
has provoked most interest among patients, giving rise to new
optimism. It does, however, present more challenges to the
clinician, who now has to decide which patients are medically
and psychologically suitable for transplantation. Donor
organs are limited and selection is therefore essential;
like all the changes that have led to increased survival of
these patients transplantation has appreciable financial
implications.36
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Conflict over drug policy in Australia

The need for change

In Australia the government, the doctors, and the pharma-
ceutical companies are at loggerheads over a plan to reduce the
rapidly rising cost of drugs to the health service. The
argument threatens the future of the pharmaceutical benefits
scheme in its present form.
The Pharmaceutical Benefits Act was introduced in Aust-

ralia in 1950 to provide a range of drugs without cost to
patients. In 1951 a wider range of drugs was made available
free of charge to pensioners. In 1960 the scheme was
expanded: the general and pensioner schemes were amalga-
mated, and almost the entire range of drugs in both schemes
were made available to the general public. People other than
pensioners were required to pay 50 cents for each prescription,
and since then there have been regular adjustments: the cost
now is $AI 1 to a general patient and $A2.50 for disadvantaged
patients. There is no charge to pensioners.
The scheme has served Australia well. Drugs are cheap by

standards in the developed world: the manufacturer's yearly
revenue for each inhabitant was $47 in Australia in 1987
compared with $73 in New Zealand, $68 in Britain, $105 in
Cap.ada, $116 in the United States, $149 in Italy, $174 in
France, and $177 in West Germany (all figures in Australian
dollars). Furthermore, in 1985-6 expenditure on drugs
represented only 7-8% of the total health care expenditure in
Australia, which is low by international standards (the range
is 7%-16% in Europe and North America and 30% in Japan);
in 1960-1 the figure was 23% in Australia. Total health
expenditure in Australia is 7 5% of gross domestic product,
which is in the mid to low range for developed countries. '

Despite the success of the scheme in containing costs the

government remains concerned about the current expendi-
ture on drugs and worries that new drug developments may
generate a rapid escalation in costs. These worries stem from
the cost to the scheme of drugs such as angiotensin converting
enzyme inhibitors and diltiazem and the potential high costs
of new drugs such as tissue plasminogen activator and
simvastatin. The underlying rate of increase in costs in 1983-8
was 14%, but in 1986-7 it rose to 19-8% and in 1987-8 to
27-5%. The total cost in 1986-7 was $A715m and in 1987-8,
$A91 Im.
At the end of last year in response to requests from the

pharmaceutical industry for fairer prices the government
announced a series ofproposals: to replace the pharmaceutical
benefits pricing bureau with an independent authority that
was to take into account the extent of an individual company's
Australian pharmaceutical activity when setting or making
recommendations on prices and to provide for extensions to
patent life on drugs for human use. It also announced two
measures intended to offset the additional cost ofapplying the
new pricing guidelines. The first was to reintroduce a generic
pricing policy so that a maximum differential of 20 cents
would apply between alternative brands of the same drug; the
second was to reduce the wholesalers' margin from 15% to
10% of the price chemists pay for drugs.
During 1988, in a further attempt to control drug expendi-

ture, the government introduced an authority system for
53 expensive drugs; this was largely an attempt to control
the cost of angiotensin converting enzyme inhibitors. The
authority system was originally designed to alert doctors to
adverse drug effects, and the fear that it would now be used to
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interfere with prescribing alarmed the Australian Medical
Association. The association argued that the new proposal did
not deal with the government's real problems-the -rapid
escalation of the cost of free prescriptions for pensioners
and the specially subsidised prescriptions for disadvantaged
patients. Together these represent almost three quarters of
total costs.
As most of these 53 items were not expensive items the

move was seen as misguided, and in partial recognition of this
the government has already removed 32 items from the new
authority list.
The proposals promote unnecessary conflict with doctors.

For example, at one point the government proposed that if an
authority was shown to be inappropriate it would recoup the
costs of the prescription from the doctor. Moreover, the
present publicity has probably exaggerated the value of
angiotensin converting enzyme inhibitors and may increase
their use and costs long term.

Doctors respond well to the authority system when it is
used to avoid adverse drug effects but poorly when it is used to
control costs. After a small hiccup they will probably continue
their present prescribing practices by increasing the number
of authority requests. Moreover, when frustrated by the
authority system they will probably turn to the next most
expensive alternatives with little eventual savings. If they
need to use two ofthese drugs to achieve the same effect it may
even represent an increased cost to the scheme and no benefit
to the patient.
The concerns of the pharmaceutical industry about the

implementation of generic pricing have also led to confronta-
tion. Some manufacturers have refused price cuts so that 11
commonly used drugs including glibenclamide, propranolol,
and frusemide will be replaced in the scheme by generic
drugs. Yet the local generic companies may not be able to
maintain adequate supplies; in addition, many patients will be
confused by the different product names during the change-
over. Another concern arising from the disagreement with the
manufacturers is that some manufacturers may not request
listing ofimportant new drugs while they remain under patent

and charge considerably higher prices for them outside the
scheme.

This change in policy may thus destroy the scheme which
has been a crucial part of health care in Australia, in that it
provides the best drugs at an affordable price to everyone.
The government, the doctors, and the industry must all
recognise that each has legitimate concerns and that the
community needs them to work together. The government
needs to recognise that doctors have played an important part
in the success of the drug scheme; that the alternatives to drug
care are very expensive; that new drugs have the potential to
reduce substantially the costs of medical treatment, reduce
investigations, and prevent illness; and that more teaching
in therapeutics for undergraduates and prescribing doctors
is needed. At the same time industry and the Australian
Medical Association must recognise that the government
needs support in implementing politically unpopular
measures to contain costs.
One approach to preserve the present system would be to

maintain the current charges for the existing list of drugs and
introduce an additional charge for new drugs. This would
identify the cost of a new treatment to the patient and the
doctor. For the scheme to be successful the community needs
to be aware that the new drugs are expensive and that the extra
cost will be subsidised-but at a premium. This message will
have considerably more impact if it has the support ofboth the
government and the Australian Medical Association.
The alternative is to restrict the prescribing of new drugs,

which, inevitably, will lead to a two tier system in which
disadvantaged patients are denied access to the best care -this
is not acceptable.
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Hip fractures in the elderly: beyond the metalwork

Cooperation between orthopaedic surgeons and geriatricians should pay off

Proximal femoral fracture is becoming commoner because its
age specific incidence is rising in the growing numbers of
the very old.' 2 Orthopaedic units, already experiencing
difficulties in caring for their elderly patients who have been
injured, may expect to admit a lot more over the next few
decades, many of them even older and frailer.3 Such patients
will stay longer and are more likely to require continuing
care.4 Already elective orthopaedic services are under threat
because of pressure on beds from patients who have been
injured,5 and there is much worse to come. A large Australian
study predicts an 83% increase in bed occupancy due to
proximal femoral fracture between 1986 and 2011.3

Early surgical intervention by means of internal fixation or
arthroplasty is of proved value. But the wide variety of
available devices-more than 100 are on the market-
suggests that limits unrelated to mere metalwork are now
being encountered. "The fixations are fine," an exasperated
orthopaedic surgeon remarks. "It's the bone that's the
problem." Other problems that frustrate a good outcome
from technically competent orthopaedic surgery for proximal

femoral fracture in the elderly include poor mental state,
coexistent non-surgical illness, disuse changes related to
previous immobility, and social circumstances that were
precarious even before the injury.

So there is more to this than orthopaedic surgery. Michael
Devas, who with his geriatrician colleague R E Irvine, did so
much in Hastings to pioneer the combined geriatric and
orthopaedic approach, asserted that the operation is only
an incident in rehabilitating the elderly patient with an
orthopaedic problem. Since then several other schemes of
combined care have been described,6-8 but without rigorous
prospective assessment their value has been questioned.9
Two randomised trials of rehabilitation after proximal

femoral fracture have recently been published. Gilchrist et al
compared the performance of an orthopaedic geriatric
unit with a traditional consultation service for patients in
orthopaedic beds.'0 Using no additional resources, they
succeeded in recognising and treating more medical problems
but failed to show any significant impact on mortality, length
of stay, or eventual placement. Kennie et al reported more
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