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If was Forced to Cut

Consultant pathologist

BY A SPECIAL CORRESPONDENT

British Medical3Journal, 1979, 2, 1057-1058

"Intelligent cuts could be made in the hospital service without
doing much harm," says Dr Welker, who heads the laboratories
in a university hospital. "Too much so-called democracy is a
major problem in the NHS," he continues. "Hardly any
decisions, even comparatively trivial ones, can be made without
considering recommendations from umpteen committees."
The proliferation of advisory committees in the last few

years has had various bad effects, thinks Dr Welker. Firstly,
the committees absorb the time and energy of doctors,
administrators, nurses, and other hospital officials, who could
spend their time more profitably doing their own work.
Secondly, each committee needs a staff to record'the minutes,
organise the meetings, and distribute the recommendations.
These discussions probably result in less rather than more
democracy, because the administrator who must take a decision
is bombarded with so many differing recommendations that he
is often forced to make his own choice.
An example of the overuse of committees has recently arisen

in Dr Welker's hospital. Structural changes can be made in the
university building on the authority of one administrator, who
sees that plans are drawn up, builders contracted, and the work
completed. But when virtually identical changes are made in
the adjacent NHS building then a committee of about a dozen
is needed and meets several times before anything happens.
Thus for a job as simple as converting a few rooms a committee
rather than one man is employed in making the decisions and a

delay of nearly a year results. The expense of this system lies
not only in the salaries of the extra men but in the rise in
prices during the delay, equipment delivered and lying unused,
and in the frustration generated among those waiting for the
accommodation.

In a similar way the creation of a personnel department in
Dr Welker's hospital has created more work for him. In times
gone by when he wanted to replace staff he contacted the
hospital secretary, who put an advertisement in the appropriate
paper. Applications were made to Dr Welker; he vetted them,
interviewed promising applicants, and made an appointment.
Now the personnel department take part in every stage of the
process. This means both more work for Dr Welker and a much
longer delay before an appointment can be made. But in
defence of the personnel department, he pointed out that
they have to spend most of their time dealing with industrial
disputes.
The inflexibility as well as the procrastination of bureaucracy

are expensive and irritating. In contrast to the university, the
NHS pays set expenses for travel and subsistence when its
employees attend meetings and conferences. Recently Dr
Welker went to a NHS meeting where lunch was provided.
He thus made a deduction when he claimed his expenses. He
received a reply that approving the deduction could mean a

long delay and he would be as well not to mention that lunch
had been provided.

Inflexibility extends to larger matters. Health centres seemed
in theory a fine concept and yet have proved in practice to
have deficiencies. Each health centre of standard design has a
central reception area containing a filing room, another place
for typing, and several distantly sited subreception areas. Staff
must be provided for each area, and because individual general
practices within a centre are sometimes unwilling to pool
staff even a single-handed practice must have a minimum
staff of three. Better design would allow savings in staff and
money, as indeed would flexibility in the attitude of the doctors.

Further expense results from inflexible and overzealous
interpretation of some Government regulations; particularly
fire regulations, the Code of Practice on Control of Infection in
Laboratories, and the Medicines Act. The officials who insist
on these regulations being followed to the letter bear no
responsibility for the cost, and yet the NHS authorities are
obliged to meet their demands. The Medicines Act, for example,
is leading to enormous sums being spent on upgrading or
replacing hospital pharmacies. Pharmacists are creating empires
aided and abetted (unknowingly) by clinicians who demand
minor variants on drugs, which otherwise could be purchased
more cheaply from the manufacturers.
Much money could be saved by reducing the number of

advisory committees and their back-up staff, delegating
authority, encouraging more flexible thinking and planning, and
interpreting realistically external regulations.

Laboratory costs

Laboratories are often singled out as places where cuts can
be made easily; and yet without much justification, Dr Welker
believes. The whole laboratory service takes only 3-5% of the
total hospital budget, so that any saving could only be small.
The main problem with trying to limit expenditure is that
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Political measures

(1) Reduce the amount of bureaucracy and encourage more
flexible thinking

(2) Delegate authority

(3) Create a grade of specifically trained laboratory
assistant

Household measures

(1) Find a way of limiting demand for laboratory tests

(2) Work laboratories for 24 hours a day
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laboratories provide a demand service and it is the demand that
must be cut. Dr Welker has tried several ways of encouraging
clinicians to limit their demand for tests and none has worked.
Attempts to limit the number of routine tests performed in a
day lead to more "emergency" requests. Allocating a consultant
a budget cannot work because it cannot be enforced by refusing
tests at the end of the month if he overspends-the patient is
otherwise the loser. Consultants in Dr Welker's hospital have
little to do with finance and their responsibility is wholly to
individual patients. Any attempt to limit the number of tests is
effectively countered by emotional references to the plight of
the individual patient.

I asked Dr Welker whether clinical teams controlling their
own budget might help. He himself has directed his department's
finances and doubts the usefulness of this system. He has only
limited control over the expenditure of his unit, as flexibility
between different types of expenditure is not permitted-for
example, between staff costs and equipment. This kind of
budgeting is like "working with tied hands" and is "almost
meaningless." Only if a clinical team controls all its expenditure
can budgeting be worthwhile. And this, Dr Welker thinks, is
not possible. Staff salaries are the main expenditure of any
department and it does not seem possible that clinical teams
would be able to hire and fire. He also believes that the clinical
team would not be allowed to manage their own resources:
different staff groups with their own independent managements
militate against such a concept.

Returning to the problems of expenditure in hospital
laboratories, I asked Dr Welker if he thinks laboratories are
overstaffed. Not so, he thinks: in 10 years the staff has risen
by about a quarter and yet the work load is eight times greater.
What is a problem is that, whereas 10 years ago 80%' of his
staff were trainees-and paid accordingly-now only 100o are
in this grade. Hence fully trained people are doing work that
can be done by those with less training. Dr Welker believes
that much of the work could be done more cheaply by people
only trained for specific tasks.
An appreciable amount of the money available for laboratories
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is spent on emergency on-call work. Laboratory workers are not
contractually obliged to do on-call work at night: they do it on a
voluntary basis. Attempts to encourage medical laboratory
scientific* officers to work shifts have not been successful.
Dr Welker has recognised for a long time that it would be
much more cost-effective if laboratories worked 24 hours a day:
the expensive equipment would be used to its fullest extent,
less urgent tests could be done at night, and emergency tests
needed during the night could still be accommodated. On a
recent visit to Canada, Dr Welker spoke to laboratory tech-
nicians working shifts and was impressed not so much by their
acceptance of shift work without special shift allowances but
more by their objection to working any more than a specific
number of hours a week-they valued their leisure time more
than extra money.

Academic savings

"I don't really know how academic departments can possibly
save any more money," shrugs Dr Welker. He is convinced that
academic departments are necessary not only to teach students
but for research; research in Britain is based on universities
rather than special institutes. Indeed, he is concerned that
money is allocated to universities mainly on the basis of how
many students they are permitted to have by the University
Grants Committee rather than how much research they do.
The only possible way to save money now is to cut down

staff, for universities cut down on other costs during a previous
"squeeze." The easiest way is to freeze posts and not to appoint
new staff when the old ones leave. The irony of this is that the
busiest departments such as medical ones would fade away,
whereas relatively overstaffed ones would remain unscathed,
because the staff stay as they cannot easily find other jobs. And
cutting down on staff like secretaries and technicians is surely
false economy if it leaves highly paid professors writing illegible
letters and washing test-tubes. "The NHS can bear some
pruning but medical academic departments cannot," concludes
Dr Welker.

CHANCE, COINCIDENCE, SERENDIPITY

A surface sign with a deep meaning

Polythelia, or the presence of accessory nipples, has long been
regarded as evidence of atavism. Thus the existence of polythelia
in any diseased state increases the likelihood that the condition has a
congenital or genetic connotation.

In the course of routine clinical examination of patients, I happened
to meet my first instance of polythelia in a patient with pulmonary
hypertension. When the second instance of this association came to
my notice a week later, I decided to seek polythelia in each patient
who came to see me for any reason. When 2000 cases had come under
this surveillance, I analysed my findings. They were in two main
groups, one holding 941 patients with evidence of organic disease,
usually of the cardioarterial system, while the other consisted of 1059
cases showing no evidence of disease on clinical, radiological, and
electrocardiographic examination: their symptoms, if any, were trivial.
The incidence of polythelia in this healthy group was 49, or near 5i%O.

In the diseased group with congenital heart disease, I expected that
the incidence of polythelia would be higher than in the healthy control
group, and this proved to be so, for 15 out of 107 patients (near 14%/o )
had an accessory nipple. In two conditions-one myocardiopathy
(non-coronary myocardial disease), and the other pulmonary hyper-
tension-the incidence of polythelia was raised to the high figure of
near 44%, 14 out of 32 patients in the former condition and 32 out
of 73 patients in the latter.

It was in the group of 108 subjects with a high blood pressure that
the presence of polythelia was most telling. The blood pressure was
raised to 200/110 mm Hg or over in each case. In 66, where the
electrocardiogram showed left ventricular hypertrophy-confirming
them as examples of true hypertension, with renal arterial disease as
the underlying cause-polythelia was present in 23, or near 35%/.
In the remaining 42 cases, where the electrocardiogram showed a
normal tracing, confirming them as instances of the healthy state of
hypertonia, only two (near 50 ) presented polythelia (which is
similar to that in the healthy control group).
The nub of this investigation, initiated by a chance finding of an

accessory nipple, is twofold. Firstly, it has supported the view-
formed from a previous pathological study-that the diseased state of
hypertension arises from congenital hypoplasia of the media of the
lesser renal arteries with consequent obstructive proliferation of their
intima. Secondly, it urges the more general classification of cases into
two groups where the blood pressure is raised: one hypertension, a
diseased state where the electrocardiogram shows left ventricular
hypertrophy; and the other hypertonia, the innocent physiological
state where the electrocardiogram is a normal tracing.
The more general recognition of this common clinical condition of

hypertonia is long overdue; in the meantime, failure to recognise it
accounts for widespread unwarranted invalidism and unnecessary
prescribing of symptom-producing hypotensive drugs.-WILLIAM
EVANS.
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