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The report 'Computing in General Practice' prepared for the General Medical Services Committee by Scicon
Consultancy International stressed that general practitioners should formulate clear objectives before deciding
to computerize.1 Most people who have had any dealings with computers would concur with this wholehearted¬
ly. It is all too easy to jump in at the deep end on the assumption that computers must be a good thing. In fact
they can turn out to be an expensive toy diverting financial and human resources from other work. For their
adoption to be justified it should be possible to demonstrate improved effectiveness and efficiency for the work
being carried out and for this to be possible objectives need to be stated and made explicit and outcome
measures must be developed.

The purpose of computerization
The brochure produced for the government's micros scheme
for general practice considered the uses of a computer
under the following headings: patient administration, pre¬
scription and safety checks, appointments, office functions
and practice administration.

Wisely, the scheme's steering group has focussed on

discrete containable data collection that should be of
immediate relevance to individual general practitioners and
to the other members of primary health care teams.

There is an underlying assumption that by improving the
efficiency of data collection using electronic systems the
efficiency of the practices involved and the quality of
clinical care will improve as an inevitable consequence.
However, the history of the adoption of the different
mechanical systems of data collection should provide a

cautionary note for such an assumption; there is often a

great deal of energy and effort spent on collecting data and
very little spent on doing anything with it.

A community physicians view
As a community physician I have two main concerns:

i) What thought has been given to the objectives underlying
the adoption of the micro-computers in general practice
and the uses of the data once collected?
What evaluation of those uses and their effects on

fulfilling the objectives will be possible?
ii) With the exception of the intention to involve two family

practitioner committees in the project, general practice
appears to have been considered in isolation from the
total provision of preventive, treatment and care services
in health districts and regions. No consideration seems to
have been given to the potential for collaboration be¬
tween primary health care teams and health authorities
in the production of the sort of data that is currently
lacking but that is urgently needed for planning purposes
and for monitoring the attainment of strategy goals in
primary care. It is this point that I wish to develop
further.

Computers and Health for All (HFA)
The UK is a signatory to the Alma Ata declaration on

primary health care and to the World Health Organization
strategy for attaining Health for All by the Year 2000.23 The
Alma Ata declaration reaffirmed the WHO commitment to

the goal of obtaining health for all and it clearly identified
primary health care as the cornerstone of the strategy. As a

result of these initiatives, each World Health Region has
produced its own strategy document and a large number of
countries in all regions have formulated national strategies.
So far the UK has produced no tangible work inspired by the
HFA 2000 strategy.
The HFA 2000 strategy is based on a broad public health

concept of primary care; that is to say that defined popula¬
tions are covered by defined primary health care personnel.
This concept has recently been well described by Tudor
Hart.5 We are fortunate in the UK in that the list system
enables each general practitioner to know which members
of the public are the practice responsibility.

In the HFA strategy it is intended that programmes for
health promotion, disease prevention, therapy and rehabili¬
tation should be developed based on a primary health care

model, and each signatory of Alma Ata commits itself to
developing the necessary education and research pro¬
grammes to support the implementation of the strategy.
Global and regional health indicators have been developed
and it is intended that appropriate national and local
indicators also should be identified. In addition each coun¬

try is expected to produce a biennial report on the progress
made towards attaining the strategy goals. The list in Table 1
is an attempt to identify appropriate primary health care

indicators, some of which might be available from routinely
collected data and some of which would require small local
sample surveys based on the practice list or the electoral
register.
The micros for general practitioners project would appear

to offer an opportunity for general practitioners and com¬

munity physicians to collaborate and to ensure the most
fruitful outcome for individual practices and for health
authorities as a whole, including family practitioner com¬

mittees.
In a recent field service study carried out by students at

the London School of Hygiene and Tropical Medicine, an

examination was undertaken of the Kentish Town Health
Centre to ascertain the possible application of information
generated in general practice and collected on computer for
planning purposes at district health authority, regional and
sub-regional level.6 The lessons of this study seem to be that
a great deal of information is potentially available from
primary care which could be of value to health planners, but
also that the organization of this information for the use
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Table 1. Primary health care indicators for HFA 2000.

Survival Perinatal and infant deaths
Causes of premature adult deaths
(Men younger than 65 years)
Women younger than 70 years)

Causes of death
Morbidity Principal reasons for consultation

Episodes and encounters for selected
groups

Lifestyle Alcohol consumption per capita
Tobacco consumption per capita
Percentage of non-smokers by age, sex
and social class
Drug abuse in adolescents and young
adults
Percentage of pregnancies before age 15
Incidence of sexually transmitted
diseases
Number of people in sports associations
by age

Quality of life Percentage of population in households
with adequate facilities
Percentage of population in households
with adequate size play areas
Birth weight in selected groups
Satisfaction with health level
Low dependency over 70 years old

Socio-economic Percentage of population at poverty
level
Percentage of active population seeking
employment

Indicators of Criteria for premises
progress towards Staff
primary health Prevention and treatment services and
care casualty time

Community participation
List size
Percentage of contacts not involving
curative services, by category:

Family planning
Surveillance
Health education and promotion

Availability and Out of house arrangements
accessibility Waiting time for appointments

Efficiency of telephone answering at
practice
Waiting time at premises
Delay in presenting with specified
conditions, such as metastases

Utilization of Attendance rates by types of service:
services Antenatal

Percentage of late bookings
Percentage of erratic attenders

Perinatal
Percentage of home confinements,
interventions and so on

Postnatal and child
Immunization/vaccination
Child development and screening

Adult
Family planning/abortion
Cervical screening
Breast self-examination
Hypertension screening
Health maintenance of the elderly

Other special programmes such as
anti-smoking help, exercise promotion,
dietary advice, occupational health

Treatment services

Cost Cost per unit of service
Acceptability Percentage of general population not

willing or reluctant to use a given type
of service
Percentage of users satisfied with the
ways the services are provided

both of planners and of the members of primary health care
teams requires the epidemiological and information skills
possessed by community physicians. There is scope for
mutual benefit from collaboration between general prac-
titioners and community physicians with the proposed com-
puter project.

A community medicine input into the
micro project?
One way in which this might be possible would be by the
involvement of an academic community physician as well
as an academic general practitioner with each of the four to
eight clusters of practices included in the project. There are
around the country a number of such academic community
physicians based in both urban and rural, metropolitan and
provincial settings with an interest in primary care; some
have a background in general practice. This suggestion is
not intended to be an attempt to take over the local
direction of the project but rather to point the way to a
fruitful collaboration between general practitioners and
community physicians.
Such an initiative would be very much in keeping with

current thinking both in the Royal College of General
Practitioners and the European Region of WHO which
recognizes the lack of epidemiological expertise in general
practice and the need for its development.'

Discussions currently taking place with the College
should lead to the provision of short courses in epidemio-
logy and information science for general practitioners.
These will probably be collaborative between general prac-
titioners and community physicians and they could provide
an important support to those general practitioners who
become involved with the micro-computer initiative.
The continuing separation of clinical practice from public

health is an undesirable one. Two common links between
these perspectives are information and epidemiology and
the era of the micro-chip provides an opportunity to make
the bridge; let us not miss it through failure of vision.
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