
combination chemotherapy as a proportion probably have
germ cell tumours and may be cured. ' "

The main task of doctors is to recognise what is treatable.
Germ cell tumours in men deserve a higher profile both with
the public and with doctors in all specialties. The maxim
"exclude lymphoma" should be supplemented by "Could this
be a germ cell tumour?"

G M MEAD
Consultant in Medical Oncology,
Royal South Hants Hospital,
Southampton S09 4PE
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Dissecting the NHS bonanza

It almost disappears

"£1 8 billion boost for health service" ran the headline to the
Department of Health's press release issued on the day of the
Chancellor's autumn statement. Such an increase for the
English NHS does on first examination look generous: it is an
increase of nearly 10% over this year's estimated expenditure
-even allowing for the costs of the nurses' pay awa-rds.
Breaking down the increase shows, however, that first
impressions may be deceptive. The table below shows how
the £1-8 billion (in fact rounded up from £1787m) has been
constituted.
Additional planned expenditure (£m) on the health service in Englandfor 1989-90

New cash Savings Total

Hospital and community services:
Cash increase 861
Cost improvement programmes 150
Income generation schemes 25
Superannuation savings 237

Total 861 412 1273

Family practitioner services:
Cash increase 280
Superannuation savings 40

Total 280 40 320

Central services and others:
Cash increase 194

Total 194 194

Total for NHS 1335 452 1787

The "new cash" column shows the literal cash increase in
NHS budgets. By the end of this financial year the hospital
and community health services in England are expected to
spend £12 640m. The planned spending next year is £13 SOim
-a "new cash" increase of£861m, 6-8% more than this year's
spending. Yet between 5% and 6% of this increase will be
consumed by inflation leaving a real increase of between 0 8%
and 1-8%.
The "savings" column details the government's estimates

of how much money will be available out of the planned
budget of £13 501m to be spent in other ways. In the case of
cost improvement programmes this includes using existing
resources more efficiently to release cash to develop services.

A substantial portion of the savings comes from super-
annuation savings, which are in a sense fortuitous. Actuarial
advice received by the government recommended a cut in
employers' pension contributions from 7 5% to 4 0%, and the
NHS has been allowed to keep these savings.
As in previous years it is savings like these that are crucial to

health authority finances. How crucial may be judged by
looking at the commitments next year on the cash increase of
£861m for the hospital and community services. Inflation
(estimated by the government at 5%) will require £632m;
money earmarked for the treatment and prevention of AIDS
will take £68m. Nurses' training will need £12m; central
government initiatives (like the waiting list initiative of
the past few years) will take some £30m; and correcting
health authorities over commitments on their income and
expenditure accounts (in a sense, a debt to be paid off) will
require about £100m. This leaves £19m, an increase of just
0- 15% on this year's spending.
The savings of £402m should boost this increase to 3 4%,

but not only may the savings have been overestimated but
also the financial commitments ofthe hospital and community
services may have been underestimated. The government's
estimate of savings from cost improvement programmes for
next year is the same as the target this year-£150m. But the
programmes are likely to fall short of their target by some
£34m this year and are likely to fall at least as short next year. '

Another problem is that the government may have ignored
the fact that inflation is higher in the health service than in the
general economy.' It has been predicted to be 6% rather than
5% next year, swallowing up another £216m.1 In addition,
underfunding this year and last because of failure to allow
for higher inflation rates will mean that the hospital and
community services will effectively start next year £89m
down. Taking these overestimates and underestimates
together leaves the hospital and community services with
£182m to develop services-real growth of 1-4%.

This is unlikely to be enough. The most recent estimates
from the hospital and community services suggest that a 3 6%
(£455m) increase will be needed next year to meet additional
demands from elderly people, finance medical advances, and
fund central government priorities for activities such as
renal services and community care.' In addition, previous
underfunding does not disappear at the start of each financial
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year: rather it cumulatively lowers the ability of the hospital
and community services to meet health care needs.2
On the capital side the hospital and community services are

to receive an extra £89m (11% extra), taking their provision to
£921m. The government estimates that land and other estate
sales will raise another £280m, bringing total capital spending
to just over £1-2 billion. As with revenue, money raised by
health authorities -in this case from the once and for all sale
ofland and buildings-makes the most important contribution
to financial growth. The supply of salable NHS land is,
however, strictly limited and will not provide an inexhaustible
supply of cash. Inflation at 6% would reduce the capital
allocation increase to about £300m, and yet the Public
Accounts Committee has estimated that some £2 billion is
needed just to bring existing hospitals up to standard.3

The family practitioner services will receive an increase of
£280m next year, 6-6% above this year's estimated spending.
Inflation at 6% will reduce this to a real increase of just £2-6m
(0 6%). Yet again it is savings in the form of reduced
superannuation contributions of £40m that recover the
budget. The resulting real increase of 1 6% is, however, the
lowest since 1981-2 apart from that in 1985-6.

JOHN APPLEBY
Economic Correspondent, BMJ
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Regular Review

Anticoagulants in venous thromboembolism

Guidelines for optimum treatment

Recommendations
Our own regimen for treating patients with venous
thromboembolic disease is to give heparin by intra-
venous infusion to maintain the kaolin cephalin clotting
time between 1 5 and 2 5 times the control values
according to table I. Heparin is normally continued for
five days. The kaolin cephalin clotting time is best
measured at the same time ofday because of the diurnal
variation.3 Warfarin is started on the third day with the
aim of maintaining an international normalised ratio
between 2-0 and 2 5. Once the predicted dose is given,
according to figure 1, the patient may be discharged
with regular follow up for the first month. Warfarin is
given for four weeks (or longer if there are persisting
risk factors). A patient with a single recurrence is
treated for three months, whereas those patients with
repeated thromboembolic episodes are considered for
longer treatment (sometimes life long).

Opinions differ widely on how best to use heparin and
warfarin to treat deep vein thrombosis and pulmonary
embolism. We aim here to give clear guidelines (see box and
table I), but the toxicity of these anticoagulants makes it
important to confirm the diagnosis of thromboembolism
objectively whenever possible.'2

Heparin
Because of its immediate action heparin is usually the

anticoagulant to be used first in venous thromboembolism. It
should be given as an intravenous infusion to maintain
the heparin activity-as measured by the activated partial
thromboplastin time or its equivalent (for example, the kaolin
cephalin clotting time)-at 1 5-2-5 times the control value.
This therapeutic range was initially based on animal work,
which showed that the clot was unlikely to extend if the

activated partial thromboplastin time was kept at above 1 5
times the control value.4 Studies in humans have supported
this view,56 and venous thrombosis may recur in patients
whose blood has been insufficiently anticoagulated with
heparin for as little as 24 hours early in the course of
treatment.6

Heparin was the commonest cause of drug related death
in one study of fit hospital patients.7 The incidence of
haemorrhage may be directly related to the intensity of
heparin anticoagulation: the incidence of haemorrhage is
increased eightfold if the activated partial thromboplastin
time is more than three times the control.8 Especially in the
early period of treatment the activated partial thromboplastin
time must be at least 1-5 times the control value to prevent
recurrence but less than 2 5 times the control to reduce the
risk of haemorrhage.
The ideal activated partial thromboplastin time is not

readily achieved: the blood ofmany patients was insufficiently
anticoagulated for a long time in one hospital audit.9 It is
difficult to estimate heparin requirements, but guidelines
derived from the non-linear dose-response relation may

TABLE I-General guidelines for a regimen ofanticoagulant treatment

Day Action

1-5 (inclusive) Check baseline KCCT and INR before treatment. Heparin
infusion: give loading dose of 5000 units followed by heparin
infusion of 1400 units/hour. Check KCCT after 4-6 hours of
infusion and daily thereafter, adjusting infusion rate to keep the
time 1 5-2 5 times the control

3 (5 pm) Induction dose of warfarin 10 mg
4 (9-10 am) Send blood for KCCT and INR

(5 pm) Warfarin as for day 4 INR*
5 (9-10 am) Send blood for KCCT and INR
(5 pm) Warfarin as for day 5 INR*

6(9-10 am) Send blood for day 6 INR. Suggested maintenance dose of
warfarin will depend on this result

(5 pm) Warfarin as for day 6 INR (this is projected maintenance dose)
7 onwards INR taken as usual and warfarin dose adjusted accordingly

KCCT= Kaolin cephalin clotting time.
INR= International normalised ratio.
*See table II.
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