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One group is likely to benefit especially from the proposed
changes in the National Health Service: economists. As more
emphasis is placed on market transactions so the demand for
economic analysis will grow. The age of "econocrats" is about
to begin.' Hence the importance of looking critically at the
discipline and its claim to use rational techniques ofanalysis to
resolve the complex problems ofdecision making in the NHS.
In this, a study produced by a group of sociologists in York2-
ironically also the home of health economics in Britain-
provides a useful starting point.
Ashmore, Mulkay, and Pinch examine not only the role of

health economists in the NHS but also some of the techniques
used. In terms of the social sciences-where economists see
themselves as representing a "hard" scientific discipline as
against "soft" messy disciplines such as sociology or social
policy-this is like the sheep turning on the sheep dog. But in
the event the herbivores manage to score well off the
carnivores, even ifthey do not quite drive them from the field.
In the process they underline the importance of everyone
concerned in NHS policy making gaining an understanding of
just how economists work in order to be able to test their
claims. How credible, in short, is their assertion that they
represent scientific rationality in a world dominated by the
prejudices of doctors and politicians, where decisions reflect
the power of the participants rather than the force of reason?

In practice, the ability of economics to resolve disputes by
analysis is limited. This is well illustrated by the York
sociologists in their chapter dissecting the attempt, led
by their colleague Professor Alan Williams, to develop a
technical tool for determining priorities among different
claims on resources. This is the concept of the quality
adjusted life year (QALY). The QALY approach purports to
answer the question of where the NHS should put its money
by evaluating on a common denominator different procedures
or interventions. This is done by establishing the valuation of
the consequential state of the patient- taking into account
both disability and distress-on a scale from 0 to 1. The worse
the quality of life the lower the rating. This valuation is then
applied to the predicted life expectancy after the procedure or
intervention to yield a QALY score. If, for example, patients
are likely to live for 10 years in perfect health after operation A
they notch up 10 QALYs; if, however, they are likely to live
for 20 years after procedure B but at a quality of life rated at
only 0-2 they notch up 4 QALYs. But the calculations do not
stop there-the underlying assumption is that an efficient
health care activity is one in which the cost for each QALY is

as low as possible.3 Hence the final stage in the process is to
reckon the cost of producing each QALY. If operation A is
expensive-say, £20 000-then each QALY gained costs
£2000. If procedure B is cheaper-say, £1000-then each
QALY gained costs £250. So in this entirely imaginary
example the NHS decision maker would, if following the
efficiency maximising principle, give priority for resources to
procedure B.
There are problems in making such calculations. The first

is how to establish the valuation of different states of health or
conditions after medical intervention. Constructing such
indices is now an academic industry,4 and various products
are on offer. What they have in common is that the ratings are
elicited with survey instruments, which rather than tapping
the spontaneous judgments of respondents force them,
as the York sociologists point out, to fit their views to the
"abstract and artificial" categories of whoever designed the
questionnaire. This method questionably assumes "that the
numbers assigned by respondents have some real meaning
for them in ordinary situations and that these numbers
express quantifications that are already implicit in individual
respondents' scales of preference." Further, the whole
exercise presumes that such valuations are stable over time
and that they would not change in a different context.

Another fundamental problem with QALYs is that
information about outcome is often inadequate. We simply
may not know enough about life expectancy (let alone about
the quality of life) after many procedures or interventions,
particularly new ones. The point is illustrated by the report on
a joint project between the University of York and the North
Western Regional Health Authority, which used the QALY
technique "to provide a new criterion for use in determining
resource allocation. "I This examined treatment in end stage
renal failure, replacing an arm joint, the use of ceftazidime in
the treatment of cystic fibrosis, and the surgical treatment of
scoliosis. In all four cases adequate data about expected
life expectancy or quality of life were lacking. In all four
cases, therefore, some bold assumptions had to be made.
Nevertheless the report concluded, with surprising precision,
that the cost for each QALY was £194 for an operation to
correct scoliosis in neuromuscular illness, £592 for a shoulder
joint replacement lasting for 10 years, and £1412 for a kidney
transplant lasting for 10 years.
The problems of using QALYs in decision making do not

stop with the credibility of the processes for generating such
figures. Can interventions that prevent death be measured on
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the same scale as those that improve the quality of life?
Furthermore, is it possible-or, indeed, useful-to apply
QALY ratings derived from data on groups to individual
patients? There is obviously variation within groups: as the
report comparing the four treatments concedes, "the number
ofQALYs gained can vary considerably on the characteristics
of the patients undergoing the treatment." It follows that any
health authority that diverted resources from one activity to
another on the grounds that it bought more QALYs might
well thereby prevent individual doctors from operating in
cases with a higher yield than those in the favoured group. No
wonder that one critic of the QALY approach has concluded
that the exercise is "dependent on a wide range ofassumptions
for which little or no evidence is provided."6

Using QALYs to illustrate the limitations of economics in
health care is perhaps unfair because the technique is new.
Even Professor Williams, in his reply to the York sociologists
in the book, concedes that there are methological difficulties
and that much work remains to be done to develop the
technique. He argues, however, that its use is justified by the
lack of alternative tools of analysis: better to use a flawed
technique that gives visibility to the criteria being used than
to muddle through. But if the QALY approach were a
new medical technology economists would probably be
demanding stringent assessment before it was used in the
NHS. And the York sociologists show that economic analysis
is generally much messier in practice than it purports to be in
theory.

This is not to decry health economics, and the York

sociologists do not aim at a demolition job. Rather they show
that economics, like other disciplines that claim to be
scientific, is much less tidy than the textbooks imply; that
science is a process of argument rather than revelation.
Within the NHS economics has introduced conceptual tools
and forced everyone to think in terms ofopportunity costs and
the relation between inputs and outcomes. Economists
should, however, have only a supporting role-Rosencrantz,
not Hamlet. There are many kinds of rationality, ofwhich the
economic variety is only one. The challenge for the 1990s is to
ensure that the framework of decision making in the NHS
allows dialogue among these various kinds of rationality.
Ironically, it has been argued that the best model of public
policy making is provided not by economics but by medicine.7
The process should be based on experiential knowledge;
cautious experimentation; and incremental decisions,
informed but not dictated by science.
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Ignorance about listeria

Rational advice on control must await better evidence

The recent report from the House ofCommons social services
committee on listeria and food poisoning received far more
press attention than most of the committee's reports.' Listeria
is the "bug of the moment," and reports in both the press and
the BMJ2 concentrated on the statement that the Department
of Health had been slow to warn pregnant women of the
dangers of listeria. Much was made of the department having
asked the Royal College of Obstetricians and Gynaecologists
to alert its members to the hazards of listeria in 1987. The
committee did criticise the department for giving information
on food safety in "dribs and drabs," but it also acknowledged
the dilemmas inherent in giving guidance to the public. Few
of the press reports mentioned these dilemmas. In the United
States the authorities generally present the information and
let the public make up its own mind, whereas in Britain the
tradition is to give guidance. It might be that the British
authorities would do better to follow the American practice.
But whatever the problems of giving guidance to the public,
the chief medical officer's letter on listeriosis sent to all
doctors on 16 February this year was timely, clear, and useful.
The Social Services Committee acknowledged the upward

trend in food poisoning in Britain and learnt of the substantial
underreporting of this condition.' Not all affected patients go
to their doctor, and specimens offaeces, the most inconvenient
of samples to collect, are not always submitted for investiga-
tion. Notification by doctors of food poisoning, although
statutory, is far from complete. Confidential reporting to the
Public Health Laboratory Service Communicable Disease
Surveillance Centre is voluntary and is more conscientiously

performed by laboratories that are part of the service- they
produce half of the reports but account for ony 15% of micro-
biological laboratories in England and Wales.3 Privatising
laboratories would be unlikely to improve matters. Thus,
although available figures probably reflect trends adequately,
the size of the problem is still a matter for speculation. If
public awareness encourages more patients with diarrhoea
and vomiting to see their doctor there must also be a greater
willingness by doctors to investigate and notify infection and
by laboratories to report positive results to the Communicable
Disease Surveillance Centre.
The report recommended that the government should take

the lead on food safety and ensure that its policies are
coordinated.' The Committee on the Microbiological Safety
ofFood chaired by Sir Mark Richmond will undoubtedly play
a key part in advising the government in many ways,
particularly in preparing the proposed food bill. Some
developments, such as the recent change in legislation to
permit some irradiation of food, are already occurring.
Conflicts may, however, arise between green interests and
perceived consumer demand. How, for example, do we
reconcile the requirement for food with a long shelf or
refrigerator life with the request from some members of the
public to reduce food preservatives? Such questions must be
resolved by the government and its health advisers, the food
industry, equipment manufacturers, and consumer repre-
sentatives if we are to move beyond our current diet of food
scares in the media.

Listeriosis is difficult to study because the disease is rare,
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