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of scapegoat. In general, as Dr T M W Farewell emphasised,
two distinct types of help are needed: one for the minority of
"classic" crises triggered off by life events in a previously well-
adjusted person (the types of problems envisaged by crisis
theory and practice1) and the other for the recurrent problems
of those who struggle from crisis to crisis.

Crisis and emergency services may be organised in several
ways.' Some have an open-door policy but most "filter" their
clients in one way or another; many operate 24 hours a day,
but this is not always possible. In some services there is a
blurring of roles among the different medical, social, and sup-
porting staff. Most depend on multidisciplinary teams, whether
they are hospital or community based. Napsbury Hospital,
near St Albans, has a well-established example of a hospital-
based community service,2 in which two people out of the team
of doctor, social worker, and community nurse visit the home in
all cases referred by general practitioners and police before
any patient is admitted to hospital-and many do not then need
to be. Tower Hamlets for the past five years has provided com-
munity-based therapy in cases of "psychosocial crisis"referred
by any agency.3 In many of these cases solutions rely less on
drugs and formal psychiatry than on community support, such
as groups to help with children. More specialised types of
service include counselling the bereaved4 and others with parti-
cular needs, and "crisis" help provided for the mentally sick
by a day therapeutic community or other day centre. More
simply, much may be achieved by psychiatric social workers
attached to general practitioners. The basic question in setting
up an emergency service, it was suggested, is "What is going
to be done that existing services do not do ?"
What evidence is there that services of this kind are effective ?

Professor John Cooper was sceptical about evidence of pre-
vention so far; in his WHO study he found "little to suggest
that the original optimism about prevention and growth
through experience had been justified"-if only because the
clients are usually people with chronic disorders rather than
those who need constructive help through a severe specific
crisis.' Preliminary statistics suggest that crisis scrvices do
reduce admissions to mental hospitals, but this may merely
reflect a shifting of the burden from one service to another.
Encouraging results, however, were reported from a controlled
follow-up study at a family crisis centre in Denver, Colorado.5
Follow-up at six and 18 months showed that the crisis centre
group had had half as much time off work as the controls,
much less time in a mental hospital, and less drug treatment.
Though there was no difference in personal or social function-
ing this group fared better in subsequent crises. The savings
achieved by such a service, then, could be of several kinds-not
only of resources but also of the stigma attached to mental
illness and admission to hospital.

Clearly crisis services demand a huge commitment of both
time and concerned care; are they not unrealistic in the present
state of the health and social services ? As Dr Farewell said,
organisation of such services must start from things as they
are, "using old bricks in a new way"-in other words, using
committed and flexible staff for new approaches. The Tower
Hamlets service, for example, has only two full-time members
of staff, a community psychiatric nurse and an administrator
(paid for by the King's Fund); others-employed by the
hospital or the social services department-help voluntarily
on a rota basis. Few workers are experienced in family therapy,
and in Tower Hamlets some training sessions are given; but
learning is mainly by "debriefing" and discussion of cases.
Among the possible pitfalls in these approaches are that

they may antagonise other professionals-and also patients

and their families-if they are applied without proper discus-
sion and explanation, and without sensitivity to the feelings of
those who are being helped. Furthermore, the very speed with
which these cases are seen, decisions made, and action taken
may have its dangers through curtailing the time for observa-
tion and for the evolution of symptoms or behaviour.' On the
other hand, much time is given to finding out what has led up
to the crisis. All in all, there appears to be great potential here
for preventing and easing suffering, especially if the principle
summed up by Dr Murray Parkes is applied-"Understand
with your emotions what the person's state is, and deal with
him as a human being rather than a case of mental illness."
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Vibration syndrome again
The vibration syndrome is not life-threatening and in most
cases is only moderately disabling, but it should not be seen as
a discomfort which has to be borne. Sadly, progress has been
slow in solving the problems of the effects of vibration on the
human body. The main problems to which solutions are
required are the effects of vibration on the hands and on the
body as a whole. A less pressing question is whether peripheral
nerve damage occurs' 2 and how important it is. The presence
of cystic changes in limb bones is now considered by most
observers to be unrelated to vibration.:'
The best documented example of vibration white finger is

now its occurrence in users of chain saws. The use of chain
saws intensified after their introduction to British forestry in
the 1960s, and the morbidity was high: in one study 950/ of
operatives were affected compared with 6 6",, in a control
group.' More recently the introduction of antivibration saws
by the Forestry Commission has reduced the prevalence of
vibration white finger and perhaps allowed some reversal of
symptoms.

Over 30 years have passed since the Industrial Injuries
Advisory Council was first asked to consider whether occu-
pationally induced Raynaud's phenomenon should be made a
prescribed industrial disease,) and the council then rejected
prescription on a majority view. In an interim report in 1970
the council again failed to reach a final decision," but its
adoption of the terms "vibration syndrome" and "vibration
white finger" helped to clarify thought on the subject. The
council recommended further inquiries, but in 1975 in its
final majority report7 it was again unable to recommend
prescription.
The main stumbling block has been the difficulty of dis-

tinguishing between vibration white finger and non-occupa-
tional Raynaud's phenomenon, which may occur at times in as
many as one-tenth of the population. Since the Industrial
Injuries Advisory Council first considered vibration injuries the
problem has been intensified by the widespread use of chain
saws-a new and potent source of vibration. The Health and
Safety Executive has recently published a review document on
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vibration injuries of the hand and arms as part of its series of
research papers.8 Griffin's useful and comprehensive review
looks at the subject from all aspects except the clinical and
underlines the lack of real progress in solving several issues.
He concludes that the extent of injuries from vibration may be
much greater than has yet been documented. Vibration white
finger continues to be identified in different groups of workers;
for example, in British dockyards 75k) of caulkers and 181" of
chippers are affected.9 The report also criticises the setting of
standards for limits of vibration-decisions that often seem
arbitrary: most standards do not adequately specify the
importance of the variables which determine the hazard.
Measuring tool vibration is difficult, and test methods need
defining. Epidemiological data are often inadequate in pub-
lished reports and, indeed, may be insufficient to define the
variables concerned.
The official British vibration limits published by the

British Standards Institution in 197510 are still in draft, and
although this has given guidance where little was available the
report from the Health and Safety Executive is critical on
several grounds. The official standard provides an insufficient
basis for calculating limits of exposure times, evaluating
rapidly changing exposure levels, and summating different
exposure levels and durations. The report looks at standards in
several other countries, but similar problems are apparent-
and in particular the lack of adequate physical measurements
of exposure to vibration.

Epidemiological data on the direction of vibration, of
duration of exposure, temperature, and so on are few, and our
ignorance of the pathogenesis of vibration white finger com-
pounds this problem. Moreover, there is even still no general
agreement on a theory of causation. In reviewing this subject
in 197511 we commented that none of the tests then available to
assess the function of the nerves and blood vessels could
identify a person with vibration white finger; and there are still
no satisfactory objective physiological tests. Recently a stan-
dardised cooling system of the hand with arterial occlusion

has been described,'2 in which the rewarming time at the
fingertips is measured after the hand has been cooled to 10°C.
This procedure is said to be able to distinguish vibration white
finger from Raynaud's phenomenon; further studies are
planned.
The report from the Health and Safety Executive concludes

with a series of 20 recommendations covering the whole range
of deficiences in the setting of standards, design of instruments,
testing and study of working methods, epidemiological
surveys, improvement in the design of tools, and medical
investigations into vibration white finger and other effects,
including whole-body vibration. Nevertheless, the underlying
problems of the vibration syndrome seem as far from solution
as ever.
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Primary care in inner London: inadequate and exposed

Britain's inner cities have some of the worst social and medical
problems combined with some of the poorest primary care
services.' This has been known for a long time, but the
problem has taken on a new urgency in London because the
two traditional buttresses of primary care, the acute hospital
and social services, are now contracting and leaving the
inadequate primary care service exposed. Action is needed, and
the London Health Planning Consortium (LHPC) Study Group
on Primary Health Care in Inner London, chaired by Pro-
fessor Donald Acheson, has produced recommendations (the
important ones are reprinted on p 1814) that it hopes will im-
prove the service considerably within the next five years.2
This month has seen also the publication of two other reports
that discuss the issues: the Royal College of General Practi-
tioners' report A Survey of Primary Care in London:'; and the
report of the Joint Working Group on the Primary Health Care
Team. All three agree largely with the comments made on
inner London primary care by the Royal Commission on the
National Health Service,' and the problem is not one of lack of
consensus but of inactivity.

Many of inner London's difficulties are ones about which the
National Health Service can do nothing. Compared with the
average for England and Wales inner London has more poorer
people, more elderly people, more people living alone, more
foreigners and immigrants, more single-parent families, more
homes lacking basic amenities, generally poorer environmental
conditions, and greater population mobility. All of these factors
are known to be associated with greater morbidity and mor-
tality, and it is not surprising that, as the Royal College of
General Practitioners' report has shown, there are more of
such problems as tuberculosis, abortion, admission for mental
disorder, and suicide.

Despite the great enterprise and initiative being shown by
some inner London general practitioners, the conclusion of
these reports is that the primary care services in inner London
are inadequate. General practitioners are the most important
part of the primary care service, and they are for most people
the first point of contact with the whole system of health and
social services. Yet many Londoners are not registered with a
general practitioner. A study of how many people are not
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