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legitimizing job absences through illness.
Again, the explanation is not entirely con-
vincing. However, the explanations are not
mutually exclusive and they may lend
themselves to some higher order
generalizations.

R.C. TAYLOR
MRC Medical Sociology Unit
University of Glasgow
6 Lilybank Gardens
Glasgow G12 8QQ

Sir,
We wish to reassure Dr Taylor that we did
not overlook the possible influence of the
attainments and skills possessed by the
study subjects. As we cite in our first
paper' employees were only included in
the study if they were 'blue collar' or low-
grade clerical. There is no reason to think
that one group is more or less 'skilled'
than the other within the sample studied.

In fact the study findings of Dr Mar-
tin might carry greater risk of misinter-
pretation than ours. On the data
presented, Dr Martin does not seem to
have catered for the effect of job-tenure
and our findings suggest that he should
have done. More worrying is the fact that
his approach was cross-sectional and not
(as ours) longitudinal so that to compare
the two studies directly is not strictly valid.

However, we value the thought and
discussion that this correspondence has
engendered. It highlights once again the
major influence that life-events have on
the health of individuals. As general prac-
titioners we really cannot afford to leave
this topic so unresearched. In both studies
quoted there are detectable changes in pa-
tients' health at least three years after (and
also before) a crisis. Would the infliction
of a further adversity during this interval
simply be additive or might it have ex-
plosive potential? As usual, research raises
more ghosts than it lays.

NORMAN BEALE
SusAN NETHERCOTT

The Health Centre
Calne
Wiltshire SNII 8NQ
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Clinical psychology and
primary care: patients'
views on the venue for
appointments
Sir,
In the last few years clinical psychologists
have increasingly takeRn direct referrals

from general practitioners, a move which
has been viewed as fruitful by members
of both professions.1'2

Within clinical psychology there has
been debate over whether the outpatient
clinic of a psychiatric hospital (where
most psychology departments have their
administrative base) or the patients'
surgery/health centre is the most ap-
propriate venue for a clinical psychologist
to see such patients. Our own research
(Blakey R, Crawford JR, Taylor R, un-
published results) has indicated that
general practitioners are also divided on
this issue with 70% favouring health cen-
tres/surgeries and 30% an outpatient
department.

Proponents for both sides of the debate
have commonly cited the putative views
of patients in support of their position.
Thus those who favour a local health cen-
tre/surgery venue have argued that pa-
tients feel more secure in such a setting
and find it more convenient and less
stigmatizing. Patients' concern about
stigma has also featured in the arguments
of those who have expressed reservations
about a health centre/surgery venue.
Philip3 for example, has argued that pa-
tients may welcome the anonymity of an
outpatient department because it reduces
embarrassment and fear of stigma.
We decided to examine the validity of

these arguments by means of a question-
naire distributed to patients of the clinical
psychology adult service in Aberdeen.4
The questionnaire asked patients to in-
dicate at which of three venues they would
have preferred to attend appointments; (1)
the outpatient department of a local
psychiatric hospital, (2) their local health
centre/surgery or (3) the outpatient
department of a general hospital. A
fourth option, 'no particular preference,
was also available. Patients were also ask-
ed if they would have refused to attend ap-
pointments at any of the venues.

Eighty two patients took part in the
study. Half were currently attending a
psychiatric hospital outpatient depart-
ment, the other half a health centre or
surgery. The majority of subjects (56%)
recorded a preference for a local health
centre/surgery venue whereas only 12%
preferred the psychiatric outpatient clinic
and 5% the general hospital clinic. The
figures were 77%7o, 17% and 7% respec-
tively when those who had no preference
were excluded.
When the responses of clients attending

the psychiatric outpatient clinic were ex-
amined separately, it was revealed that
430/ would have preferred to be seen
elsewhere and that 37% (560/o of those
who expressed a preference) would have
preferred to be seen at a health cen-
tre/surgery. In contrast none of the pa-
tients attending a health centre/surgery
would have preferred to be seen at the
psychiatric outpatienLt c]inic. Furthermore,

as almost half (46%) of the patients at-
tending a health centre/surgery indicated
they would have refused an appointment
at a psychiatric outpatient clinic, it would
appear that not only was a health centre
more popular but there was active
resistance to the psychiatric outpatient
clinic. As only 5%o of the total sample
would have refused a health cen-
tre/surgery appointment the health cen-
tre was almost universally acceptable.

These results lend support to the view
that clinical psychology appointments
should, where possible, take place in the
patient's local health centre/surgery. Such
an arrangement, in addition to being the
most acceptable option for the majority
of patients, allows closer contact between
the general practitioner and clinical
psychologist. This can clearly be
beneficial in the management of in-
dividual patients and can also, in our ex-
perience, encourage fruitful collaborative
research and innovations in service
provision.

JOHN R. CRAWFORD
RICHARD BLAKEY

FLORENCE E. GULLION
Department of Clinical Psychology
Royal Cornhill Hospital
Aberdeen
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Computers in practice-
whither goest we?
Sir,
In 1981 I approached computerization in
my practice with a mixture of enthusiasm
and trepidation. Enthusiasm, as I saw the
undoubted benefits of increasing com-
puter use by banks, industry and retail
shops. Trepidation, as most electrical
gadgets I have been persuaded to buy fail
to work for me in the same way as for the
adept salesman.

I visited the British Medical Associa-
tion's exhibition at Olympia and was con-
vinced by the professionals of the simplici-
ty and potential of computer use in prac-
tice. Several visits to user practices,
seminars and group discussions later, I
joined, cheque book in hand, the Depart-
ment of Industry 'Micros for GPs'
scheme.
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After a few painstaking months my
suspicions about my level 1 soft disc
system were confirmed by a more
knowledgeable user. The system was in-
adequate for the task. It ran out of
available space with less than half the data
entered and the retrieval time with 2000
patients entered was a joke. Not only was
the experts' advice wrong, they did not
seem capable of even simple addition.
Sadder and a little wiser, I converted, che-
que book in hand again, to a much larger
hard disc system.

Three years later I am reviewing the use
of a computer in my practice and the
wider implications of computerization in
the health service. There have been several
reports on the use of computers in the
health service and in general practice in
particular."18 I have attended meetings of
user groups, listened to Department of
Health and Social Security speakers on
current progress and plans and read Col-
lege policy statements. I am appalled at
the present lack of coordination and cen-
tral direction.
The worsening chaos relating to com-

puter use in the health service is obvious.
At the simplest level of patient registra-
tion an increasing number of family prac-
titioner committees are using computers
and the DHSS project that all will be us-
ing them by the late 1990s. However, not
all the systems in use are compatible and
there is no clear guidance for future in-
tegration or provision for accessability of
information to assist planning at district
or regional level. In recording of prescrip-
tions where computerization is centraliz-
ed and at an advanced and sophisticated
level, the situation is little better. In my
view the government would be more like-
ly to achieve rationalization and savings
on prescriptions by providing more infor-
mation for individual doctors, than by ill-
conceived limited lists.

For a disease classification I consulted
the College and following their advice
commenced to use the international
classification compatible with that of the
World Health Organization. I now find
the Colleges own research group have
come up with a new classification which
is incompatible with all others.

In the business of health care delivery
we appear to be in competition not col-
laboration. The lack of coordination bet-
ween colleges, the BMA and the DHSS
in the use of computers means that even
at the simplest level where there could be
great increases in efficiency and cost sav-
ings, we have made no start.
My local FPC, health authority and

hospital laboratory all use computers but
I cannot receive or transmit information
to any system in my area other than to
those few practices using a compatible
system. We have had many pilot projects
and a wealth of information has been
generated. There comes a time when in-

formation seeking should be replaced by
evaluation and implementation. The
longer we allow diversification to proceed
the greater the danger that the use of in-
tegrated systems will be impossible in the
reasonable future.

I would argue that now is the time to
select at district level interactive systems
across the whole health care field and to
provide the necessary resources. At pre-
sent the answer to the question 'Whither
goest we?' is clear. In many different direc-
tions and largely to no good purpose.

ADRLAN HART
250 Langworthy Road
Medical Centre
Salford M6 5WW
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HIV infection in a
rehabilitation unit
Sir,
One of the most interesting parts of Dr
R.T.A. Scott's paper on the medical
aspects of drug misuse in a rehabilitation
unit (November Journal, p.514), relates to
human immunodeficiency virus (HIV)
infection.
As medical officer of a similar but

drug-free rehabilitation unit in the Nor-
thern region of England, I have been pro-
viding counselling and blood testing for
HIV infection for the last 19 months. Of
106 residents counselled 100 (94Gb) elected
to have the test, seven (7%7o) of whom were
positive. Positive residents come from
Edinburgh, Glasgow and the North of
England. To date, one of the seven has
developed the acquired immune deficiency
syndrome (A IDtS), one AIDrS-related

complex, one persistent generalized lym-
phadenopathy and four remain healthy.
It is also known that someone who was
originally seronegative has since
developed AIDS. Our rate of HIV
positivity is much higher than Dr Scott's
but comparable with the rate in Glasgow
(70o)' and much less than that of Edin-
burgh (5107).2
Dr Scott makes no mention of the prac-

tical or personal problems that HIV
presents to residential units. Our ex-
perience is that it has totally eclipsed many
of the traditional medical problems that
drug addicts have. When our first positive
resident was discovered in 1985, this
created anxiety and concern for personal
safety among staff members and panic
among residents. Much of this fear
stemmed from ignorance. Since then staff
members have received training in
counselling and are now active in
educating other professional groups.
Today we have a policy for health

education, counselling and blood testing
within the unit.

Several lessons have been learnt from
our experience which also apply to general
practice:
1. General practitioners should be
knowledgeable about HIV infection. Facts
help to reassure, correct misinformation
and are essential for accurate health
education.
2. Blood testing should always be preced-
ed by a discussion of the advantages and
disadvantages of having the test. Whether
the test is chosen or not, it is always an
opportunity to provide health education
to try and initiate a change in life-style.
3. Blood testing should only be perform-
ed where there are adequate resources for
counselling those with a positive result.
This is 'bad news' and needs careful
handling.
4. As doctors and health professionals we
have our own anxieties and problems in
dealing with people who may have HIV
infection. It is important that these are
recognized and discussed.

In the future we will encounter more
people with illness from HIV infection.
This is something we will have to learn to
manage.

MORRIS GALLAGHER
149/153 Westoe Road
South Shields
Tyne and Wear NE33 3PD
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