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Immediately after publication of the white paper Working for
Patients' the Secretary of State for Health, Mr Kenneth
Clarke, began telling people that the British Medical Associa-
tion opposed it "and it had never been in favour of any
change for as long as he could remember." He and his
ministers have repeated these claims at every opportunity
since then, ignoring the realities of medical history. In fact it
has taken the BMA's thorough democratic process almost
four months to come up with its formal response to the white
paper, which was given final approval on 17 May at a special
representative meeting (p 1455).
That response was by no means negative. Indeed, the

representative meeting endorsed the white paper's aims:

* That the needs of patients should be paramount
* That the NHS should continue to be available to all,
regardless of income, and be financed mainly out of general
taxation
* That patient choice should be extended
* That those who provide the services should be responsible
for day to day decisions about operational matters
* That health authorities should ensure that the health needs
of their populations are met, that there are effective services
for preventing and controlling disease and promoting health,
and that there is access to a comprehensive range of high
quality services that give value for money.
The BMA does not, however, believe that these aims will be

achieved by the government's proposals. The central issue
remains the financing of health care. Speaker after speaker at
the meeting recalled that the government's review had been
the Prime Minister's response to massive public disquiet
about the chronic underfunding of the NHS. A rash of bed
closures and hospital cutbacks in 1987 had coincided with a
surge of discontent among nurses to produce real alarm about
the future of the hospital service. Yet the white paper says
nothing about funding; all the debate about hospitals opting
out and cash limits for general practitioners was seen at the
meeting as a smoke screen to divert public attention from the
need for expenditure on health care in Britain to come into
line with that in other European countries. The gap was
quantified earlier this month when the National Association
of Health Authorities estimated the cumulative underfunding
of the NHS at £3000m-or around L15m for every single
health district.2
The four months since the white paper was first leaked to

journalists have given doctors time to think, and the longer
they have thought the less convinced they have become by its
arguments. In the past 50 years every developed country has
worked out its own system of health care. Some systems, as in
Scandinavia, are financed from general taxation with the
doctors as state or local authority employees; others have
various combinations of health insurance, hospitals owned by
non-profit corporations or private institutions, doctors as
independent contractors or on salaries, and so on. But has the
government chosen to model its reforms on one or more of
these systems-most of which achieve quite good results but
take more of each nation's gross national product than does
the NHS in Britain?
No. Instead it has used the advice of theoreticians to

construct a new design that seems to be unique. The internal
market model, financed from taxation-with some (but not
all) hospitals allowed to be self governing and larger general
practices given their own budgets-has not been tried any-
where. This novelty accounts for the embarrassed silence of
civil servants at the Department of Health when asked to
explain the details. They do not know because nobody knows;
the system has yet to be fleshed out. And when it is tried, it
may work or it may not.

This uncertainty was the basis of the second great wave of
indignation at the special representative meeting. Doctors are
accustomed nowadays to having medical innovations assessed
first in pilot studies and then in large scale clinical trials. So
how could ministers assert that the new service would be
introduced without any pilot studies or prior evaluation-
without even waiting for the results of the six pilot studies of
resource management initiative?3 The arrogance of this
assumption in the white paper was breathtaking; and as the
emptiness of the subsequent working papers on the NHS
review became apparent this arrogance seemed even less
acceptable.

So the meeting spent a lot of time asserting the near
unanimity of doctors (and the other health professions) that
the white paper proposals will not do, warning that doctors
would not cooperate in their introduction unless the Secretary
of State was willing to discuss all of the issues properly.
Certainly there are elements that doctors support-more use
of clinical audit (in a clinical setting), the identification and
disciplining of doctors who do not fulfil their contracts, and
greater medical participation in management, for example.
But the mass of doctors remains unconvinced of the need for
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any sudden, radical reform; sustained evolution seems a
surer, more predictable way forward. And several speakers
pointed to the paradoxical contrast between Mr Clarke's gung
ho approach and the standard teaching on the way competent
management should introduce change- by involving the
workforce in the analysis of the defects and in the planning of
change and by piloting new proposals before introducing
them full scale.

In effect, doctors are telling the government that its
treatment will not work for the most basic of reasons in
medicine -the diagnosis is wrong. The government says that
it believes that the problems of the NHS are due to the
absence of competition and that the solution will come from
rearranging matters so that market forces can operate, when
efficiency will be so improved that all will be well. This
analysis is based on political convictions and cost saving
considerations rather than on any solid evidence.
The BMA's diagnosis-in line with the Joint Consultants

Committee, the Royal College of Nursing, the House of
Commons social services committee, and virtually every
informed medical institution-is that the system is simply
underfunded. Of course efficiency could be further improved
in any organisation of the size of the NHS, and some changes
are needed-especially in finding ways for money to follow
patients so that hospitals that improve their productivity
benefit from their efforts. And one real gain from current
attempts to quantify and cost medical services should be a
realistic assessment of how much more is needed to fund a
comprehensive, competent system. Probably the answer will

be not very different from the 8% of gross national product
that is the current medical guesstimate.
Mr Clarke's immediate response to the BMA's call for

negotiations on the principles ofthe white paper was to ask the
BMA for its plans. This is a challenge that doctors should
accept. In fact the BMA has already made, in concert with
nurses and managers, a cogent case for more funding.4 Even
so, there does seem a growing consensus among the NHS
health professions that the NHS needs in addition a sort of bill
of rights, perhaps along the lines ofthe manifesto produced by
the Birmingham Consultants for the Rescue of the NHS
(p 1411).
At least six months must now elapse before parliament

could begin to debate any of the primary legislation required
for the white paper to become law. In that period the BMA
hopes by talking to persuade the government to change its
approach. It should, we believe, also lead a campaign setting
out a specific alternative programme for the future of the
NHS-one that can be supported by a broad consensus of
doctors, nurses, and managers.

TONY SMITH

Deputy editor, BMJ
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. . . Sends the GPs' contract out for consultation

LMC conference will decide on "commended" contract package

General practitioners now have to decide whether to approve
their revised contract or reject it. Do the improvements
achieved by Dr Michael Wilson and the negotiators from the
General Medical Services Committee outweigh those changes
on which the Secretary of State has not budged? The
improvements include more realistic criteria for availability
and for the basic practice allowance, the preservation of the
seniority allowance, a relaxation in the conditions for differen-
tial night visit fees, the removal of rural practice funding from
the contract discussions, and more sensible targets for
immunisation and cervical cytology screening. Among Mr
Kenneth Clarke's sticking points are his extension ofcapitation
based payments, a financial penalty on the use of deputising
services at night, the loss ofgroup practice allowances, and an
insistence on targets for preventive activities. The paper now
being sent to all general practitioners by theGMSC gives them
an opportunity to assess the reviewed contract package (20
May, p 1387).

In a foreword to that paper Dr Wilson, chairman of the
GMSC, gave one reason why the negotiators commended this
package: "We firmly believe the choice is between the
implementation of an agreed package or the imposition of
contractual changes unilaterally by the Secetary of State."
That is a stark choice and some speakers at what may be one of
the most important meetings of the General Medical Services
Committee (p 1457) since the 1966 Family Doctors Charter
agreement would have preferred an imposed contract rather
than the package commended by Dr Wilson and the GMSC
negotiators. Those speakers came from local medical com-
mittees which had reacted briskly to the announcement on

4 May of that commended agreement; they were convinced
that the negotiators had thrown away a strong bargaining
position built on the profession's near unanimous opposition to
the new contract announced in February by Kenneth Clarke. I

Understandably, the chairman of the GMSC rejected such
accusations but admitted that the agreed proposals were not
the list that he or the committee would have chosen. On the
other hand, nor were they the list that the Secretary of State
would have selected. They were, as is inevitable in negotia-
tions, a compromise, and in a persuasive performance during
a five hour debate in the GMSC on 18 May Dr Wilson left
none of his audience in doubt that he saw the package as a
considerable practical advance on Kenneth Clarke's original
contract proposals.
The intense opposition among doctors to increasing the

proportion of remuneration from capitation fees has been
based on fear of a return to the head hunting of precharter
practice. But as Dr Wilson pointed out the proportion of
income from capitation fees would be 55% (not 60%, which
includes capitation based income), a figure that is almost
identical with the figure in 1967, when the Family Doctor
Charter was introduced. Furthermore, until the review body
prices the new contract in April 1990 precise comparisons are
difficult.

Negotiators are in an unenviable position when having to
decide during the heat of negotiations whether the end of the
road has been reached. The GMSC's experienced team were
convinced on 4 May that the concessions obtained were as
much as they were going to squeeze out of a government that
has a massive parliamentary majority and a determination to
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