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1ffI was Forced to Cut

Consultant physician

BY A SPECIAL CORRESPONDENT*

British Medical3Journal, 1979, 2, 985-986

"The trouble with the NHS is that it has far too many
employees. A large percentage of the staff could be got rid of
and the service provided to patients could be just as good if not
better," says Dr Burrowdean with conviction. In the last 10
years the staff of the NHS has increased by more than a quarter
from about 753 000 to over 947 000 (figure), while the work
load has increased to a much lesser extent. Three-quarters of
the expenditure of the NHS is on salaries and wages; money
can clearly be saved more easily by cuts in staff than by any
other method. Dr Burrowdean recognises the political difficulties
inherent in trying to cut staff but believes that this is preferable
to limiting the service to patients, and he is sure that it can be
achieved without lowering standards.

Successive governments have deliberately encouraged the
increase in NHS staff, he believes. The Government has
worked on the principle that employing people in what are
essentially non-jobs is better than unemployment. The NHS
offers almost unlimited possibilities for vague jobs that demand
little skill and yet give the feeling of being gainfully employed
in helping the community. Buffering people from the misery of
unemployment is no longer acceptable to Dr Burrowdean when
it can be done only at the price of limiting services to patients.

Cut staff

"Every department of my hospital is overstaffed," insists
Dr Burrowdean. During the day most hospitals contain about
the right number of doctors, but at night there are sometimes
too many. This surfeit of doctors at night has arisen because
junior doctors need to be on call to get the maximum salary.
"Nor should senior registrars in minor specialties be on call at
night," says Dr Burrowdean. "Any medical registrar should be
able to look after a dermatological emergency until the morning."
He is sure that the same is true of other disciplines.
He gave other examples of doctors being employed in-

efficiently. He is himself a specialist physician and yet spends at
least half of his time in administrative work. "I'm working as a
mediocre administrator rather than a good doctor." But he
must spend at least this time administrating just to keep his
department going. If he does not fill in the necessary forms to
requisition equipment then it will not come. Everybody knows
that, because of Government limitations on spending, no money
will be forthcoming for much of the equipment, and yet the
system continues regardless. Administrative work, much of
which seems to be pointless, has sapped a lot of Dr Burrowdean's
enthusiasm for his job.
The title of one of the administrators in Dr Burrowdean's

hospital is "Curtain Manager." His sole job is to look after the
curtains in the hospital. This seems to Dr Burrowdean an

*The second of a series of articles on how doctors might make savings in
NHS expenditure. The first was published last week (p 905).

excellent example of a non-job. He cannot see any results from
this proliferation of administrators except a burgeoning of
paperwork and committees. The hospital has the same number
of beds as 10 years ago and yet many more administrators are
employed. Not only are there more administrators but one of
them is on call 24 hours a day. Dr Burrowdean scoffs at the
idea of a duty administrator and thinks it totally unnecessary.

Hospital laboratories are a particularly fertile source of new
and often irrelevant jobs, Dr Burrowdean thinks. Laboratories
are bedevilled by tiny empires, each struggling to enlarge
itself. Phlebotomists, handmaidens of haematology empires,
are examples of unnecessary extras. Nurses and junior doctors
can easily take blood and always did so until recently. One
post which has particularly infuriated Dr Burrowdean is that
for a technician whose sole job is to ask every woman in the
hospital if she would like a cervical smear-one of his patients
was asked while seriously ill.
Never has Dr Burrowdean's hospital had so many cleaners

but yet never has it been so dirty. This seeming paradox arises
from job description and demarcation. After years of one
competent cleaner, two cleaners are now needed to clean his
office-one for the floor and one for the windows. Yet once a
month he finds it necessary to take a morning off and clean his
office himself. Because of an oversight in the job descriptions
nobody was allocated the job of cleaning the window sills in a
room used for investigation, and one day Dr Burrowdean found
four years' of dust there. Even then he had difficulty in getting
anybody to clean the sills.

Yet.to his astonishment, a training school for cleaners has
been founded at considerable expense by the DHSS. Evidently
a room has been set aside for this project and filled with
rows of unconnected lavatories and strips of different kinds
of carpet. This school naturally has a teaching staff. Dr
Burrowdean's mind reels when he envisages rows of trainee

Political measures

(1) Cut staff by considering carefully the usefulness and
effectiveness of each and every job

(2) Introduce budgets for clinical teams

(3) Change the accounting system that encourages indis-
criminate spending at the end of the financial year

Household measures

(1) Use expensive equipment at weekends and until late at
night

(2) Consider subcontracting some services such as laboratory
irivestigations
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Increase in NHS staff in ten years from 1966.

cleaners pushing their brushes up and down lavatory pans
under the direction of an instructor. Does this skill really need
to be taught ?

Recently a new kind of creature has arrived in Dr
Burrowdean's hospital: young girls in bright red tracksuits.
When he inquired who these girls were he was told they were
remedial gymnasts. He is not sure what a remedial gymnast
does and has seen no evidence that they make any real con-
tribution. He suspects that it is just another non-job. A para-
medical specialty, he believes, should be allowed to proliferate
only when its worth has been proved.

This kind of "fatness" applies to other sections of the NHS
apart from staffing. Recently an acquaintance had a heart
attack and was admitted to hospital. After discharge he returned
to the hospital for four weekly rehabilitation sessions, and on
some occasions his wife went with him. Each time an ambulance
arrived at his home, took him to the hospital, and in the evening
brought him back. At the hospital both he and his wife were
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given free meals. This illustrates for Dr Burrowdean the
tendency of the NHS to go too far with its caring duty. The
man had a car of his own and could easily have driven himself to
the hospital, but nobody asked about this.

Budgets for clinical teams

Dr Burrowdean already has a considerable say in the finances
of his department. His immediate reaction to the idea of
clinical teams managing their own finances is to suspect even
more administration. But at the same time he thinks that if
cuts in services must be made then only practising doctors can
make these cuts sensitively. He is willing to accept the respon-
sibility of deciding where to spend money in his own depart-
ment. Indeed, he is horrified by the idea of detached adminis-
trators, medically trained or not, making arbitrary rules about
such matters as who should be admitted to a coronary care unit.
For similar reasons Dr Burrowdean is opposed to a limited list
of prescribable drugs. For him it is the thin end of a wedge
that leads to bureaucratic control of a doctor's work.

If clinical teams are asked to manage their own finances
Dr Burrowdean is sure that money must not be taken away
from those teams that manage their finances well and save
money. The present accounting system of taking money away
from those departments that have not spent their full budget,
which encourages desperate and indiscriminate spending at the
end of the financial year, is absurd.

In the first article of this series Dr Pilbrick, a community
physician, discussed how he thought the NHS could learn
something from industry. Dr Burrowdean has similar ideas.
He is convinced that laboratories equipped with expensive
equipment should start early in the morning and work until
late at night. Similarly x-ray' and radiotherapy machines
should be used until late at night, and all this machinery
should be used at weekends.

This argument is extended by Dr Burrowdean to laboratory
machines. He thinks it a myth that money can be saved by
limiting investigations: once the NHS has the staff and the
machines it makes sense to do more investigations rather than
less. "A negative result can be extremely important," Dr
Burrowdean points out. But at the same time he thinks the
NHS might save money by subcontracting tests to private
laboratories. He does some private practice and is most impressed
by the speed with which private laboratories can produce
accurate results.

CHANCE, COINCIDENCE, SERENDIPITY

Like breeds like

Forty years ago, a medical board in North London requested me to
examine an 18-year-old recruit for military service. He was un-
complaining, but clinical and radiological examination showed great
cardiac enlargement, and the electrocardiogram disclosed gross
changes. Naturally, he was unfit for military service, but the cause of
the very large heart remained obscure. I invited Sweden's cardiologist,
Professor Nylin, and Dr Paul White of America while on a visit to
Britain, to see him as well as my colleague Sir John Parkinson. Each
remained uncertain about the nature of the condition, so he was kept
under observation in hospital for two months. During this period he
had short attacks of tachycardia which ultimately gave rise to pul-
monary oedema, and he died suddenly. The main finding at necropsy
was the great enlargement of the heart. His name was Frank Moorwood.
A few months later, I was asked to examine a service recruit by

another medical board, which functioned in West London. He was an
uncomplaining youth of 20 showing great enlargement of the heart
and gross electrocardiographic changes. While under observation he
died suddenly and unexpectedly. At necropsy, the heart was found to

be very large. His name was Frederick Moorwood and he was Frank
Moorwood's brother. This coincidence led me to examine other
members of the family.

I found that the mother had a large heart similar to that of her two
sons. She also died suddenly and unexpectedly. While under observa-
tion, she told me that her sister, who had not been ailing, died suddenly
at the age of 30 while sitting quietly in the kitchen. Another sister was
well when she left home in the morning, but had died suddenly in the
tramcar which was conveying her to work. A brother aged 21 had
dropped dead on the pavement when walking to his work one morning.
Both her parents had died when about 30, but she knew not the mode
nor the cause of their demise. Here were at least six members of one
family suffering from the same obscure heart condition which caused
sudden death. I named it familial cardiomegaly in a communication
published in 1949.

It was chance that brought Frederick Moorwood to be examined by
one who had tried to determine the kind of heart disease from which
his brother Frank had suffered. This led to a fruitful inquiry into the
health category of three generations which established the familial
nature of this obscure illness.-WILLIAM EVANS.
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