
Letters

Eighty five per cent of respondents were
in favour of community based hearing aid
dispensing, 19% had previous ENT train-
ing and 41% were willing to undertake fur-
ther training. Among the 30 doctors who
had previous ENT training three doctors
had had 12 months training, eight doctors
six months, seven doctors three months
and 12 less than three months.

There is thus strong support among
general practitioners for the provision of
hearing aids in the community and near-
ly half the respondents in this study would
be willing to undergo further training. A
trained general practitioner would be able
to remove wax from the ear and differen-
tiate the types of otitis media, and also
detect patients with asymmetrical hearing
loss.
One in five patients seen in ENT clinics

are patients who were referred for hear-
ing aids;3 decentralization of this service
would save valuable time in busy ENT
clinics. This faster and more accessible
service would thus benefit the consumer.
The provision of hearing aids in the

community will only require the involve-
ment of a small number of interested and
adequately trained general practitioners in
any one district with the support of com-
munity audiology technicians. Vocational
training in otolaryngology should be
oriented towards practical aspects of the
provision of hearing aids with the aim to
create a hearing aid list analogous to the
obstetrics list with financial incentives
being offered to the practitioner.
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Computers in general practice:
patients' views
Sir,
There has been a considerable amount of
talk about the need to computerize general
practice. Family practitioner committees
are mainly computerized, and hospitals
and laboratories are also moving in this
direction. Much has been heard from the
present government of their intention to
have a computer on the desk of every

general practitioner in the near future The
intention is to allow easy access to waiting
lists, family practitioner committees, and
make reasonable and speedy audit more
feasible.
At the present time only 32% of prac-

tices are computerized while according to
VAMP another 33/o have declared their
intention to buy a computer in the next
year.' It is possible that the future con-
tract for general practitioners will en-
courage more practices to become fully
computerized. Indeed it is difficult to see
how practices without a computer will
easily achieve targets and produce sensi-
ble audit.
One group of people have been largely

left out in the debate about computers in
general practice. Patients usually put up
with whatever is done in practices as long
as it is designed to be helpful and is not
overtly threatening. A computer on the
desk, however, could appear threatening.
A study by Rethans and colleagues2 sug-
gests that patients are on the whole in
favour of personal computers in the
surgery. In a study by Potter3 in 1981
nearly 30% of patients thought that the
presence of a computer might adversely
influence the consultation and some pa-
tients even stated that they would leave the
practice. Cruikshank4 in 1984 reported
that over half of the responders thought
that the presence of a computer in general
practice would adversely affect the per-
sonal touch of the doctor, whereas Pringle
and colleagues,5 found that 17% of pa-
tients were opposed to computerization
largely on the grounds of possible loss of
confidentiality.
A recent simple questionnaire study in

general practice looked at whether pa-
tients' attitudes had changed in this coun-
try as a whole, now that computers are
more widely used and now that more pa-
tients have some experience of computers
in medicine and, frequently, at home.
Special note was taken of patients' at-
titudes towards the desk top computer,
and an attempt was made to discover what
their fears were.
A total of 1090 replies were received

from patients of several members of the
Janssen research group. The results show-
ed that 93% considered that computer
generated letters and recall were advan-
tageous, while 74%o thought that stan-
dards of medical care would improve.
Eighty four per cent had no objections to
the storage of medical records on com-
puter although several raised the question
of confidentiality.

Regarding the use of a computer on the
doctor's desk, 84% of patients had no ob-
jection to the use by the doctor to check
records, but only 76%0 were happy to have

the computer used as part of the
consultation.

This simple study has shown that while
the majority of patients do not mind the
use of computers in practices and are not
threatened by them given certain
safeguards, there are still a significant
minority (one in four) who are unhappy
about the use of a computer during the
consultation. l- gain the full support of
our patients it appears that there is still
considerable room for further education.
Perhaps the most important message is
from one patient's comment that com-
puters should complement but not replace
the general practitioner.
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Time availability in the
consultation
Sir,
I was most interested in the study of the
effect of time availability on the consulta-
tion by Ridsdale and colleagues
(December Journal, p.329). I became in-
terested in the relationship between con-
sultation length and content when look-
ing at my own performance in order to
determine a suitable booking interval. The
dissolution of my partnership meant that
my list size fell from 1650 (that is 3300 bet-
ween two doctors) to 950 and as a result
I was able to increase my appointment
booking interval from 8.0 minutes to 10.0
minutes. I have carried out a study (un-
published) measuring durations and
various aspects of the consultation before
and after this decrease in list size and in-
crease in booking interval.
The mean consultation duration rose

from 9.0 to 10.2 minutes, with in both
cases a range of 1-40 minutes.

Before the changes in list size and book-
ing interval I showed that as the patient's
consultation length increased there was a
rise in: prescribing rate, number of pro-
blems dealt with, referral rate, amount of
preventive activity, proportion of new pro-
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