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Middle Articles

CONTEMPORARY THEMES

Priorities in Medicine

Statement Prepared by the B.M.A. Planning Unit*

In June 1968 the Annual Representative Meeting of the British
Medical Association passed a resolution asking the Association's
Planning Unit to examine the problems of financial priority
raised by the development of new and complex methods of
treatment, such as organ transplantation, at a time when the
total resources devoted to medicine are insufficient to make
simpler treatments of established value freely and promptly
available to all those who need them, not only in the hospital
field but also in general practice.
The subject raises ethical, practical, and scientific questions

which require discussion before the matter can be considered
in purely financial terms.

Ethical Considerations

The emotional objections to organ transplantation as such
need not detain us: it is unlikely that the operation will be
offered to a conscientious objector. In principle, the issues
differ in no way from those involved in corneal grafting or
blood transfusion, and the scruples of a vocal minority deserve
no more serious attention than those so effectively dismissed
by Queen Victoria in connexion with anaesthesia for birth of
her eighth child. Increasing realization of the life-saving nature
of transplantation, especially in chronic kidney disease, is likely
to disarm many objections.

Transplantation from living donors not only presents con-

siderable technical difficulties but may involve ethical and
psychological problems. In the case of cadaver transplants,
determination of the moment of death and arrangements for
obtaining permission for the removal of organs at short notice
also cause concern. These and related issues are at present
under consideration by a variety of professional bodies, and
have been the subject of a conference of doctors and laymen
sponsored by the Minister of Health. It is likely that an accept-
able code of practice will shortly emerge from these discussions.

Practical Considerations

In many patients diseased organs are damaged beyond hope
of repair, and replacement offers the only effective treatment.
Mechanical devices such as artificial limbs and plastic joints
meet some needs, but in relation to complex internal organs,
such as the kidneys, liver, and lungs, transplantation affords the
only feasible means of replacement. At present this is also
true of the heart, though it is possible that an effective
mechanical pump may be developed in the measurable future.

Seven thousand people die from chronic kidney disease in
Britain each year. In some of these cases renal failure is part
of an incurable generalized disease, but it has been reliably
estimated that 2,000 lives could be saved if long-term dialysis
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were made generally available. The direct cost of such a pro-

gramme would be in the region of £30m. a year, or a little
more than half of what we already spend on the inadequate care

of the mentally subnormal. However, the artificial kidney
programme would also require the services of about 10,000
skilled personnel-at a time when our output of doctors and
ancillary workers is not enough to staff even the present service.

Renal transplantation is expensive, but at an estimated cost
in the region of £6,000 per patient it must be regarded as a

better investment than long-term dialysis. The operation is
now successful in most of the cases treated, the patient enjoys
better general health than the subject of dialysis, and he requires
very much less medical supervision. Probably about 1,000 of
those dying annually in Britain from chronic renal failure are

between the ages of 15 and 44, and many of these might be
saved by transplants from 600 donors.
Many patients with chronic renal failure are the parents of

young families, and the expansion of our present renal trans-
plant programme is a matter of urgency from the humane as

well as the economic viewpoint.
Liver transplantation has so far presented greater technical

problems, but there can be little doubt that these will be over-

come, and that surgery will preserve the lives of many of the
much smaller number of patients who die today from irreversible
liver failure, especially in the course of congenital or malignant
biliary obstruction.

If recent claims are substantiated, it may also be possible to
control the haemophilic tendency by transplanting a normal
spleen. This would represent a transformation in the manage-
ment of a chronic disease that is at present complex, hazardous,
harrowing, and expensive.

Cardiac transplantation presents a rather different picture.
So far this operation has been carried out for the most part on
middle-aged victims of arteriosclerotic heart disease whose con-

dition was so desperate that they had nothing to lose. How-
ever, in many cases of this kind the cardiac disorder is only
one manifestation of widespread arterial degeneration. It seems
unlikely that heart transplantation can make a serious contribu-
tion to the general problem of degenerative cardiac disease. We
have 15,000 deaths annually from chronic heart disease, even
between the ages of 20 and 54, and no potential supply of
donors on such a scale. The real value of this operation is
more likely to be in the young patient with congenital heart
disease unamenable to orthodox cardiac surgery.

Scientific Considerations

The explosion of public interest in organ transplantation
conceals the fact that recent clinical developments represent the
outcome of many years of patient preparation and experiment.
Research in all the sciences follows its own pattern, and is an

organic process during which each investigator builds on the
foundation of his predecessors. It demands a degree of single-
minded concentration that cannot be turned on to order, but
represents one of the highest forms of spontaneous intellectual
activity. An interest in research can be stimulated by an
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appropriate intellectual climate, and encouraged or even
attracted in certain directions by the provision of facilities ; it
can certainly be inhibited by their absence. But attempts to
determine the course of research by bureaucratic direction will

certainly kill the goose that lays the golden eggs. The few

people in any scientific field who have real originality represent
a precious national asset and need careful cultivation. They
are not easily discouraged. On the other hand, their work
comes first. They are more than averagely likely and able to
move in search of satisfactory facilities.

The easy interchangeability of medical personnel, like the
central direction of research, is an administrative delusion
rather than a practical possibility. Directed to repair hernias
or strip varicose veins in Huddersfield, the surgeon absorbed in
organ transplantation is likely to take himself, his skills-and

probably most of his team-to Houston or some other centre
where their activities would be regarded as a national or civic
asset rather than a regrettable form of self-indulgence enjoyed
at the public expense.

In medicine as in other fields the proportion of the gross
national product devoted to research in Britain is very much
less than in the United States. If we are to make a significant
contribution to developments in this and other advancing
branches of medicine, and if the public in Britain is to benefit
from new knowledge and new methods, we must devote more
financial resources in this direction. The best distribution of
funds for basic immunological research as between the uni-
versities and the Medical Research Council might reasonably
be the subject of a report by an expert committee.

Financial Issues

Although the relief of suffering cannot be measured in
financial terms, open heart surgery and stereotaxic surgery for
Parkinsonism are two recent advances that have paid consider-
able economic dividends. They have enabled many patients to
return to work, and even where this has not been possible they
have simplified management, diminished the need for special
attention, and permitted patients to live at home who would
otherwise have needed expensive institutional care.

Renal transplantation is now in the same category, and
entirely appropriate for incorporation in general surgical prac-
tice. Indeed, unless new methods of treatment can be furnished
within the Health Service as soon as their effectiveness is fully
proved, medical care and medical progress in Britain will fall
below the standard achieved in countries where medicine is
privately financed. But the more complex forms of transplanta-
tion such as that of heart and lungs should for the present be
undertaken and financed as research activities, on a small scale
and under specially controlled conditions. Occasional drama-
tized successes should not oblige the Health Service to try to
meet the disproportionate demands of surgical enthusiasts for
scarce medical, technical, and nursing resources that are implicit
in a premature attempt to establish cardiac transplantation as
a practicable form of treatment before the basic scientific prob-
lems concerned have been brought nearer to solution. As in the
case of dialysis, the immediate logistic problem concerns medi-
cal skills rather than money. However, the hard fact must be
faced that greatly increased expenditure is needed now if these
skills and new ones are to be more readily available to the next
than to the present generation of patients. There is nothing
unrealistic or impracticable in such a demand, which is already
being energetically met in more advanced and forward-looking
countries. The enormous potentialities of advancing techno-
logy offer a sure relief from present economic stringency. Not
only will they vastly increase productivity and living standards,
but they will also allow a further acceleration in the reallocation

of resources and personnel to service activities, including medi-
cine. It is this society for which medicine should now be

preparing.
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Conclusions

The Planning Unit emphatically rejects the view that organ
transplantation and similar complex methods of treatment
should be prohibited, discouraged, or neglected in the dubious
expectation that this would in some way lead to much-needed
improvements in the quantity or the quality of existing ser-
vices. New developments and new equipment are always ex-
pensive and complicated, but once established they become
cheaper and simpler; cardiac surgery is a good example.
Furthermore, the technical challenge of advanced procedures of
this kind is a powerful stimulus to the kind of basic research
that so often pays unexpected dividends. The mechanisms
of immunity concerned in transplant rejection are now recog-
nized as related to those that probably protect most of us against
cancer.

The interdiction of any research activity would be
incompatible with the professional freedom the Health Service
confers and with the enterprise it expects of its medical, scien-
tific, and technical personnel. It would also be a crippling
blow to a body of people trying to furnish an effective service
in difficult circumstances, with inadequate and out-of-date
plant and buildings.
The Planning Unit believes that organ transplantation and

mechanical organ replacement are of enormous potential benefit,
and that they should be the subjects of vigorous clinical re-
search. In the meantime the greatest immediate encouragement
should be given to those forms of transplantation that already
offer practical benefits to a large number of patients. It takes
the view that for the present at any rate resources for an
accelerated programme of relevant scientific research should
take priority over National Health Service provision for heart
and lung transplantation. These will no doubt continue to be
undertaken on a small scale, and indeed a bold surgeon's
empiricism may achieve unexpected success. However, there
can be no doubt that more basic knowledge is needed before
cardiac and pulmonary grafting can be validated as generally
acceptable methods of treatment.
There are two other matters which the Planning Unit con-

siders highly relevant to the problem of medical priorities.
The most conspicuous triumphs of preventive medicine have
concerned the control of infectious disease, and in this con-
nexion virology continues to present problems that seem likely
to take another couple of decades for their solution. In some
other fields our knowledge of causation furnishes an inadequate
basis for a rational preventive programme; witness the varying
claims for a dietary prophylaxis of degenerative arterial disease.
However, there are certain fields where we know how to prevent
serious disease but signally fail to apply our knowledge. If a
massive campaign against the cigarette met with even modest
success, it would probably save more lives at present sacrificed
to lung cancer, coronary thrombosis, and chronic bronchitis
than all the curative procedures discussed above.
The second point concerns the achievement of efficiency

within the service. So far we have considered only the alloca-
tion of existing resources. It is beyond question that overall
expenditure on medicine in Britain is well below that devoted
to it in most other developed countries, and far below that
necessary for an efficient service. The financial allocation to
the Health Service should be substantially increased, and in the
public interest the profession must continue unceasingly to press
for action in this connexion. Such pressure is most likely to
be effective if we can be seen to pay serious attention to the
efficient deployment and organization of our professional re-

sources. From its inception the Health Service has been
backward in operational research, and if a high standard of
efficiency and economy is to be maintained this activity deserves
energetic prosecution, enthusiastic professional participation,
and widespread publicity for its findings.
Why are there such unaccountable variations from city to

11 January 1969

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5636.106 on 11 January 1969. D
ow

nloaded from
 

http://www.bmj.com/


108 11 January 1969 Priorities in Medicine BRASH

city and even from hospital to hospital in the frequency with
which certain routine operations are performed, in the mortality
from standard surgical procedures, and in the duration of stay
in hospital of patients with similar diseases ? Do long-stay
patients with hernias or varicose veins really fare better or
worse than short-stay or outpatient cases respectively, or do
the more economical methods of treatment demand differently
trained surgeons ? Does the patient with cardiac infarction
do better under the continuous monitoring of the specialist
hospital unit or in bed at home with simple nursing care ? At

what point does population screening cease to pay dividends and
become counter-productive ?
These questions and many like them require answers. The

answers are needed to support our demand for the facilities we
need to give our patients the best that modern medicine can
offer. They cannot be furnished by a Government department.
Justified or not, it would almost certainly face the charge of
encroaching on the doctors' clinical freedom and of special
pleading in the cause of economy. The answers can come only
from the profession.

HOSPITAL TOPICS

Psychiatric View of the Intensive Care Unit
DONALD S. KORNFELD,* M.D.

* Chief, Psychiatric Consultation Service, Columbia-Presbyterian Medical
Center, New York; Assistant Professor of Clinical Psychiatry,
Columbia-University College of Physicians and Surgeons.

Brit. med. ., 1969, 1, 108-110

In less than 10 years intensive care units have become an
essential part of most general hospitals. They have demon-
strated their value in the treatment of the critically ill. Obvi-
ously, in the initial development of such instrumentation our
attention was focused on mastering the technology. A reason-
able level of mastery now appears to exist. I therefore believe
this is an appropriate time to examine the impact of this
environment on the people who live in it-patients and staff.
The psychiatric problems can be placed in four categories:

(1) the psychiatric reactions produced by the serious medical-
surgical illnesses that bring the patient to such a unit; (2) the
psychiatric reactions produced by the unique environment of
such a unit; (3) the psychiatric reactions produced by the
intensive care unit experience which manifest themselves after
discharge from such a unit; and (4) the emotional reactions
of the professional staff working in such a unit.

Category 1

Within the intensive care unit can exist all those psychiatric
complications which accompany serious medical-surgical ill-
ness. The major problem is the acute organic brain syndrome,
or delirium, a reversible psychotic state related to organic factors
which interfere with brain function.

It is clear that psychiatric symptoms in this setting, regardless
of their cause, can be a serious problem. The confused, agitated
patient can pull out infusion sets, catheters, and gastrointestinal
drains and thus seriously interfere with his treatment. The
anxiety or agitation which accompanies these symptoms can
affect the patient's cardiovascular status and in some situations
pose a serious threat to life. Immediate treatment is therefore
essential. Phenothiazines are the most effective symptomatic
treatment. Recent clinical experience (Blachly and Starr, 1966)
would indicate that, when judiciously used, phenothiazines are
quite safe. In most instances the risks of prolonged agitation
far outweigh the risk of an orthostatic hypotensive episode.
It is our policy to initiate treatment with chlorpromazine 25
mg. intramuscularly. The very feeble patient can be started
with 12.5 mg. Larger single doses are never given initially,
since absorption rates are variable and the individual's response
must first be determined. It is often best to establish a main-
tenance regimen-for example, chlorpromazine, 25 mg. intra-
muscularly four-hourly, while awake-with additional doses as
needed, rather than rely on " p.r.n." doses only.

While symptomatic treatment can be reasonably effective, it
is imperative that the physician recognizes that tranquillization
is merely symptomatic treatment. An effort must simultan-
eously be made to determine the cause of the psychotic state.
The change in mental status may be the first indication that
some pathological shift has occurred in the basic medical
problem.

Category 2
There are psychiatric problems which appear to be related

to the unique environment of the intensive care unit itself. In
these rooms we provide patients with the most modern electronic
equipment designed to provide optimal medical care. However,
a busy medical staff can quickly lose sight of the impact of
this environment on the patient. The patient's view of the
intensive care unit can be quite different from our own.

Interest in this area was stimulated by the observation that
a high incidence of psychosis was occurring in the open-heart
recovery room (Blachly and Starr, 1964; Egerton and Kay,
1964; Kornfeld et al., 1965). The psychological responses
described were cause for concern, since they were occurring in
severely ill patients in whom marked shifts in cardiovascular
status produced by anxiety and agitation could be life-
threatening.

In our study (Kornfeld et al., 1965) we found that 38% of
all adult open-heart surgery patients experienced some of the
manifestations of a psychotic-like syndrome while in the
recovery room. In most cases the psychotic symptomatology
began its slow evolution after a lucid interval of about three to
five days. The patient might first experience a perceptual dis-
tortion-for example, the sound arising from the air-condition-
ing vent might begin to sound like his name. In some patients
these distortions of reality progressed to the point of auditory
or visual hallucinations and then to frank paranoid delusions.
Transient disorientation to time, place, and person was also
reported.
Our study suggested that certain preoperative and operative

factors, such as severity of illness and the length of time the
patient was on the heart-lung machine, did increase the likeli-
hood of the delirium developing. However, the delirium did
occur after a clinically lucid interval of three to five days post-
operatively, and usually cleared within 24 to 48 hours after
transfer to the standard hospital environment. The recovery
room environment was therefore seen as a significant factor.
Many patients described the experience there as most disturbing
and complained of the lack of proper sleep, a sense of being
chained, and a general state of apprehension. This environment
resembled the artificial conditions created for experiments in
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