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Letter fromn . Holland

Pastures new for cardiac surgery

BERESFORD CROOK

British Medical journal, 1978, 1, 159-160

Before coming here I found it surprisingly difficult to get a clear
idea of the costs and consequences of living in a Dutch city.
So a practical and domestic view (as opposed to official statistics)
may be interesting to other intending emigrants. Such things
must be set against the advantages of professional opportunities,
better facilities, and an income that is a more realistic reward for
the years spent in preparation and for the hours spent on duty.

Dutch comfort

My weekly grocery bill is little different from England;
vegetables are excellent, cheap, and varied; meat and fish now
cost more than in England, though the quality is not remarkable,
the butchery indifferent, and, sadly, a leg of lamb is
unobtainable; the greater alcohol problem here is probably
unrelated to the excellent but moderately priced estate-bottled
wines available in the supermarkets. Electrical appliances are
competitively priced; house furnishings are a little more expen-
sive than in England; and clothes and shoes cost about half as
much again. The greatest differences lie in the cost of housing.
The west of the Netherlands (or Holland) is the commercial and
industrial part of the country, and the area enclosing the big
cities-Amsterdam, Rotterdam, and the Hague-is one of the
most congested in the world. Land here is very expensive, the
houses have tiny gardens, and average prices are twice as much
as those in the nicer London suburbs. A detached house with
three bedrooms and a small garden might cost £80-100 000-
a powerful disincentive to working in this part of the country.
Insurance is expensive and income tax about the same as in
Britain, though a mortgage on a second house, the costs of a boat,
and colour television are all allowable for tax purposes.
Dutch social life is mainly home-based, and the hospitality is

legendary. The Dutch housewife is especially proud of her neat
living room with its open hearth, oil lanterns, old wall clock, and
family photographs. Contrary to popular myth, and despite the
strong English cultural influences from exported pop music and
Upstairs, Downstairs, the Dutch do not all speak English, and it
is essential to understand their language.

Limited cardiac surgery

In recent months there has been considerable publicity on
both sides of the North Sea about transferring patients from
Holland to England for heart surgery. The success of the
developing "air bridge" to England owes much to a few
frustrated and determined patients with heart disease who a few

years ago decided to protect their interests by forming a heart
patients' association. Although I know of no comparative
statistics, my immediate impression was that coronary artery
disease is exceedingly common here, and occurs at a younger
age than in Britain. Cardiac surgery is limited to seven university
centres and three other hospitals so that about 2000 bypass
operations are done every year. Present estimates are that at
least 4000 operations a year are needed, and patients who clearly
need investigation and surgery may have to wait a year before
they can be assessed. In my own hospital there is a 10% mortality
rate for patients waiting for surgery.
The inadequate service in Holland partly results from in-

sufficient trained staff and operating facilities, but political and
financial interests are felt to have contributed largely to the
problem. The costs of treatment are defrayed either by the
state Ziekenfonds insurance scheme or by smaller private
insurance schemes and seem to be higher than for similar
treatment in other countries. The number of centres allowed to
perform cardiac surgery, and their throughput, have been
controlled by the Secretary of State for Education-acting
through the universities-and the Secretary of State for Health.
Objections have been made to the cost of this surgery, and
pressures from the insurance companies, trade unions, and other
political powers have been held responsible for restricting its
development. Indeed, in some politicians' eyes, cardiac surgery
in the Netherlands is an expensive luxury.
The cause of the heart patient association attracted much

national publicity and support, and this led to insurance cover
for surgery in other countries. The first patients were flown to
Houston in June 1976 and in the first year 232 patients had
operations.

Transfer of patients

This September a regular transfer of patients to England
began, and it seems an attractive solution for everyone. It is
clearly more convenient than Houston and the costs to the
insurance organisations may well prove less than in Houston or
in the Netherlands. Nevertheless, it is not a permanent answer
to the Dutch problem. A new hospital for surgery in Hilversum
has been proposed by the Ministry of Health, but many doctors
feel that existing facilities should be better employed now.
Once again, the patients' association may provide the practical
answer to the problem as they are now awaiting permission to
build their own hospital for cardiac surgery in South Holland.
Some people see a national health service as the radical and

socialist solution, and ministers, the public, and the profession
would like to see a better integrated system with a more cost-
effective approach and a better balance of facilities and standards
of medical practice. Apart from a historical and political back-
ground that would make this difficult in practice, the experiences
of their friends across the water have occasioned more than
casual misgivings.
The Ministry of Health has limited control over the different

institutions which constitute the hospital service, and these
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controls act at local, provincial, and national level. The hospitals
have three separate origins: Catholic and Protestant foundations
have hospitals throughout the country that are managed by
boards of governors and must be run on strictly commercial
lines; many municipalities have built non-denominational
hospitals of varying size and for varying purposes; and, finally,
there are the large hospitals belonging to the eight university
medical schools which account for only 12% of the total beds.
For most patients medical treatment is paid for by the
Ziekenfonds, and membership of this national insurance scheme
is compulsory for those earning less than about £7500 a year.
People with higher incomes almost invariably hold private
insurance policies.
The eight university centres are truly centres of excellence

and are very well equipped and staffed. Many patients, however,
prefer their local hospital, to which they may have a long-
standing family allegiance. Of these non-university hospitals
only the largest have licences to employ junior staff for training.
Hence, many non-university hospitals have fewer doctors than
in comparable British hospitals. There is also a strong tradition
of general internal medicine and general surgery in Dutch
medical practice and many hospitals are manned by non-
specialists. Often these doctors are responsible for many patients
and have little help apart from the nurses (who also carry
considerable responsibility). They have closer relations with
their local community than their British counterparts and
patients often take problems direct to their personal internist
rather than to their general practitioner.
There are too many beds in Dutch hospitals and, to be

economically viable, both the hospitals and the doctors who
work in them must be competitive to keep beds occupied-so
perhaps it is no accident that the average stay for a patient is
about four days longer than in Britain. Much money is spent on
health care here and future legislation will aim at nationalising
medical facilities regionally. More efficient handling of patients
is needed, with a reduction in the number of beds in some areas,
and redistribution of specialist services outside the universities.
Problems of health care here have been kept on a low profile
recently: since the last parliamentary elections the unwieldy
system for establishing a Cabinet has failed to produce a balance
of seats acceptable to all parties. The previous Government,
under control of the socialist PvdA party and with Den Uyl as
the popular premier, has been struggling with the CDA
(Christian democrats) over the allocation of 17 Cabinet seats.
At present it appears that a new Cabinet will be dominated by
the CDA in association with the VVD (Conservative party).
Future policies for health administration are thus more uncertain
than ever.

Free interchange of doctors within the Common Market came
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into force in January, but, although theoretically the principle
of mutual recognition of "equivalent" training in the different
countries is accepted, in practice a clear interpretation of
"equivalent" training has yet to be decided. The chief problem
relates to specialist certification and the acceptability of com-
parable training schemes.

Formal training schemes

In the United Kingdom haphazard postgraduate training
(but well-formulated examinations) have delineated the
specialties of general medicine and general surgery. In the
Netherlands and other EEC countries formal training schemes
in superspecialties such as lung diseases, cardiology, urology,
and ENT can be entered directly after full medical registration.
After five or six years-when the course has been completed-
specialist registration is granted and employment as such is then
sought. The new EEC rules have caused considerable problems
for the General Medical Council, who must issue certificates
for superspecialist training in England. Such certificates should
automatically lead to superspecialist registration in other EEC
countries. For the purposes of English superspecialist registra-
tion, the exact criteria for recognition remain undefined, and it is
taking some months for recognition to be granted to those who
have applied. In practice, it is proving difficult for some countries
to accept without reservation the specialist registration of others.
One of the problems centres on the question of a language

test, about which at present there appears to be- no clear
agreement. Sometimes, acceptance of foreign specialist training
is also a matter of expediency. Here in the Netherlands there is
an acute shortage of anaesthetists: there are 460 in the country,
of which half are foreigners, and many locums are recruited-
especially from the United Kingdom. For legal purposes,
possession of the FFARCS is all that is required for temporary
acceptance as a specialist. In other branches of medicine,
however, it may prove difficult to work here unless a doctor is
fully registered as a specialist.

Specialist registration may be granted to a foreigner without
a certificate of specialist training from his own country, but it
may well take some months for the assessment to be completed.
In my own case, even with an English certificate, it was four
months before I obtained the equivalent registration, although,
fortunately, no language test was required. The EEC countries
are clearly uncertain about the implications of the new possi-
bilities for the interchange of doctors and the levelling process
on training and incomes that must follow.

I have now been here since March 1977 and, in general, am
glad I came.

ONE HUNDRED YEARS AGO The Army and Navy Gazette
of December 15th contains some remarks on scurvy which one would
have imagined could hardly have been written after the accumulation
of evidence brought out by the Arctic inquiry. On the strength of a

statement that there have been lately five cases of scurvy under treat-
ment at the Seamen's Hospital at Greenwich, all from ships where
outbreaks took place in spite of an ample supply of lime-juice, the
writer says: "Disguise the matter as we may, there is no question of
doubt that we have not in lime-juice the true preventative for scurvy."
He farther states that it is to steam, and not to lime-juice, that we are

indebted for the diminution in scurvy that has taken place of late
years. He then cites Surgeon-Major Oliver's opinion that it is the
protein compounds that are the true antiscorbutics, and demands that
experiments shall be made upon two sets of scorbutic patients, one to
be treated with lime-juice, and the other with "one fresh raw egg
three times daily, beaten up with half a pint of new milk with a little
sugar; and let it be seen" (he adds) "which of the two divisions of
patients will first improve and recover under this treatment." On the
above statements, we may remark that it has hardly ever occurred that
cases of scurvy alleged to have arisen in spite of distribution of lime-
juice have stood the test of rigid inquiry. An attempt was made during

the late Arctic investigation to prove that scurvy was beginning on
board the ships before the sledge-crews started; but it was clearly shown
that it occurred only in one or two men, who did not take their lime-
juice and shirked their vegetables. As regards the statement that it is
to steam, and not to lime-juice, that our recent immunity from scurvy
at sea is due, we would simply ask him to look back to the history of
the Royal Navy. Was it lime-juice or steam that in the short space of a
few years banished a scourge that was destroying one man in seven so
late as 1780 ? In 1805, scurvy had practically disappeared; but steam
had not yet made its appearance. As regards Surgeon-Major Oliver's
opinions about the efficacy of protein compounds, this is merely the
theory of Sir R Christison revived, although it was completely refuted
by the late Dr Parkes thirty years ago. Were it true, scurvy ought
never to appear on a liberal meat-diet; but nevertheless it does. The
outcry on the part of some persons against lime-juice is a little like
the fanatical opposition to vaccination. The master-remedy has done
its work, and has practically banished a foul and loathsome disease
from among us; and now people begin to imagine that the remedy is
useless, because it has done its work so well. (British MedicalJournal,
1878.)
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