
BMJ

NHS: a time to choose

Either health insurance or higher taxes

Twelve months ago in a new year message the BMJ described
the NHS as in terminal decline, warning that urgent action
was needed to prevent its disintegration.' The government
responded to widespread public disquiet by announcing its
own internal inquiry (which has yet to report). It has also
given a substantial pay rise to nurses- but managed to
antagonise many ofthem by imposing bureaucratic rigidity on
their regrading programme. And this autumn the government
gave the public the impression that it was restoring the
finances of the NHS by a massive extra payment of
£1 8 billion.2
These actions have allayed much of the public anxiety, but

they have done nothing to tackle the underlying problems.
There is no sign of any political will to face the central issue-
that no nation with a low tax philosophy can fund its health
services adequately from taxation. We live in an era of
managed information, but the public cannot for ever go on
believing that the problems of the NHS can be solved by
efficiency savings, ingenious accounting schemes, and
tougher controls on doctors. Any objective outside observer
would have to conclude that the future of the NHS is just as
uncertain as it was this time last year. A health expert arriving
in Britain for the first time and looking at the hospital and
community services would find:
* One quarter of health authorities in England planning
reductions in services so that they can stay within cash
limited budgets. That means more bed closures, cuts in staff
numbers, and recruitment freezes'
* Waiting lists as long as ever, with 678 800 waiting for
inpatient treatment in England at 31 March 1988. Of that total
a quarter had been waiting for over one year4
* Hospitals in a sorry state of disrepair; around £2000m
needs to be spent on essential maintenance and construction
to restore existing buildings to an adequate standard,s though
the latest payment from the Chancellor included an extra
£89m. But even if repaired Britain would still have the oldest
hospitals in western Europe
* Academic medicine contracting, having been forced to
reduce its numbers of clinical staff from 2165 in 1979 to 1728
in 1985-around 20% in five years6
* Finally, staff morale low and unlikely to improve. Nurses'
and midwives' discontents are regularly seen on television and
in the press; but hospital doctors, too, are depressed.
Surgeons are told to restrict their elective surgery; physicians
are told not to admit patients for investigation; junior staff say
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that they regret their choice of medicine as a career7; and
senior hospital staff are opting for early retirement (and a
retreat into private practice).

Behind this catalogue of gloom lies the Micawber equation.
Dickens's character knew that contentment depended on
matching expenditure and income, and the NHS has not had
quite enough money for the past decade. The all party House
ofCommons Social Services Committee put the underfunding
of the hospital and community services between 1980 and
1987 at around £2000m-some £IOm for each health district.
The recent much publicised £1800m from the Treasury cut
that deficit by no more than £19m; in other words, it allowed a
contracted service to mark time.2
The public is now familiar with comparisons of spending on

health showipg that Britain spends much less than its
European neighbours. We are still waiting for the govern-
ment's own proposals, but "informed sources" suggest that
some of the more wideranging options have been discarded.
Talk of money following patients, of variations on the theme
ofthe internal market, and of general practitioners controlling
budgets serves merely to give an impression of reform.
Certainly there is a strong case for changing the accounting
systems in the NHS so that hospitals and units which work
efficiently earn the rewards of their own efficiency. But
without substantially more resources health authorities
will increasingly resemble the Chinese washerwomen of
Limehouse who tried to survive by taking in each other's
washing.
We believe that a radical solution is needed. The govern-

ment claims credit for having reduced public expenditure to
the lowest level for 40 years and seems unlikely to pursue
policies that would lead to any substantial rise in public
spending. In the words of the Financial Times: "The govern-
ment, quite understandably, wishes to control the share of
national income that flows through the public sector. At the
same time, it has been unable to jettison its responsibility for
determining the level of spending on a number of essential
services [such as health] the key characteristics of which are
that demand for them rises more rapidly than income, while
costs rise more rapidly than those in the economy as a whole."8
Yet this philosophy will inevitably starve the NHS of money.

Given that the government's overall economic policy
has electoral support-with even the opposition parties
recognising a shift in national attitudes-what sort of health
system would be best compatible with it? In health care as in
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most aspects of sociopolitical organisation other countries
provide a vast range ofmodels from which to choose. Looking
around the Western world, we see three broad systems.

Firstly, in the Scandinavian model a society pays high taxes
(marginal rates of income tax at 70% or more) and uses those
taxes to finance a health system that makes small charges or no
charges to patients. In the Scandinavian countries all patients
from all social classes are treated in the same hospitals; the
standard of care is high; and the health indices such as infant
mortality reflect this.

Secondly, in the Franco-German model a society pays
lower taxes, has wider differences in income between the rich
and the poor, and state expenditure on health is low (less than
20% of the total). Medical expenses are funded by insurance
schemes (monitored and regulated by the state) to which all
workers and their employers contribute on a sliding scale
based on a percentage of earnings. And the state pays the
premiums of the unemployed, the long term sick, etc, so
that-as in Scandinavia-the whole population has equal
access to a single system of medical care. Standards of care are
high (at times extravagant); the health professions are well
paid; and again health indices such as infant mortality are
better than or equal to those in Britain.9
The third model is at its most dramatic in the United States,

where taxes are low, state expenditure on health care is
low, but the healthinsurance schemes are independent of
the state. The result is that growing numbers of the poor and
unemployed are not insured and insurance does not cover
even the middle classes against all possible contingencies. 10

Serious, chronic illness can still bankrupt a family in the
richest country in the world. And health indices show wide
contrasts across social classes and between ethnic groups.
The first two systems are, we believe, equally acceptable

to patients and the health professions; the insurance based
model is more expensive to operate (because of the bureau-
cracy needed to collect premiums and make payments) but
both provide cover for all types of illness for the whole
population. Our anxiety is that Britain may be slipping
towards the third, least satisfactory model as seen in the
United States.

If the British want to keep their NHS unchanged but
adequately financed-the choice preferred by the BMA-
they will have to pay higher taxes to sustain it. There is some
evidence from opinion polls that the electorate would be
willing to do this-but little evidence that the government is
willing to go down this road. Yet the harsh fact remains: we
can't expect to finance a Scandinavian model of health (or for
that matter education") on rates of taxation seen in Germany
or Switzerland. If we want a low tax economy and civilised
standards of health care I believe that we must have an
insurance based health system. Otherwise the sums don't add
up. That is the choice that the government should be facing.

TONY SMITH
Deputy Editor, BMJ
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Postoperative diabetes insipidus
Correct interpretation ofwater balance and electrolyte data essential

As more and more patients are having pituitary and suprasellar
surgery the management of postoperative pituitary dys-
function is becoming a common problem for physicians and
neurosurgeons. Deficiencies of anterior pituitary hormones
are usually well recognised, and most patients are screened
before and after operation. Dysfunction of the posterior
pituitary, however, is more difficult to predict and to diagnose
immediately after operation as the abnormalities are often
complex.

Cranial diabetes insipidus occurs when the release of
antidiuretic hormone in response to osmotic stimulation is
inadequate'; this may follow damage to the hypothalamus,
pituitary stalk, or posterior pituitary. Lesions of the proximal
pituitary stalk or of the hypothalamus cause a considerable
degeneration ofthe neurones producing antidiuretic hormone,
with a high risk of permanent cranial diabetes insipidus.26
Neurosurgery and head trauma are the commonest causes
of cranial diabetes insipidus,78 which is a complication of
up to three quarters of suprasellar operations for cranio-
pharyngioma in childhood.9"- The incidence of this com-
plication is lower in adults, as it is after surgery to the
pituitary itself, occurring after 10-20% of transsphenoidal
operations.27 12 Cranial diabetes insipidus is likely to be
associated with posteriorly sited pituitary lesions or those with
suprasellar extension but not with any particular type of
pituitary tumour. 12
The onset of postoperative cranial diabetes insipidus is

usually within 24 hours after surgery,7 13 a very early onset
often being associated with major hypothalamic damage and
an increased mortality." When surgery has been confined to
the pituitary fossa cranial diabetes insipidus is usually
transient, gradually resolving over two to five days. Less
commonly, cranial diabetes insipidus is prolonged or even
permanent, a pattern typically seen after damage to the
proximal stalk of the pituitary or after suprasellar operations.
Least frequent, but most important to recognise, is a triple
response2 7: initial cranial diabetes insipidus, followed after
four to eight days by a transient remission lasting one to 14
days5771 and eventually by a recurrence, which is often
permanent. The remission is due to the non-specific release of
antidiuretic hormone from degenerating posterior pituitary
tissue,'4 '5 which may cause the syndrome of inappropriate
antidiuretic hormone secretion,2 even after surgery confined
to the pituitary fossa. 16

Polyuria is common after neurosurgery, but only a minority
of patients have cranial diabetes insipidus. 12 Measurement of
the urinary flow rate alone is insufficient for diagnosis as
postoperative diuresis is most commonly due to the delayed
excretion of fluid given during the operative period,'2 to
corticosteroid induced hyperglycaemia, or to mannitol given
therapeutically. The diagnosis of acute postoperative cranial
diabetes insipidus depends on showing the presence of
hypotonic (<300 mosmol/kg) polyuria (>2 ml/kg/hour)
together with an increased plasma osmolality (>300 mosmol/
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