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Appointments and referrals
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Computerised appointment system.

Computerised appointment systems offer great flexibility in making
and checking appointments but have to be extremely well written to be
more usable than the traditional appointment book at the reception
desk. One strength of the book is that it readily allows the receptionist
an overview of activity in the practice, whereas computerised systems
often show just one doctor's appointments at a time, making it more
difficult to spot gaps where an urgent appointment could be fitted in.

Computerised systems do, however, have several useful advantages.
Good systems automatically offer patients a choice of dates and times.
Access to the appointment system is available at all terminals in a
practice, and it is therefore possible for a doctor or practice nurse to
make a follow up appointment before a patient leaves the consulting
room. Making an appointment this way can be as simple as typing 2W
or 3M (for two weeks or three months respectively). The system then
searches for a vacant slot at about the right time. This relieves some of
the pressure on receptionists, freeing time for other clerical tasks.

Most computerised systems automatically generate lists of patients
to be seen by each doctor. During a consultation, the relevant list can
be viewed on the doctor's terminal. Simply pointing to a name on the
list calls up the patient's record, saving the time taken to search for it.
Computerised systems also provide practices with statistics on
consultation rates and workload and can be used to audit waiting times
and to help practices to meet the targets set in the patient's charter.
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Creating a referral letter from computer database. These same details can be
passed automatically to fundholding software for future reconciliation with an
invoice from the hospital.

General practitioners write many referral
letters each week, making a great deal of work
for a practice secretary. Good letters contain
details of a patient's medical history, current
problems, and any drugs being taken. All of
these details are held in the database and can
therefore be retrieved for use in referral
letters-saving the trouble of typing them out
each time. Furthermore, you can create an
address book containing details of the
hospitals, clinics, and consultants to whom
your practice's patients are commonly
referred. Most systems include a basic word
processor linked to the database and a series
of customisable letter templates.
To create a referral letter, the secretary

picks an appropriate template, selects the
relevant consultant from the address book,
and then merges both registration and clinical
data from the patient's record into the
template letter. Although this sounds
complex, it can usually be done with just a few
keystrokes. This saves time and reduces the
risk of error in transcribing from a patient's
notes. It is then a simple matter to type in the
text dictated by the doctor.
At present letters are generally printed out

and sent by post, but in future they are likely
to be sent to their destination electronically via
the NHS network.
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Support

Computer help desks provide easy access to expert
advice.

GP-UK Internet home page.

Training

Service contracts
Computer systems are generally very reliable, but both hardware

and software sometimes fail. Practices that are dependent on a
computer to perform key tasks are vulnerable to considerable
disruption if the system crashes. It is therefore essential that the
practice has a maintenance contract with the supplier of the system
and easy access to a help desk during normal surgery hours. Many
crashes are not due to equipment failure but occur because of operator
error. Fortunately, many of these problems are relatively simple to sort
out in a few minutes given clear advice over the telephone. More
complex problems are best resolved by the supplier using a modem
and remote control software. This allows the supplier to take control of
the system to fix the problem, after which it is returned to your control.

Hardware failures are more of a problem, and it is usually necessary
to call out an engineer to repair the fault. It is sometimes possible to
avoid call outs and reduce maintenance costs by keeping a few simple
spares in stock. Dumb terminals, for example, can be replaced easily
without special knowledge. The maintenance contract should stipulate
the maximum call out time-preferably no more than eight hours.
Before committing to a particular computer system, practices should
consult existing users to ascertain the effectiveness of the support
offered to them in past crises.

User groups
In addition to support from the supplier, colleagues who have long

experience of using the system are often able to answer common
questions and may well have found a way around apparent limitations
in the software. It is therefore worthwhile finding out if there is a user
group in your area. Most run regular, well supported meetings. In
addition to problem solving and disseminating information about
future developments, these groups provide valuable feedback to
suppliers. Information gained from users can be used to track down
and resolve bugs in the software and stimulates development ofnew
features in response to popular demand.

Some user groups run bulletin board systems (BBS), allowing
anyone to dial in, read the latest news, post messages and questions,
and retrieve answers. The national bulletin boards provide a means of
making contact with distant colleagues who share similar interests and
are well worth exploring. The Internet opens up new possibilities. The
Primary Healthcare Specialist Group of the British Computer Society
and the Sowerby Unit at Newcastle University both run a series of
worldwide web pages containing a wealth of information about new
developments.These pages are available to primary care physicians
anywhere in the world.

Training goes hand in hand with support. It is essential to set aside
time for effective training in order to maximise the return on your
investment. Suppliers ofnew systems are usually keen to provide
training as soon as possible after installation as this reduces the
workload on their help desk. It is most cost effective for key members
of staff to receive this expert training first. When they have mastered
the system their skills can be cascaded through a practice at little
expense. New staff merit particular attention, and everyone should
have a periodic update as computer systems tend to evolve slowly.
Failure to address this important issue leaves a practice vulnerable to
errors and financial loss.

Training session.
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Using computer in consulting room.

Positioning the computer screen
It is also worth devoting some time to other important factors such

as the way people interact with a computer while dealing with a
patient. Staff should be taught to be careful not to leave confidential
data on screen where it might be seen by other patients. At reception it
is therefore best to have the screen facing away from the counter. In
the privacy of the consulting room, however, you might wish to be able
share information on screen with a patient-in order to foster trust and
to reinforce your advice. Turning away from the patient to face the
computer is far from ideal as this breaks the continuity of the
consultation and leaves the patient staring at your back. The
photograph shows an ideal arrangement.

Security

Choosing a password
* Use minimum of six characters
* Avoid obvious names (such as those of

children or pets)
* Avoid complex combinations (such as

"GTFAZRQS")
* Consider using two common but

unconnected words separated by a
typographic symbol: "tree/dog,"
"grass@chair," or "money#water"

* Never share your password
* Change your password regularly

Tpe stre1amer.

t. ...... ..........................

.t'......

Fireproof data safe.

Passwords
Passwords are the standard way of restricting access to most

computer systems and are essential if the system is to meet official
standards. In addition to controlling general access to the system,
passwords can be used to selectively restrict access to sensitive parts of
the database (such as staff records) and to limit users' options. Thus,
receptionists can be authorised to issue repeat prescriptions but
-prevented from creating new ones. Furthermore, there are certain
maintenance functions which, if used incorrectly, could be very
damaging. Access to these should be limited to the system supervisor
(usually the practice manager or the partner with responsibility for the
computer system), who will have had special training to use them
properly. Every member of staff is allocated a unique password by the
system manager. These should never be shared or written down. If a
password is compromised, it should be cancelled immediately and a
new one issued.

Viruses
General practice systems are not invulnerable to computer viruses,

but until recently the risk has been low because most common viruses
do not infect the kind of operating system used in general practice
computers. However, as new Windows based systems become more
widely used, the risk will increase. The best way to protect a system is
by educating staff to the danger. Most viruses are transmitted on
floppy disks, and, as the floppy disk drive is not needed once the
software has been installed, disabling the drive is an excellent defence.
You may, however, need help from the supplier to do this. Going on
line to a bulletin board system poses a small threat-but only if
programs are downloaded and run before being checked with a virus
scanner.

Backups
The information held on a practice computer is the most valuable

part of the system and is often irreplaceable. When faults occur the
database sometimes becomes corrupted, and it is impossible to get the
system up and running reliably. It is therefore vitally important that a
practice strictly follows a regular backup routine so that a recent copy
is always available in the event of an emergency. Once any faults have
been repaired, the supplier will restore data back onto the system from
the most recent backup. Most current systems use a tape streamer to
transfer data from the hard disk onto a tape cartridge. You should buy
several tapes, regularly rotate them, and replace them annually as they
tend to wear out. Backups should be taken at least once a day-more
often if the system is used heavily. Some systems require that all users
log off before running the backup. This can be disruptive, but it may
be possible to automate the process so that it runs during a quiet
period-for example, at lunchtime or overnight. You should also
maintain a written log of every backup.

Never store backup tapes beside the computer as they would then be
just as vulnerable to fire or theft as the computer. The best policy is to
store most of the tapes in a fireproof data safe, but at least one copy
should always be kept in a secure place somewhere off the premises.
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OBITUARIES

Michael Shepherd

In argument and debate Michael Shepherd had, in
the late Kenneth Rawnsley's phrase, a disconcerting
ability to materialise from the shadows and deliver a
decisive body blow. Fluency in French, German, and
Italian facilitated his international standing as well as
many contacts with international institutions and
organisations. A protegee of Sir Aubrey Lewis, during
a career largely spent at the Institute of Psychiatry,
London, he aimed at putting clinical psychiatry on to
scientific foundations. He established his reputation in
1966 by showing that general practitioners dealt with
most of one of the commonest causes for consultation,
psychiatric illness. Only 5% of patients were referred
to specialists, and he went on with his colleagues at
the General Practice Research Unit in a series of
400 publications to emphasise the need to strengthen
the GP's role. Two of his other major legacies were
30 professors of psychiatry, psychology, and statistics
who had trained under him, and his 25 years' service as
founder editor of Psychological Medicine, with its high
reputation and citation ranking. Shepherd was a
prolific author-of books, articles, and reviews-
combining literary techniques and medical approaches
to emphasise the importance of context and socio-
political climate in medical thought. One of only three
psychiatrists to receive the honorary fellowship of the
Royal Society of Medicine, at the time of his sudden
death he was working on a study of Karl Jaspers, the
German philosopher and psychiatrist, as well as a
250th anniversary lecture commemorating the death of
Jonathan Swift, to have been given in Dublin in
October. Predeceased by his wife, Margaret, he
leaves two daughters and two sons (one a GP) [Greg
Wilkinson].
(Michael Shepherd, professor of epidemiological
psychiatry, University of London 1967-88; b Cardiff
1923; q Oxford 1946; DPM 1949, DM 1954; CBE
1988; d 21 August 1995.)

Christopher Macdonald

Christopher Macdonald spent his early medical years
in the Highlands and Islands Medical Service, under
the original associate scheme, where isolated prac-
titioners were provided with an assistant for the winter
months. His appointment was in North Uist and in the
summer he did locums there and in other isolated
practices. Initially in the war he was an RNVR medical
officer in Tobermory, where the crews of escort ships
received the vigorous training that saved so many lives.
His experience and knowledge ofGaelic enabled him to
be a resilient buffer between the local community and
the effervescent Vice Admiral Sir Gilbert Stevenson
(see Montserrat's The Cruel Sea, and the biography by
Richard Baker, The Terror of Tobermory). Macdonald
volunteered to join one of the rescue ships which
followed the convoys and had the hazardous role of
stopping to pick up survivors (as described in The
Rescue Ships by Schofield and Martyn), and later
served in RN hospitals at home and in the Far East.
After the war, he became a GP again (at Applecross
1946-50, Coldingham 1950-75) and wasmedical officer
to St Abbs Royal National Lifeboat Institute and
subsequently its chairman, receiving its bronze award
UohnA J Macleod, Michael Fenty].
(Christopher Macdonald, b Stromeferry 1910;
q Aberdeen 1935; d 6 February 1995.)

RE Angel

Eric Angel trained as a consultant anaesthetist before
the war and gained experience during it. Bom into a
wealthy family of paper makers, he moved around the
world with them to the USA, Japan, and St Petersburg,
where he happened to be in October 1917, thereafter
being sent to work for the firm in Finland. After
qualifying from Barts he entered general practice in
Launceston, giving anaesthetics half a day a week.
In 1939, after joining the RAFVR, he was soon spotted
by the adviser in anaesthetics, Air Commodore
[later Professor Sir Robert] Mackintosh, who in 1942
sent him to Iceland to be in charge of anaesthetics.
A fascinating correspondence between the two
developed, Angel complaining about the equipment
and shortage of cylinders and asking for one of the new
ether vaporisers. Mackintosh arranged for one to be
sent and said he hoped to be able to come to Iceland to
show him how to get the best out of it, noting that it had
"a considerable economy ofnitrous oxide and oxygen."
After the war Angel returned to his general practice,
using a vaporiser locally. Appointed consultant anaes-
thetist with Plymouth hospitals in 1948, he was elected
FFARCS in 1953. He started the pain and diagnostic
clinic using spare time in an operating theatre at the
Royal Albert Hospital, Devonport [Michael Inman].
(Rowland Eric Angel, b London 1903; q St Bartholo-
mew's 1932;d26 March 1995.)

JA Braithwaite

John Braithwaite, son of Vemon Braithwaite, a dis-
tinguished paediatrician at Leicester, did his national
service in Germany before studying medicine. He
spent a year as a registrar at the Atkinson Morley
Hospital doing research, and then joined a general
practice in Fakenham, Norfolk. During his years in
this semirural practice, which is some 20 miles from
the nearest district general hospital, John showed great
flair for organisation-most obviously apparent in his
work for the Norfolk Accident Rescue Service. A
founder member and its chairman for six years, in 1984
he was made chairman emeritus for his outstanding
contribution: he had headed a newspaper appeal which
raised over / 100 000 for equipment and radiocom-
munications for over 200 doctors.
A lifelong traditional Anglocatholic, John was

elected a guardian of the Anglican shrine of Our Lady
of Walsingham in 1970, becoming one of the nine lay
members of the 20 strong chapter of guardians. His
spare time pursuit was glass engraving; a glass bowl
adorned with the coat of arms and motto of the
Walsingham shrine is on permanent display there. In
1994 he was elected a craft member of the Guild of
Glass Engravers. He leaves a wife, Diana, and two
children Uohn B Nichols].
(John Ambrose Braithwaite, GP Fakenham 1976-94; b
1934; q Cambridge/St George's; died of cancer of the
large bowel 18 March 1995.)

Bernard Isaacs

Bernard Isaacs's early encounter with chronic disease
and old age at Stobhill Hospital and subsequently as a
senior registrar with (Sir) Ferguson Anderson inspired
his career choice in the then infant specialty of
geriatrics. During 15 years as a consultant in Glasgow
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