
Clinical trials are particularly taxing in patients with the
carcinoid syndrome. Studies of the impact of treatment on
mortality are difficult because survival may be prolonged and
the range is wide. The rarity of the disease also means that
such studies cannot be done in a single centre. Comparative
studies that measure the quality of life are also difficult
because patients vary so much in both the severity and their
tolerance of symptoms. Studies at different times in the same
patient may, however, be valuable.
The best policy at the moment seems to be to control mild

symptoms ifnecessary with simple blocking drugs and then to
resort to somatostatin when these are no longer enough.
Embolisation of the hepatic artery or chemotherapy should be
considered when somatostatin is no longer effective.
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New Zealand proposals to unshackle hospitals

Suggestions to make regional health authorities purchasers ofservices

In New Zealand a taskforce comprising Mr Alan Gibbs,
Dame Dorothy Fraser, and Sir John Scott has taken a hard
look at the organisation of the hospital services. The resulting
report is hard hitting and radical.' It carries some echoes ofthe
Griffiths report,2 which it quotes approvingly, but takes a
further step that is relevant to the current health services
review in Britain.
From the mid-1950s to the 1960s New Zealand had an

outstanding health service by world standards. In the 1970s
the service deteriorated as New Zealand's economic position
declined. Like the British National Health Service, New
Zealand's hospital system is essentially publicly owned,
administered, and financed. Successive governments held
expenditure down, while the calls on the hospitals increased.
The deterioration seems to have been even sharper in New

Zealand than in Britain. For example, waiting times increased
substantially between December 1978 and December 1987.
Not only did the number of people waiting rise by a quarter
but also they had on average to wait much longer. The
taskforce cites individual examples of over two and a half
years for a hip replacement, two years for a cataract operation,
two years for a knee replacement, and 18 months for a hernia
repair.
The Gibbs taskforce is highly critical of the current

performance of New Zealand's hospital system because it
does not offer equal access; makes some people wait much too
long for treatment; is not sufficiently responsive to changes in
public preferences; provides inadequate support to elderly
people and others to keep them out of hospital; and is poorly
integrated with primary health care. These criticisms are
similar to those levelled against the British hospital service.

Arthur Andersen and Company was commissioned to
produce a supplementary report on the efficiency of the
hospital system.3 Using conventional performance measures,
the company suggested that large savings could be made-
between 24% and 32% of current operating expenses. The
methods are open to many criticisms, and the potential

savings are certainly exaggerated. Nevertheless, you cannot
quarrel with the taskforce's comment that: "There was an
appalling absence [in the hospital system] of the kind of data
needed to enable the sector to be managed. There was, in fact,
little consideration given to the issue of management at all by
the health service as a whole."
The resemblance to the Griffiths report is not merely in the

bluntness ofthe language. The taskforce recommends general
management in place of the triumvirate-a doctor, a nurse,
and an administrator-who currently comprise each hospital's
chief executive and operate by consensus. The taskforce
remarks: "The troika concept was imported originally
from the United Kingdom, where, sensibly, they have now
abandoned it." Several other recommendations (such as a
rapid improvement in management information) also sound
familiar.
What is new, however, and relevant to the British health

service review is a proposal to separate financing and pro-
vision. "The Ministry of Health would deal solely with policy
advice to the minister. The rest of the system would be
funded from central government through a newly established
National Health Commission to six regional health authorities
on a population basis. The six regional health authorities
would purchase publicly funded health services from hospitals
and other health providers on behalf of the people in their
regions. They would not manage or own any services but
would contract with public, private and voluntary providers
on a competitively neutral basis."
To put the area health boards on an equal starting base

(with each other and with private companies) their assets
would be valued, target rates of financial return would be
prescribed, and financial reporting requirements would be
laid down. They would also have freedom to raise loans but
without government guarantee. In due course some form of
independent ownership for them would be worked out.
The National Health Commission will set up one or more

independent professional review organisations to monitor and
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report publicly on the quality and appropriateness of care
provided under the new system.

Obviously the details are complicated. The important
notion to grasp, however, is that the regional health authorities
would not be hierarchically in control of the area health
boards. They would be prohibited from owning any institu-
tions or providing any services themselves. Instead, they
would act as representatives of their community, purchasing
services wherever they could obtain best value-whether
from one area health board or another or from the private
sector. Some method ofpayment by case, such as by diagnosis
related group, would be used by the regional health authorities
to reimburse the providers.

Predictably perhaps, the reaction from the Hospital Boards'
Association is against so bold a notion.4 Though accepting
many of the taskforce's criticisms of the current services, it
does not want regional health authorities and thinks that

the organisational separation of funding and provision is
unnecessary. It remains to be seen what the New Zealand
government will decide. Meanwhile, in Britain it is well worth
thinking hard about whether our regional health authorities
should strip themselves of their current provision functions
and instead concentrate on being purchasers and obtaining
value for money.
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Local anaesthetic creams

Preparations effective on skin should increase use

Local anaesthetic creams are generally ineffective when
applied to intact human skin because they are poorly
absorbed.' This has limited their use to topical anaesthesia of
mucous membranes. To diffuse through nerve membranes
the local anaesthetic must be in the form of the unchanged
base, but formulations in which the lipid soluble free base
dissolves easily achieve poor penetration of unbroken skin.
This problem seems now to have been overcome with a
eutectic ("melting readily") combination of lignocaine and
prilocaine.2 When mixed together at room temperature
crystals of these drugs form an oily liquid. No additional
solvent is necessary, so droplets of an oil in water emulsion of
lignocaine and prilocaine each have a concentration of 80%
of active drug compared with the 20% of conventional
formulations. The total concentration of local anaesthetic
remains low at 5%. The cream is applied under an occlusive
plastic dressing.

Lignocaine-prilocaine cream produces effective topical
dermal anaesthesia in both children and adults. In placebo
controlled studies it reduced significantly the pain of vene-
puncture or venous cannulation.3-7 A disadvantage is that the
cream must usually be applied for 60 minutes to be effective,'
though in children aged 1-5 years 30 minutes seems to be
sufficient.9 Topical anaesthesia persists for at least one hour
after removing the cream.
The advantages of avoiding painful needle punctures,

particularly in children, are selfevident. Not only is subjective
discomfort reduced but also the procedure is easier to carry
out. Routines in wards and operating rooms may usually be
easily arranged to accommodate the minimum application
time.
Few local adverse reactions have been reported, although

blanching of the skin'0 (which may persist after removing
the cream), erythema, and mild local oedema may occur.
Irritation and itching have not been a problem," 12 and no
delayed hypersensitivity or other allergic reactions have been
recorded.

Systemic absorption of lignocaine and prilocaine from this
formulation seems to be minimal when applied to intact
skin," but there are no data concerning use on mucous
membranes. Topical anaesthesia of mucous membranes may
be achieved with lignocaine-prilocaine cream after a few

minutes, but the formulation is not recommended for such
use until more information is available. There has been one
report of methaemoglobinaemia in a 12 week old infant who
had had extensive treatment with the cream on the skin over
several hours and had also been receiving trimethoprim
and sulphamethoxazole for over two months.'3 Prilocaine
and sulphonamides are known to cause the formation of
methaemoglobin and may in this case have had an additive
effect. Using the cream in older infants is not associated with
important increases in methaemoglobin concentration. 14

Lignocaine-prilocaine cream has been successfully used
before lumbar puncture in both adults'5 and children,'6 for
various dermatological procedures,'2 and before split skin
grafting.'7 Normally for these procedures infiltration with
local anaesthetic would be used but this is painful and may
obliterate anatomical landmarks, making the procedure more
difficult.
The availability of an effective transdermal preparation of

local anaesthetic means that other less obvious indications
may be explored. The exquisite hyperaesthesia that may
occur with postherpetic neuralgia is extremely difficult to
treat but may respond, albeit temporarily, to infiltration with
a local anaesthetic and corticosteroid. Trials of lignocaine-
prilocaine cream are currently under way for this condition,
and initial experience indicates that some patients may obtain
considerable benefit (C Glynn, unpublished data).
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