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The Council debated it after this issue of the B.M.J. had gone
to press.

For doctors the parliamentary recess produced a number of
confident-and possibly inspired-press forecasts about what
the Government had in store for them. The B.M.A. had
already been left in no doubt by the Department of Employ-
ment that doctors were to be included in the Bill. The question
was how. Were they to be regarded as any other industrial or
commercial worker or would they or their representative
organizations be grouped separately with those of other
professions in a special category? Total exclusion would
probably be unacceptable to most doctors, particularly the
younger ones, as it would seem to preclude any collective
action on their behalf in the future.3 Certainly the B.M.A.'s
two autonomous committees both decided not to oppose the
Government's intention that doctors should be under the Act.

Inclusion of doctors means that the B.M.A. must register
or risk losing its pre-eminent position as the profession's
representative organization. However, inclusion even as a
special category as now proposed by the Department of
Employment (See Supplement, p. 14) would by no means
resolve all the difficulties. The Department's proposal could
nevertheless offer some comfort to those doctors who regard
the idea of joining a trade union with abhorrence, for regis-
tration of the B.M.A. would be as an organization representing
a group of professional workers and not as a union-a word
which in any case would have a new meaning under the Act.
The position of a hospital doctor as an employee within the
meaning of the Act seems clear. Similarly there is no doubt
about public health, university, or research doctors. In dis-
cussions the Department of Employment has stated that
general practitioners are intended to be covered by the Act but
the Bill as now worded apparently would not achieve this. The
G.M.S. Committee in deciding not to seek exclusion for
N.H.S. family doctors insists that inclusion must not in any
way prejudice their independent contractor status.

Despite assurances from Mr. Robert Carr4 on the con-
tinuation of central negotiations for doctors and dentists,
the method of resolving the anomaly whereby their employing
authorities in the N.H.S. play no part in these kind of negotia-
tions has not yet been defined. This is crucial, especially
for general practitioners, and the Act must clearly do so.
Only then could the profession's bargaining unit(s) in the
N.H.S. be defined and all doctors in it properly protected.
This might well necessitate the Health Departments as the
effective employers of N.H.S. doctors accepting registration
under the Act.
The Bill defines an industrial dispute as a dispute between

employers (or their organizations) and workers (or their
organizations). This definition is unlikely to cover a break-
down in negotiations between the profession and the Depart-
ment of Health as presently conducted. Thus to meet the
special position of doctors and dentists an extension of this
definition will be necessary otherwise they could be un-
protected in the event of future collective action.
A part of the Bill which might be to the profession's

advantage concerns the legal enforceability of collective
agreements. Clauses 32 and 33 make agreements reached by
collective negotiation and awards of arbitration legally en-
forceable unless previously agreed otherwise. Doctors will
need no reminder of recent occasions when a statutory
requirement of this nature would have helped them.
The Government has made clear its intention to get this

legislation through Parliament by the summer and 12 days
have been allocated for the committee stage which, unusually,

will take place on the floor of the House. This timetable has
made it necessary for the profession's representatives to enter
into urgent discussions with the Government before having
had an opportunity to consult doctors at large. However, the
very confusion which has existed so far in interpreting the
Bill would have made it difficult for the profession to debate
the matter satisfactorily.
The Government's main attention will be on the industrial

consequences of this Bill, but the fact that it had given little
thought to the professions when drafting the legislation is no
reason for disregarding them now. The Department of
Employment's recent proposal could prove useful but its
value will be greatly diminished unless the Government is
prepared to accept further amendments, without which
negotiations for doctors and dentists in the N.H.S. could be
jeopardized.
The B.M.A. will be concentrating its immediate effoits to

achieve terms which will protect doctors' interests. It is
uncertain how much-if at all-the Association will need to
alter its constitution in order to continue to represent the
profession effectively. However, though the time available to
press for appropriate amendments in the Bill is limited there
seems to be no immediate urgency to consider changes in the
Association's constitution solely to meet the new legislation
as this is unlikely to be operating until mid-1972 at the earliest.

Department of Employment and Productivity, Industrial Relations Bill,
Consultative Document, London, H.M.S.O., 1970.

2 See British MedicalJournal, 1970, 4, 694.
3 British Medical,Journal, 1970, 4, 507.
4 British Medical Journal, 1970, 4, 695.

Hospital Costing
Since April 1966, when a single costing system was introduced
for all hospitals, the published returns have not shown the
figures for individual hospitals. It has no longer been possible,
therefore, to identify a particular hospital as being exception-
ally costly-or the reverse. Instead one has to be content with
inter-regional comparisons and with noting the difference
between the costs of teaching hospitals and the national
average for the regional boards. Thus, the national average
cost of treating and caring for an inpatient for one week in
1969-70 was £55 14s. in England and £57 12s. 7d. in Wales.'
The national average was 10% higher than in the previous
year.
Most of this increase directly reflected rises in pay and

prices, but about 3% may be put down to improved services.
However, the average figure obscures some quite large
differences between the regions. Liverpool's cost per inpatient
week, for instance, was only £49 Is. 3d., and Manchester's
was the next lowest at £51 9s. 2d. At the other end Oxford
showed the highest cost at £60 3s. 7d., closely followed by
East Anglia with £59 13s. 10d. And higher up the costs
league still come the teaching hospitals-£80 18s. 7d. in
London and £72 5s. 4d. in the provinces.

Three-fifths of the weekly inpatient cost is accounted for
by the treatment departments-that is, expenditure in the
wards and operating theatres, and in the x-ray, pathology,
radiotherapy, physiotherapy, and pharmacy departments. The
largest single item of expenditure, about 60% of the total,
is the pay of medical, nursing, domestic, and other staff in
the wards. It follows that hospitals whose ward salary bills
are higher than the average show a higher weekly inpatient
cost. The Oxford region's cost per inpatient for nursing, for
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instance, is nearly £15 a week and East Anglia's is £14 12s. 4d.
Conversely, at £12 8s. 4d. the Liverpool region's is less than
the national average of £13 13s. 4d.

But the cost per inpatient week is only one aspect of the
financial picture. A better measurement of efficiency for acute
hospitals-and all the figures given here have been for this
type of hospital-is the cost per inpatient case, calculated by
dividing inpatient expenditure by the total number of dis-
charges and deaths. Hospitals that, by reducing the length
of stay, can treat more patients show a lower cost per case.
To some extent, therefore, hospital regions with high staff
costs show a low cost per case because they are able to dis-
charge patients more quickly. Oxford's cost per case, for
instance, is the lowest, at just below £69 compared with a
national average of £82 lOs. 2d., and the length of stay in
that region is only eight days compared with a national
average of 10-4 days. Similarly, the region with the highest
cost per case (nearly £93) is the South-west Metropolitan.
It not only has a comparatively high weekly cost for main-
taining inpatients, because its staff bill is higher than the
average, but also keeps them in hospital for just over 11 days.
The average length of stay in hospital over the country as

a whole was lower by a day and a half in 1969-70 than five
years previously, a trend that means that the increase in the
cost per case rose by just under 8% last year, compared with
the rise of 101% in weekly maintenance costs. Here is an
aspect of financial management that directly concerns doctors.
But it is not the only aspect. Both at the Cogwheel-Salmon
conference held at Church House recently2 and at a conference
on management accounting sponsored by the King's Fund
at the Hospital Centre last week hospital administrators and
treasurers urged that doctors-not only senior doctors-should
take a greater increase in management, for which costing is
one tool. The new costing returns are for the year 1969-70, and
are therefore published ten months after the event, after
budgets have been fixed for the coming financial year, 1971-2,
and after treasurers have begun to frame their estimates for
1972-3. Last week hospital treasurers, a few of whom at
the suggestion of the King's Fund have been experimenting
with departmental costing3 throughout the year, strongly
recommended that monthly costing returns should be adopted
in all hospitals and that the monthly returns of expenditure
under subjective headings (manpower, food, drugs, heating,
lighting, etc.), unrelated to departments, should be dropped.
The present financial returns, it was pointed out, merely
show whether hospitals are keeping within their allocations,
not whether the money is being spent on the right things;
nor do they show changes in work load and the consequent
need to transfer resources from one department to another.
The present form of costing is not, of course, the last word

in management accounting. Some hospitals are going much
farther and have adopted functional budgeting. They provide
budgets for medical and surgical services, nursing services,
laboratories, engineering, supplies, and catering for a whole
group and give the heads of departments responsibility for
spending them. The Department of Health is apparently
sympathetic towards the new outlook on management, and,
provided the Treasury agrees, the old system of subjective
accounting may be dropped. In any case doctors, who after
all initiate expenditure, cannot continue to remain aloof from
management.

Hospital Costing Returns for the Year Ended 31 March 1970. London,
H.M.S.O., 1971 (30s. net).

British Medical Journal, 1970, 4, 635.
3 Tagg, A. J., Baddeley, S., Hall, E. A., The Hospital, 1970, 66, 341.

Chromosome Mapping
Human chromosomes can be observed directly in dividing
cells, whereas genes can be observed only indirectly by
studying known inherited characters. Genes, or more correctly
gene loci, are said to be "linked" when the characters for
which they are responsible have a strong tendency to be
passed on together from parent to offspring. But, though
linked gene loci are on the same chromosome, the particular
one is not often identified. Thus the demonstration of linkage
between two gene loci and the assignment of a gene locus to
a particular chromosome are different though complementary
methods of mapping the human chromosomes. Studies based
on the segregation of two inherited characters within families
have established with some certainty linkage between particular
gene loci. Examples are the ABO blood group locus and the
nail-patella syndrome,' and Rh and one form of ellipto-
cytosis.2 3 In addition certain stable gene complexes (closely
linked genes) such as those controlling the Rhesus and HL-A
tissue antigen systems are known.
The paucity of good evidence for assigning genes to

particular chromosomes makes the case reported in this
week's B.M.J. (p. 131) by Dr. Sheila Callender and her
colleagues specially important. They describe a man with
polycythaemia who initially had bone marrow cells with
normal chromosomes and who was of Rh blood group
CDe/cDE. Five years later he had a major abnormal clone of
marrow cells with a missing chromosome from the C (6-12)
group and also deletion in the long arm of a chromosome in the
B (4-5) group. He also had a minor clone of cells in which
the only abnormality was a missing C group chromosome.
Only a few cells with normal chromosomes were seen. At this
time he had two populations of red cells, one with Rh group
CDe/cDE (as before) and the other with CDe/CDe. One
interpretation of the findings is that the Rh locus is on the
missing C group chromosome, and another that it is on the
deleted portion of the B group chromosome. The authors
consider the latter interpretation the more likely.

This location of a clinically important blood group locus
is tentative, because our knowledge of the factors, genetic or
otherwise, which influence the phenotypic expression of the
blood group genes is still very limited. For example, perhaps
the chromosomal deletion observed modifies the expression
of the genes concerned rather than that the genes themselves
are lost with the deletion. A modifying gene was invoked by
W. L. Jenkins and colleagues4 to explain their findings in
a blood donor with two cell populations differing in both
the Rh and Duffy blood groups.
The firmly assigned gene loci so far are those for Duffy,5 6

the enzyme thymidine kinase,7 and the serum protein alpha
haptoglobin,8 and the chromosomes conceined are numbers
1, 17 (?18), and 16 respectively. The gene locus for the Duffy
blood group is linked to that for congenital zonular pulverulent
cataract,9 and this therefore is presumably also on chromo-
some 1.
The method of assigning control of the Duffy blood group

to a gene locus was to establish the existence of a linkage
between the blood group locus and a variant of chromosome
1 itself-an elongation of the long arm in one member of the
pair. In the location of alpha haptoglobin a pedigree was
examined in which there was a translocation between one arm
of a No. 2 chromosome and one arm of a No. 16 chromosome.
The thymidine kinase locus was established as a result of
culturing hybrids between human and mouse somatic cells.
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