounter in the
comprehensive mode (reason-for-

encounter,  diagnosis and process),

wh ich  cou ld  mean a  cod ing  t ime
factor of 15-20 minutes per day for the
average GP. If however the coding

can be integrated in the normal
writing up of the consultations for
accounting and administrative
purposes, it should reduce the time
factor considerably.

Direct coding by the service provider
can lead to inaccuracy due to a lack of
t ime, with the coder using easily
memor ised regular  codes,  and
sticking to one reason for encounter
and diagnosis per encounter. On the
other hand good motivation through a
feedback-to-the-user policy, thorough
training of the users and a clear, user
friendly instrument like ICPC can lead
to great accuracy. Inter-user vari-
ability can only be minimised through
training on sample patient encounters.
Video recorded patient encounters
may prove to be especially helpful in
this regard.

Some diagnosis codes need further
expansion to make it more meaningful
(eg R80.00 - Influenza (proven) with-
out  pneumonia) ,  but  care must  be
taken not to make it  another bulky
unusable coding system. There
should also be standardisation of
expansion, preferably on both
international and national levels, in
order to maintain conformity.

No data on practice

patterns of GPs in RSA.

IGPG seems to be a

suitable instrument for

us in RSA.

Tbble IV. Top 5 Diagnoses (First Visits)

Private practice

Diagnosis o/o

R74 URI (head cold) 10.9

R78 Acute bronchitis/bronchiolitis 9.6

R80 InJluenzawo pneumonia 4.5

L18 Muscle pain/myalgia/fibrositis 3.9

572 Scabies & acariases 2.8

o/o

URI (head cold) 17.2

Scabies & acariases 5.6

Impetigo 5.6

Tonsillitis acute 4.5

SoiVcarbuncle/cellulitis 2.9

Day hospitals

Diagnosis

R74

s72

s84

R76

s10

Total31.6
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Thble V. Top 5 Diagnoses: (Follow-up Visits)

Private Practice Day hospitals

Diagnosis

K86 Hypertension

T90 Diabetes mellitus

R96 Asthma

N88 Epilepsy, all types

S18 Laceration/cut

R78

K86

R96

T90

s10

Diagnosis

Acute/bronchitis/bronchiolitis

Hypertension

Asthma

Diabetes mellitus

BoiVcarbuncle/cellulitis

o/o

7.5

6.1

4

4

3

oh

20.0

18.8

17.2

7.8

6.4

Total 70.2Total 24.5

Table VI. The Most Common Diagnosis in the Different Age Groups

Private practice

Age Diagnosis

<1 R74

L-4 R74

5-11 R78

r2-r9 R74
20-29 R78

30-39 R78

40-54 R78

55-64 K86

> 64 T90

Day hospitals

Diagnosis

R74

R74

s84
s72
R74

R96

R96

K86

K86

o/o

URI (head cold) 22.6

URI (head cold) 21.7

Acute bronchitis/bronchiolitis 18. I

URI (head cold) 8.6

Acute bronchitiis/bronchiolitis 7.3

Acutebronchitis/bronchiolitis 7.0

Acute bronchitis/bronchiolitis 7.0

Uncomplicated hypertension 11.0

Diabetes mellitus 7.0

URI (head cold) 53.3

URI (head cold) 24.7

Impetigo 20.5

Scabies & acariases L6.4

URI (head cold) 7.3

Asthma 7.7

Asthma 9.6

Uncomplicatedhypertension 15.6

Uncomplicated hypertension 20.0

% = Proportion of total in same age group
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Coding by a person other than the
service provider ( indirect/central

coding) wi l l  lead to the saving of
expensive professional time. It could,
however, be less accurate if too little
information is provided by the service
provider,  s ince providers tend to
minimise writing on forms, and notes
are notor iously incomplete and
illegible. Inter-user variability can
however be great ly reduced by the
appl icat ion of a few wel l  t rained
coders, with sufficient medical back-
ground.

What method of coding to
be used in surveys of this
nature wi l l  depend on
several factors. The time
constraint,  level of  moti-
vation and the attainable
level of  t raining of the
service providers are the
most important factors.
Proper  med ica l  record
keep ing  combined w i th
indirect (central) coding by
wel l  t rained coders may
prove to  be  the  more
feasible opt ion in most
settings.

Several  areas for further
research were identified in
these two surveys. There
seems to be a difference in
the user prof i le (agelsex
distribution) between the private and
public primary care sett ing. The
private practices in this study seemed
to be used mainly (630/o) by the adult
population between 20 and 55 years.
This differs markedly from the day
hospital profi le (Figure 1) in the
somewhat poorer communities where
the children and older people had
much greater usage patterns. This
needs to be confirmed in a more
representative study, and if confirmed,
the reasons behind it.

Differences between the morbidity
profiles of different communities in
close proximity are to be expected,
especial ly when there are also
differences in the average income and
educational level. The pattern of
differences between these two
different kinds of sett ings needs
further investigation. If confirmed,
the reasons why there are such
differences between the systems
(Figures 2 and 3) involved
(respiratory, skin, digestive and

musculoskeletal) may need further
investigation because it may point to
fai l ing of the health care system
and,/or the provision of certain basic
needs.

The top 10 reasons-for-encounter
and/or diagnoses accounted for
between 370/o to 460/o of morbidity in
the study populations in this study.
These were confirmed in studies
elsewhere12'14. The implications for
heal th  care p lanning,  serv ice

Figure 3. Diagnosis:

The relative

frequency

distribution of

diagnoses over the

ICPC chapters
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provision and training are self evident.
More representative studies can give
more accurate answers to the
morbidity profiles in different primary
care settings in South Africa.

The process of care is not addressed
in this report, although it is of major
importance to all aspects of health
care. The sampling method used in
these surveys did not make the study
of episodes of care'possible. ICPC
can be used in the process mode to
descr ibe the process of  care
(management). When used together
with the envisaged ICPC drug code
list, the total management of patients
with certain reasons for encounter
and/or diagnoses can be described
and studied. The coding of all patient
encounters, or alternatively those
fol lowing specif ic diagnoses or
reasons for encounter, over time will
be needed to study the management
of episodes (initial as well as follow-
up encounters for a specif ic
complaint) of morbidity.

The findings of these studies show
that ICPC is a suitable instrument for
use in South African Family
Practice/Primary care, and points to
the need for a national Family
Practice/Primary Care morbidity
survey. Such a study wil l  greatly
assist in the planning of health care
resource al location and provide a
valuable database for education and
further research.
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