
BRITISH MEDICAL JOURNAL 24 NOVEMBER 1979

Iff1 zwas Forced to Cut

Consultant anaesthetist

BY A SPECIAL CORRESPONDENT
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"I do think that careful cuts can be made in the Health Service
without doing serious harm, but I want to point out that about
three-quarters of the NHS expenditure is on salaries and that
any cutting must start with staff," states Dr Nevill, a consultant
anaesthetist in a large teaching hospital. "Most hospitals have
too many staff and too many of the staff are not accountable
for what they do. In this hospital a boiler blew up when it was
wrongly used, six years' supply of baked beans are mouldering
in the stores, and we have a thousand uniforms for nurses
under five feet tall-and it is nobody's fault." Dr Nevill believes
that a large hospital needs a strong, experienced, and respected
man (probably a clinician) in charge who is respohsible for
everything. Accountability must not be lost in a maze of
committees. But this strong man at the top must know how to
delegate and he must know how to convince those below him
of the rightness of his actions.

Cut staff

Administrators, whose numbers have increased dramatically
while morale and efficiency in the NHS have so drastically
declined, are most easily singled out as the group to be radically
pruned, but, believes Dr Nevill, the numbers of doctors can
also be reduced. "Medical and surgical registrars are tripping
over each other in this hospital and many others. There are far
too many surgeons in training, and, as we all know, some will
be bitterly disappointed in the end." Dr Nevill is sure that
hospitals should move towards being permanently staffed, with
consultants doing more of the work-as they do in their private
practices. This pattern already prevails in many anaesthetic
departments-not as a result of virtue, he hastens to add, but

because of a shortage of recruits. In fact, enough anaesthetists
complete their training each year in Britain but up to half of
them leave anaesthetics-many to go abroad. Dr Nevill believes
that consultants should be better paid to encourage them to do
more straightforward clinical work and to keep them in this
country.

Hospital doctors, indeed all doctors, should be encouraged
to keep their skills up to date. Health authorities should
recognise that it is false economy to make it difficult for doctors
to attend study courses; instead, Dr Nevill strongly believes,
doctors should be coerced into taking study leave. Meetings
are the best way of increasing the cost-consciousness of doctors,
but when only a quarter of doctors regularly attend postgraduate
meetings this will be a slow process.

Budgets for clinical teams and subcontracting services

The anaesthetic department in which Dr Nevill works has
controlled its own finances for buying equipment for five years,
and everybody in the department is agreed that this has allowed
both more efficient management and a more financially
responsible attitude among the staff. Not only do the consultants
take the decision but one of them (usually for a two-year spell)
ensures that orders are made and decisions are being instituted.
The department would like to extend its financial control to
hiring and firing staff. Then, for instance, the consultants
might decide not to appoint a new consultant for six months
and all work a bit harder and use the money raised to finance
another project or buy new equipment. Or the department
might be able to be more flexible in using women anaesthetists
part-time. Flexibility is all important, Dr Nevill believes,
and it is one of the major benefits resulting from controlling
the budget and also one of the qualities most lacking at the
moment in the Health Service.

Certain parts of the Health Service could be profitably
subcontracted, believes Dr Nevill-catering is the first thing
that comes to his mind. He recognises the difficulties inherent
in this idea but thinks they can be overcome: the outside caterer
would be required to take on the existing catering staff, and
the NHS catering manager would have a job to do in ensuring
that standards were maintained. Different catering companies
would have to compete for the contract, and the hospital
authorities would have to ensure that one company did not
develop a monopoly in providing services to all the hospitals
in the region. "I'm sure that the profit motive-and competition
-would lead to costs being kept down and standards kept up."
Cleaning is the next service that Dr Nevill thinks might be
subcontracted, and then possibly portering. The expansion of
the private sector to do the 70% of elective operations that do
not require high technology has also entered Dr Nevill's
thinking despite the fact that he has always been a full-time
consultant.

Political measures

(1) Reduce staff
(2) Increase accountability of staff that remain
(3) Move towards a permanent medical staff
(4) Consider subcontracting some services such as catering

Household measures

(1) Encourage medical staff to take all their study leave
(2) Encourage budgets for clinical teams
(3) Recognise that day surgery saves money only if ordinary

beds are closed and staff reduced
(4) Consider introducing preoperative assessment by

anaesthetists in the patient's home
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Day surgery and domiciliary visits by anaesthetists

Day surgery often does not save money, although potentially
an effective way of doing so, Dr Nevill thinks. A real saving is
made only if beds in surgical wards are closed and the staff
looking after them cut or redeployed. All too often beds are
left empty and nurses underemployed.
One way of saving money on routine operations that Dr Nevill

has thought of is introducing domiciliary visits by anaesthetists
for preoperative assessment of some surgical patients. Instead
of a patient coming into hospital the day before an operation,
an anaesthetist could visit him at home and question him,
examine him, and do lung function tests and electrocardiograms
on the spot. As well as saving money this scheme would allow
the anaesthetist to see the social circumstances of his patients
and would bring him more into the community. Dr Nevill
thinks that this would be a cheaper scheme than seeing patients
in the outpatient department, which in his hospital is over-
worked, and which in every hospital is expensive to run with
the overheads of the salaries of nursing staff, receptionists, and
phlebotomists, and the cost and inconvenience of transporting
patients to hospital. Several attempts in his hospital to co-ordinate
surgical and anaesthetic outpatient clinics have failed. A final
advantage of the anaesthetist seeing the patients in their own
home before operation is that the few that are discovered not

yet to be fit for operation can be put off before they have
been through the time-consuming and expensive admission
process.

I then asked Dr Nevill for his reactions to the idea of intro-
ducing technician anaesthetists. He has seen them working in
the USA and Canada and is not against them in principle but
does not think that any money can be saved by using them here.
"I have done eight cases in this afternoon's session," he said,
"and that works out at about C3 an anaesthetic, and at the
same time I was teaching. How much room is there for saving
there ? Also, every technician anaesthetist must be supervised
and work a 40-hour week. I think that there would be no financial
saving, indeed it might be more expensive, and there would
be a considerable drop in standards."

Neither does Dr Nevill believe that operating in each theatre
at night would lead to many savings, although utilising the
emergency team, when they are not concerned with urgent
cases, might be useful. "The expense of operating is not in the
capital used to build theatres but in the salaries of the people
who work in them-and that would remain just the same."
Nor is there much to be saved, he believes, in introducing a
limited list of drugs that can be prescribed or in resterilising
disposable equipment. "We must remember that only biting
into the overstaffing will reduce costs appreciably; everything
else is just dabbling."

My Student Electi've

Desert medicine in Oman

EDMUND JESSOP

British Medical Journal, 1979, 2, 1352-1353

Medicine in Oman is not easy. I suppose the difficulties are no
different from those facing the average general practitioner in
Britain: getting to the patient, extracting a history, performing
an examination, perhaps doing some investigations, and then
offering appropriate treatment. But the desert sun illuminates
all the obstacles in management with brilliant clarity.

Dhofar, the southern province of Oman, is about the size of
Wales. Half of its population live in the main town, Salalah. The
other half, scattered in hamlets and tents, are the responsibility
of the Rural Health Service, my hosts in 1978.

Getting to the patient was never easy, but always fun:
bouncing along dirt tracks in a cloud of dust, flying to landing
strips on remote beaches, dropping by helicopter on to rocky
eyries-our arrivals never lacked drama.
The excitement of travel did not conceal the real difficulty of

visiting people scattered all over hills too tough even for land-
rovers. Except near the coast, food and water were too scarce to
permit more than a handful of people to live together. No
hamlet could receive more of our time than half an hour a
week; the chance of catching an acute illness in a treatable

Freeman Hospital, Newcastle upon Tyne NE7 7DN
EDMUND JESSOP, MB, CHB, senior house officer

stage was thus small. I was pointing this out to our pilot one
day as we sat drinking the scalding black tea that the always
hospitable Omanis never failed to provide when the man
squatting opposite me suffered an epileptic fit. After we had
managed to convince them that this problem was medical, not
religious, his friends agreed to let us fly him with us to the
hospital in Salalah. The pilot then said that the thin, hot air of
the desert plateau would not support the aircraft with another
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