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1ffI was Forced to Cut

Consultant psychiatrist

BY A SPECIAL CORRESPONDENT

British MedicalJ'ournal, 1979, 2, 1276-1277

"Psychiatry, certainly in my district, is an overworked service
and I think it will be difficult to make financial cuts. But I do
think there is room and, indeed, a need for more efficient and
flexible organisation of the services; and this should result in
much better value for money." These two sentences summarise
the ideas of Dr Oulstone, a psychiatrist from the South of
England, on the economic problems of the NHS. He has re-
cently been trying with others to shift his psychiatric service
from a remote, rural hospital to the main town in the district,
and the difficulties he has experienced have opened his eyes to
some of the financial and administrative problems in the
NHS.
The hospital at which he has his inpatient beds serves several

distinct districts and is situated far from the main towns of each.
The district psychiatric teams work separately within the hospi-
tal, but although the patients come from more than one district
one district management team controls the finances. The manage-
ment team is not from the district from which Dr Oulstone's
patients come, and he and his team believe that they receive less
generous finance than the other districts. The plan is to develop
a psychiatric service in the general hospital of the main town of
the district and to move the service from the old rural hospital.

To do this Dr Oulstone's team needs to transfer its share of the
finances from one district to another. This is proving difficult,
as nobody seems sure how the money is divided up and spent.
From talking to others, Dr Oulstone has come to the conclu-

sion that this ignorance about how money is distributed and spent
in the NHS extends beyond his own hospital. And he cannot
see how intelligent plans can possibly be made if this information
is not readily to hand. He understands that attempting to account
for every small item of expenditure is a worthless exercise, but the
accounting systems should be able to provide clear information
on where money is spent.

Other changes in the accounting system could also make for
much more efficient management, Dr Oulstone thinks. The
impossibility of carrying money forward from one year to the
next particularly annoys him. To plan more effectively he would
like to be able to earmark money for a project in two years' time,
and yet this is not possible. It would be false economy to allow
the money to moulder in a bank, but the money could be allotted
to some other project needing money at the time and then
retrieved later. The impossibility of spending money designated
for capital on revenue and vice versa also seems unnecessarily
inflexible. Finally, he regrets that health service money cannot
be spent on community projects. Sometimes psychiatric suffer-
ing may be relieved more by spending money on sheltered
housing than on another nurse for the ward, and yet this cannot
be done. The obscurity, inflexibility, and arbitrariness of the
accounting system, he is convinced, work against efficient,
rational, and effective planning.

Doctors managing finances

"I would welcome the opportunity to manage the finances of
the psychiatric service I run," says Dr Oulstone confidently.
But he repeats the point made by others interviewed for this
series that it must be effective control-only then is it worth
having a doctor working on financial management. Effective
control of finance could go hand in hand with a greater ability
to influence decision-taking within the Health Service. And Dr
Oulstone believes that lack of influence and difficulty in imple-
menting new ideas are two major factors in the frustration of
doctors working within the NHS.

Psychiatrists in particular should think about how they can
use their skills more efficiently. Apart from accepting some
responsibility for financial management, it may sometimes be
inefficient for them to spend too much time with individual
patients. Doctor-patient contact is the sine qua non of medical
practice and yet a psychiatrist may be able to do the most good
for the largest number if he spends more of his time advising
nurses, GPs, and others with competent and yet less specialised
skills. Dr Oulstone tried this idea when he was working with GP
trainees and discovered that he could be therapeutically effective
at second hand. Moreover, psychiatric nurses should be allowed
to take more decisions without referring directly to the psychia-
trist.

If he had financial power Dr Oulstone would want to carry out

Political measures

(1) Avoid as much as possible cuts in psychiatric services
(2) Ensure that information on expenditure within the

NHS is freely available
(3) Allow doctors to manage the finances of their depart-

ments
(4) Encourage the shift from hospital-based to community-

based psychiatric services
(5) Reduce the number of administrators and give more

power to those that remain
(6) Allow community health, councils a role as financial

"watchdogs"

Household measures

(1) Consider reforms in accounting systems to allow
flexibility in the use of finance and the carry-over of
money from one year to the next for specific projects

(2) Encourage psychiatrists to work more through nurses
and GPs

(3) Consider introducing a pilot scheme allowing the private
sector to develop "mental aftercare" services
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what he calls "financial surgery," shifting the emphasis of his
service from hospital psychiatry to community psychiatry.
He believes that the need is not for large, outdated, expensive-

to-run, remote hospitals but for a whole diversity of community-
based services: group homes, day wards, rehabilitation centres,
and community houses. He is convinced of the importance of
the trend away from hospital towards treatment in the patient's
own home. Few psychiatric patients have to be in hospital over-
night; and the expense, the inconvenience, and the adverse
effects of taking a patient 20 miles to keep him in hospital are to
be avoided if at all possible.

This shift from hospital-based to community-based psychiatry
is happening slowly because of both financial and administrative
problems. Like most of the others I interviewed for this series,
Dr Oulstone thinks that the administration of the NHS is
weighty, inflexible, and uncooperative. Soon after the reorganisa-
tion of the NHS he attended a seminar on administration within
the NHS. At the seminar one speaker announced that the original
plans for reorganising the NHS contained the idea that there
should be hospital-based administrators who were highly paid
and had considerable power. These administrators would have
been able to solve most problems on their own authority.
Even so, this plan went against the bureaucratic grain, which
dictates that the most powerful and well-paid administrators
should be close to the centre overseeing those in the periphery.
But Dr Oulstone is convinced that this imaginative devolution
of power would have avoided the present problems and dis-
enchantment.
As flat a hierarchal pyramid as possible with those in authority

close to the main work of the service is essential, he believes.
There should be fewer administrators and those that remain
should be given greater power. An annoying example of failure
of communication within the administrative hierarchy has just
arisen in Dr Oulstone's area. He has been sitting for some time
on a committee that is working to set up a community mental
health centre. The committee had been allocated a particular
budget and this has now suddenly been cut to a third. What is
infuriating about this cut is that another committee concerned
with capital expenditure had known about this cut for a month
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and yet had not informed the committee on which Dr Oulstone
sits.
Dr Oulstone is a great believer in the principle of account-

ability-for both finances and the service provided. If informa-
tion on where money is spent was freely available then account-
ability could lead to much better financial management. Dr
Oulstone thinks that community health councils could be "watch-
dogs" over the spending of money in the NHS. He would be
quite prepared if managing his own finances to be answerable
for why he spent money on one project rather than another.
Community health councils should have the legal right to
know where money is spent-he would like to see something
like the American Freedom of Information Act.

Mental aftercare

The lack of mental aftercare is one of the biggest failures of
the health service, Dr Oulstone believes. The absence of these
services means that patients are either unnecessarily detained in
hospital or turned out into the community as often to sink as to
swim. If Dr Oulstone had more financial and administrative
power then he would concentrate his energies on providing more
mental aftercare. But in the short term he thinks that this
responsibility of the NHS could be handed over to private
individuals or companies. If local health authorities supplied
money for each patient then he is sure that private concerns could
manage to provide a cheap and efficient service.

I concluded the interview by asking Dr Oulstone if he saw
much evidence of waste in his hospital. "Lots," he replied.
The example he gave illustrates some of the problems he had
described: paucity of information on which to make decisions,
short-sighted administration, and inflexibility. The authorities
are planning to spend several hundred thousand pounds on
renewing the heating system of the aged hospital in which he
works. But it is clear to Dr Oulstone that even if the hospital
is still open in 10 years it will be a much smaller and totally
different place. This large sum of money could be spent more
imaginatively and to far greater effect.

What is the relative efficacy of tetracycline and anmpicillin in the treatment
of rosacea ?

Although tetracycline 250 mg once or twice daily is the most generally
used treatment of rosacea there has been curiously little study of other
antibiotics. Although it is not known how tetracycline works in
rosacea, it is probably by virtue of its antibiotic action and as such it
would be expected that several other antibiotics might also be effective
and critical trials would be worth doing. The advantage of small daily
doses of tetracycline over other antibiotics is that it is effective and
without appreciable side effects, although it has been used for many
years. This is important since treatment has to be continued for many
years.

Have enmetics a place in poisoning ?

Four emetic agents used to induce vomiting in patients who have
ingested a poison are sodium chloride, copper sulphate, apomorphine,
and syrup of ipecacuanha (paediatric ipecacuanha emetic draught
BPC), but not all of these are suitable. Several deaths from hyper-
natraemia have been attributed to sodium chloride, which is in any

case less effective than syrup of ipecacuanha. Copper sulphate is a

potent emetic agent that acts rapidly, but considerable absorption
from the bowel can occur, with the risk of toxic effects. Apomorphine
has to be given by subcutaneous or intramuscular injection and is
therefore suitable for use only in hospital. Syrup of ipecacuanha is
safer than apomorphine and is the emetic agent of choice to treat
poisoning. It is swallowed in a dose of 10-15 ml, followed by 200 ml

of water, which considerably enhances the emetic effect. Vomiting will
usually occur within 20 to 30 minutes but, if necessary, the dose may
be repeated on one occasion only. Activated charcoal will adsorb and
inactivate syrup of ipecacuanha, so these two substances should not
be administered together. Emetics may be used provided that no more
than four hours have elapsed since taking the poison, although this
interval may be extended for salicylates and for drugs with anticholin-
ergic activity, such as tricyclic antidepressants, which delay gastric
emptying. Emetics are contraindicated when the poison taken is
corrosive or a petroleum distillate, or when the dose is known for
certain to be non-toxic. When the level of consciousness is impaired,
or when the drug taken has antiemetic properties, gastric aspiration
and lavage are to be preferred, provided that steps are taken, when
necessary, to protect the airway.
The use of emetics in Britain is confined almost solely to young

children, who rarely ingest a harmful quantity of a toxic substance,
and in whom gastric lavage is traumatic and sometimes barbarous.
Trained personnel should be available to supervise the administration
of the emetic syrup, and the treatment is therefore most often under-
taken in hospital. It is not yet certain whether the amount of drug
removed by induced emesis is the same as or less than that removed
by gastric aspiration and lavage. For this reason, lavage remains the
initial treatment of choice in accidental and intentional poisoning in
adults in Britain. Nevertheless, syrup of ipecacuanha has been used
with considerable success in adults in Australia,' and probably will
play an increasing part in Britain.
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