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MEDICAL PRACTICE

1ffI was Forced to Cut

Community physician

BY A SPECIAL CORRESPONDENT

British Medical_Journal, 1979, 2, 905-906

Inflation and Government limits on public spending are forcing
health authorities to cut their budgets. The Royal Commission on the
NHS observed that doctors are responsible for spending much of the
money available to the Health Service and are in a good position to

limit expenditure. This article is the first in a series that describes
how practising doctors and a nurse might try to make savings. The
contributors, who gave their opinions to a member of the editorial
staff, are not experts on financial matters, but they work in a variety
of specialties and know about the problems of the NHS. Pseudonyms
have been used to allow them to speak freely.

"My plans for saving money, if I was forced to, seem to vary
from the eminently practical to the rather wild," reflected Dr
Pilbrick as he paused momentarily in his stream of ideas.
Dr Pilbrick is a community physician from the North of England,
and he has experienced first hand the toughness of industrial
action in the North and learnt much from the experience.
Very much a manager rather than an administrator-and
believing in bold, flexible thinking rather than rigid adherence
to bureaucratic directives that are all too often outmoded-he
thinks broadly and radically.

Budgets for clinical teams

Dr Pilbrick believes very much in the idea of clinical teams

being given a budget and then asked to manage their own

finances. This system should start with the services that are

regionally based and that consume the most money, such as

cardiac surgery, radiotherapy, and renal dialysis. If Cx must

be saved it is much easier to save it from a budget of C100x
for a high-technology service than from a smaller service costing
only Ci1Ox.

He has come to believe in this system after the experiences
of his area in trying to limit chronic renal dialysis. In 1975
there were 60 hospital dialyses a month in the central unit,
and the budget for the dialysis programme in 1976 and 1977
was based on this number. When a financial crisis arrived in
1977, money had to be found quickly. Suspecting that more
dialyses were being performed than had been budgeted for,
the Medical Executive Committee investigated the problem
and discovered that there were in fact 120 hospital dialyses
being performed a month.

"I have every sympathy with the nephrologists," Dr Pilbrick
says. They attempt to do everything they can for each patient
they treat, and yet they must recognise that the resources of
the area are not limitless and what is given to one patient
must be taken away from another. With the present financial
system the working consultants, although they know the
problem full well, are committed to their individual patients
and bear no financial responsibility for the whole community.
Cuts, Dr Pilbrick believes, can be made much more sensitively
by those who directly spend the money.
One worry is that some clinical teams will simply not be able

to manage efficiently their own finances, and therefore, he
believes, the finances of each team must be monitored, and the
health authorities will have to intervene if there is mismanage-
ment. As a doctor he is convinced that any clinical team that
can manage its resources well and actually saves money should
not have its nest egg taken away and given to some less efficient
team. As an administrator, too, his views support this idea:
it makes good sense to give more money to a team that provides
good value for money.
A particular problem in Dr Pilbrick's area at the moment,

which he thinks might be quickly solved by the clinical team
managing their own finances, is that of cardiac pacemakers.
Every year considerably more is spent on pacemakers than is
planned for. Since many of the pacemakers are being put into
patients who have a life expectancy considerably shorter than
that of the pacemaker itself, Dr Pilbrick compares this with
putting a new engine into a clapped-out car. It is not good
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Political measures

(1) Introduce budgets for clinical teams and allow them to
manage their own finances.

(2) Allow more flexibility in consultant contracts.
(3) Ensure that the long-term outcome of any treatment or

screening procedure is determined, and allot resources
to those that produce good results.

(4) Consider subcontracting those portions of the NHS
that are not directly concerned with patient care.

Household measures

(1) Improve cost-effectiveness of screening procedures by
applying them only to high-risk groups.

(2) Ensure that some nurses in day-care surgery centres are
employed from 9 am-9 pm.

(3) Consider introducing shift systems to allow operating
theatres to work routinely at night.

(4) Avoid "diseconomies of scale."

medicine in the broadest sense to do things like this, he thinks,
and economy may often go hand in hand with better medical
practice.
A controversial spin-off from these ideas on budgeting, which

subtly shift the responsibility of the consultant from the
individual patient to the whole group of his patients, is a
threat to the Hippocratic Oath. Dr Pilbrick thinks that perhaps
in our complex society the oath is an ethical anachronism.
Dr Pilbrick also believes that money could be saved through

much greater flexibility for consultant contracts. Those con-
sultants who want to work long hours and maximise their
income should be able to do so, but at the same time consultants
who want to improve their Chinese or their golf handicap
rather than their income should be allowed to do so and work
only five or six sessions a week. It should be respectable for
consultants to want to work less than 60 hours a week. Dr
Pilbrick thinks this is essentially a practical point as he knows
from experience that two dedicated half-timers are much better
value than one consultant forced to work more than he wants to.

Measure the outcome

His next major point, as an epidemiologist, is that it is
essential to measure the long-term results of what doctors do.
Often the outcome of a particular treatment is measured far
too early, and Dr Pilbrick jokes about surgeons who think their
operations have been successful if the patient is alive when he
gets back to the ward.
"Take the example of treatment for varicose veins," he says.

Five years after having their varicose veins stripped, three out
of four patients are still experiencing benefit, as opposed to
only half of those who have had their veins injected. But after
nine years more than half of both groups have relapsed. So
was the operation worth doing in the first place, and might not
repeated injection (which is much cheaper) be more cost-
effective than stripping varicose veins ?

Other kinds of treatment, which are more emotive than
treatment for varicose veins, and yet even less cost-effective,
are surgery for babies with spina bifida and cytotoxic chemo-
therapy for some kinds of solid tumours. The former has already
been curtailed, and after examining the long-term results of
chemotherapy Dr Pilbrick finds it hard to justify its large
expenditure.

Similar strict criteria should be applied to screening pro-
cedures. Too many screening procedures are applied in-
discriminately, Dr Pilbrick thinks; he quotes examples of girls

in their early 20s having three cervical smears in as many
months-by the GP, the doctor at the family planning clinic,
and a gynaecologist. Now that high-risk groups for cervical
cancer have been identified, surely it is these groups that
should have regular smears, and nuns and chaste schoolgirls
should be left alone. Again the value of amniocentesis and
x-fetoprotein determination is undoubted so long as the right
groups are offered the procedure, and that it is clear that the
woman will accept a termination if indicated.

Industrial measures

Day-care surgery has been introduced in Dr Pilbrick's area
and he is convinced of its value. One practicality the teams
learnt by experience was that it is essential to have some nurses
working from 9 am to 9 pm, because, otherwise, if the nurses
leave at 5 pm then operating under general anaesthesia must
stop at 2 pm. Dr Pilbrick's more radical idea is that new operat-
ing theatres, a most expensive capital outlay, should be used
routinely at night. Although a system using three or four shifts
of staff would mean more surgeons, anaesthetists, and nurses
for each operating theatre, it would permit a saving in money and
the number of theatres. The system if introduced in an
established hospital might allow the closing of some operating
theatres.
Even so, the industrial analogy must not be taken too far:

there are such things as "diseconomies of scale." A good
example in his own area is the purchasing of a 16-channel
multiple autoanalyser at J 175 000, which can do the whole
area's work in three hours. "It is absurd to have such a machine
working only three hours a day," Dr Pilbrick comments.
"Either we should have cheaper riachines that take longer, or
offer to do a neighbour's work as well."

Another of Dr Pilbrick's more radical ideas is that the
administrators of the NHS should recognise what the service
does well and what it does badly. Thus it is good at treating sick
people, and bad at most other things such as catering, computing,
transporting, and housing. The NHS, he thinks, could save
money and improve the service by subcontracting unspecialised
supporting services like catering to companies who know better
about such things.

What is the cheapest basic diet for an adult living in Britain ?

An attempt to work out the cheapest diet possible in 1966 showed
that an adult would be adequately nourished for a shilling a day on a
diet of vegetable stew made of carrots and cabbage with flour and
lard dumplings.' Ten years later the Consumers' Association2 worked
out that an adult could survive on a diet of liver, cheese, raw cabbage,
wholemeal bread, and water. Sufficient of these foods would cost £2
a week at January 1976 prices. Although food prices have increased
since 1976, by and large similar foods still provide the relatively
cheapest sources of nutrients except under unusual circumstances,
such as a potato shortage. The following foods are good sources of
at least three or four nutrients and among the cheapest sources of
one or two: bread, cheese, cornflakes (fortified), eggs, milk-fresh,
evaporated, or skimmed powder-flour, kidneys, lentils, liver, soya
beans, wheatgerm, yeast extract, beef extract, haricot beans, canned
mackerel, canned pilchards, and potatoes. Among them these foods
are cheap sources of protein, B vitamins, calcium, and iron. The
cheapest sources of vitamin C are rosehip syrup, blackcurrant syrup,
raw cabbage, and red or green peppers. Foods that are cheap sources
of nutrients, however, are not necessarily cheap foods, so money will
not be saved unless the appropriate quantity of food is eaten. For
example, although peppers are among the more expensive vegetables,
only 0 75 oz is needed to meet the recommended daily intake of
vitamin C.

1 Miller, D S, and Mumford, P, In Gettintg the Most out ofFood: 2. London, Van den
Berghs, 1966.

2 Consumers' Association, Which ? January 1976, p 3.
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