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1ffI Was Forced to Cut

Consultant Paediatrician

BY A SPECIAL CORRESPONDENT

British Medical Journal, 1979, 2, 1570-1571

"Doctors have tended to work in the past as if the NHS had
access to a bottomless pit of resources. This attitude cannot
continue any longer: we must recognise that resources are finite
and we must take decisions about how these resources can best
be used. Doctors working directly with patients must play a
prominent part in deciding how money is to be spent-only
then can services to patients be protected." This is the core
of Dr Horace's thinking-he is a paediatrician from Scotland
who directs a special care baby unit and has long experience of
competing for funds.

Budgeting and administration

"At the moment I am almost schizoid in my thinking over
finance. Although I recognise that money is tight and there is
not enough to go around, when I am trying to get staff and
equipment for my unit I fight tooth and nail and do not hesitate
to make emotional references to babies dying because of in-
adequate equipment." The present system of funding is un-
realistic and inefficient. Dr Horace passes his applications for
new equipment up through several committees-and to most
of them he is not able to make his case in person. A decision
percolates down through the same committees and no reason is
given for refusal. "This system inevitably generates anger,
frustration, and feelings of powerlessness."

Control of their own budgets for equipment would be
welcomed by the consultants in Dr Horace's hospital. They
could then agree among themselves which equipment was
most essential at any one time. Dr Horace imagines that fairly
simple formulae could be devised to work out how much
money should go to each unit. If doctors are managing their
own finances then not only will they be able to economise more
sensitively than distant, non-clinical administrators but they
will be motivated to become cost conscious and to save. Dr
Horace is convinced that any savings made by a unit must not
be taken away from it. He also abhors the present accounting
systems whereby at the end of the financial year rapid (and
hence often indiscriminate) spending is suddenly essential to
ensure that the budget is not cut for the next year.

Extending budgeting control beyond equipment to staff
would be more difficult. Clinical teams would probably be
capable of budgeting for medical staff and nurses, but would
not be competent, Dr Horace thinks, to make decisions about
other staff such as cleaners and porters. He does have ideas
about medical staff and nurses, however: "We are short of
nurses-indeed, our unit continues only because of the good
will of the nurses we have-and we cannot cut them at all;
but as regards doctors I -think that many units could benefit
from more consultants and fewer junior staff. Much of the work
at present done by juniors would be done more appropriately
by consultants, or at least when consultants are present." He
also points out that almost half of all the junior staff in the

country are in London. "That is iniquitous, and the profession
must do something to achieve a more equitable distribution-
before the Government orders it."
Much can be gained by allowing practising doctors to

manage their own budgets for equipment and possibly for
medical staff as well. The present frustrations could be avoided
and morale raised by enabling doctors to gain more control and
motivation. Dr Horace also doubts that it would mean more

work. So much time is spent at present in making applications
for equipment and sitting on committees that are essentially
powerless that a rationalisation of the system might well reduce
the time that doctors must spend administering.

"Every doctor, including those not concerned directly with
running whole units, must become more cost conscious," says

Dr Horace. Junior doctors and general practitioners must think
about the costs of investigations and prescriptions. Medical
considerations must come before financial ones, but if two
drugs are equally appropriate then there is every reason to

prescribe the cheaper one. "If doctors don't put their own

house in order with prescribing then the Government will
eventually do it for us," warns Dr Horace. He believes that
time is running out for the profession in this respect-reforms
from within must come soon.

Like most other doctors I have spoken to, Dr Horace thinks
that money can be saved in the administrative costs of the
Health Service. He is sure that power and responsibility should
be delegated peripherally as far as possible. Area health auth-
orities should be done away with, as the Royal Commission on

the National Health Service recommended; but Dr Horace is
not convinced that that will suffice. "The people in these jobs
at the moment will simply reappear wearing different hats. I
think that most of the administration should be done at sector
level-where doctors can reach the administrators easily."
At the same time he believes that the sector must be accountable
to the district, which should be able to intervene if there is bad
management.

Neonatology, which is Dr Horace's main interest, has de-

Political measures

(1) Introduce budgets for clinical teams
(2) Encourage cost consciousness in doctors
(3) Reform NHS administration

Household measures

(1) Recognise the value of neonatology and refrain from
cutting its funding

(2) Ensure that hospital inpatient time is used efficiently
(3) Reduce the number of follow-ups
(4) Recognise the potential value of consultant domiciliary

visits
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veloped mostly in the past five years, and he is convinced that
although an expensive specialty it should be protected from cuts.
"There is no doubt that neonatal intensive care saves the lives
of many babies and that is of incalculable value, but perhaps
more important in an unemotional economic sense is the
improved quality of the babies that survive." Institutional care
of the physically and mentally handicapped is enormously
expensive. Neonatal intensive care reduces the number of
brain-damaged babies and therefore, although expensive, can
ultimately save large amounts of money. "Cuts here would be
self-defeating."
Turning to conventional paediatrics, Dr Horace thinks that

there is more room for saving here. "The first thing to do is to
use hospital time, which is expensive, more efficiently. Paediatrics
has always been a specialty that aimed to keep patients out of
hospital as much as possible, but even so there is room for
improvement." Day beds are already much used but could be
used more. Every time a consultant admits a child he should
ask himself whether the admission is really necessary. And then
once patients are in the hospital the time should be used as
efficiently as possible. Tests should be arranged before the
child is admitted, and he should be allowed out as soon as
possible and not be kept waiting for results or the arrival of a

tertiary care specialist. And patients should be allowed out at
the weekend whenever possible.

Outpatient clinics could be used much more efficiently as
well. "Consultants have tended to move too far away from the
genuine consultation. They should see a patient referred by a
general practitioner, give the GP an opinion, and leave the
continuing management to him." Clinics tend to fill up with
patients having follow-ups who could usefully be discharged.
This is often because the follow-up patients are seen by junior
staff, who are understandably rather timid about discharging.
"Consultants should intervene in these clinics and discharge
more patients."
Although consultants are paid a fee for domiciliary visits,

Dr Horace believes that the visits often result in a saving for
the Health Service. If a GP is worried about a child acutely ill
then he has the choice of sending the child up to the hospital
to be seen by a registrar or calling a consultant out. A registrar
will often feel obliged to admit the child, but a consultant
seeing a child in his own home, if the parents are capable and
the home is suitable, may feel able to manage him at home.
Recently Dr Horace saw a child with rheumatic fever on a
domiciliary visit-he was able to manage that child at home
and thus saved at least a month's care in hospital.

For Debate . . 0

Multiple sclerosis: what can and cannot be done

E J FIELD, GRETA JOYCE

British MedicalJournal, 1979, 2, 1571-1572

After a recent clinical trial of y-linolenate (Naudicelle)l in the
treatment of multiple sclerosis (MS) and the subsequent evalua-
tion of the results,2-4 inquiries from lay people, general practi-
tioners, and consultants show that much confusion exists about
the management of the disease and its early diagnosis. Recent
confirmation in America5 of the value of one of our major tests
for MS,6 with the publicity it attracted, has compounded this
confusion. We should therefore like to set the record straight
with the following points.

(1) There is no cure for clinically established MS.
(2) Early cases may be diagnosed on presentation of the first

symptom or sign, and there is no longer need to wait for
"dissemination in space and (wasted) time." On the other
hand, the tentative diagnosis ofMS may be set aside at an early
stage or the anxieties of relatives allayed. Actually, the erythro-
cyte unsaturated fatty acid (E-UFA) test6 indicates the presence
of the inborn anomaly always present in a sufferer from MS.
Even then he may develop another disease, though an MS-like
symptom makes the diagnosis virtually certain. The association
of glioma with MS, however, is well recognised. A word of
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caution should be added. If an MS patient is under full ACTH
therapy or at a point within three weeks of finishing such
treatment then his blood test will be negative and only later
revert to positive. Patients, if they are to be tested, should be
examined before any therapy is begun, and this includes the
patient who may have dosed himself with sunflower seed oil or
naudicelle.10 In the latter case a prostaglandin test may still be
positive.6a Some drugs, for example, furodantin may also
interfere, but not valium or baclofen.

(3) In our own (uncontrolled) experience, patients with early
disease appear to benefit from y-linolenate treatment (2 capsules
thrice daily half an hour before meals in water, together with
100 mg vitamin (antioxidant) and a diet low in animal fat to
aid absorption of the unsaturated medicament) in that the
number, severity, and duration of acute attacks is reduced.
Many patients no longer resort to steroids with their commonly
unpleasant (and, indeed, dangerous) side effects. Patients with
late MS in a static phase do not appear to benefit, though an
occasional patient is emphatic about feeling better. Needless to
say, physiotherapy, good advice on mode of living, non-exposure
to heat (especially sunbathing), and so on, all have their parts to
play-as well as sympathetic guidance in adopting the diagnosis
and an explanation that MS is essentially a benign disease.7
Attendance at MS gatherings where miracle seekers congregate
may well engender a wrong and depressing opinion. We often
give the BMJ's excellent leading article7 to our more intelligent
patients.

(4) Testing large numbers of the families of patients with MS
has uncovered no Mendelian principles that determine the
inborn anomaly in the handling of unsaturated fatty acids
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