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Computers in Medicine

SIR,-Mr. L. J. Opit and Dr. F. J.
Woodroffe are to be congratulated on their
two articles (10 October, pp. 76 and 80).
They report little written on the difficulties.
I would refer them to the tome written by
G. 0. Barnett et al.' People don't like wash-
ing their dirty linen in public, and so many
reports maybe are difficult to seek out. How-
ever, questioning those who have studied the
field of medical computing for the past
eight years or so, one will soon come up
with a long list and many of the reasons.
The real go-ahead to medical computing

techniques in England came with the
publishing of the Flowers report2 in January
1966. This report, dealing with computers
for research in universities and other similar
organizations, mentioned medicine on almost
every alternate page. The authors must
have seen it as a potential growth subject.
This has been borne out by the fact that
the number of machines installed for
medical purposes has doubled each year
since 1968. That the subject has academic
standing is proved by the fact that there are
now three chairs in Britain charged with
taking a special interest in the subject.
However, what the report clearly failed to
do was to differentiate between routine and
research. The articles by Mr. Opit and Dr.
Woodroffe indicate that the place of com-
puters in a medical environment at this time
is in education and research.

In choosing the Department of Health as
champion of this cause there was a failure
to realize that the organization named
Health Service was primarily a service and
not a research and education organization.
Naturally the health organization set up
formal projects, as could be expected of a
service organization. It has become more
and more apparent that commercial system
analysis (service) techniques have little in
common with medical care, and that the
best approach is through operations
research. To add insult to injury private
consultancy groups3 are asked to study hos-
pital systems in one year, when it is known
to take two to three years to learn how a
hospital ticks In the specific isolated
experimental areas such as laboratories the

success has come because the person in
charge sees the problems, and knows the
results he has to achieve, and is prepared to
live with them.
What is needed is an evolutionary policy

based on education and research before we
attempt the routine. This means handing
over to the Department of Education and
Science for pursuit through the medical
schools. We in Manchester have been run-
ning introductory courses on medical com-
puting for three years for doctors and
administrators. Although evening classes are
voluntary, attendance shows over 90%
complete the course-something of a record
for evening classes. The next phase we
have tried is in computer programming;
here our success is about 10%. Again the
system is voluntary. This group actually
write programmes, and complex ones at
that. We feel that it is a success.
The third stage should be contact with a

computer installation, preferably within the
medical school, for it is here that the
hands-on approach leads the medical staff
to realize the power of this tool, both its
potential and its limitations. Once the staff
of the medical school understand this, then
they are in the best position to judge what
should be done in the way of teaching and
training, so aiding this whole process of
evolution. Evolution is necessary because
75% of the work in hospitals involves infor-
mation processing. Disrupt this system and
one naturally gets into trouble.

Storing medical narrative data for
research purposes on a computer not owned
or controlled by the medical school raises
some potentially nasty medicolegal
problems. After a period of research many
workers seem to take stock and try and in-
corporate their computer practice into their
routine working. However, they know the
safe limits to which they can go-for what
is practical in research may not be practical
in routine. As an example let me quote one
of our failures here in Manchester. We spent
two years developing a nurse-scheduling
algorithm on a computer not controlled by
the medical school. After several months of
parallel working we tried to cut over to rou-

tine computer working, only to discover that
the programmes took 21 days to turn
round-the new data were required every
14 days. So we have temporarily stopped the
scheme until the medical school's own
I.B.M. 7090 is powered up in about a
month's time, when it is hoped we can
control the situation to suit our needs.

In the future medical computing will be
as much a part of medicine as pathology,
bacteriology, and haematology are today, all
controlled by suitably qualified staff who
understand their specialty as well as medi-
cine in general.-I am, etc.,

D. E. CLARK,
Director.

Medical Computing Unit,
University of Manchester.
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SIR,-We read with great interest of the
vicissitudes of the King's College Hospital
computerized records system (10 October,
pp. 76 and 80). They themselves point to
the possible causes of the relative failure of
their experiment.

It is, however, most important that their
experience should not discourage the proper
introduction of computers into the medical
records field. We have been running an
automated screening system in which all the
data requisition stations are on line to the
computer (a P.O.P. 8 I) for six months. It
has certainly had its problems in terms of
reliability and difficulty in implementing
new facilities. Nevertheless, overall it has
been a great success, and over 4.000
patients have been through the Centre. The
patients give their history directly to the
computer. There has been no difficulty with
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