
claimed that one in seven women aged under 25 had lost her
virginity before leaving school, while one in eight men had
had sexual experiences before the age of 16.9 In contrast, three
quarters ofwomen now aged over 44 had not yet had their first
sexual experience at 20.9

Societies have adopted three approaches to the unfortunate
consequences of adolescent sexuality. Hindu and Moslem
societies have advocated earlier marriage. In India 70% of
15-19 year olds are married, in Pakistan 73%, and in Egypt
31%, but in Europe only 7% are married.'0 In Western
societies early teenage marriages tend to end in divorce.
The second approach is to encourage abstinence. Japan and

China take this approach, as do some African nations that
punish adolescent, unmarried offenders (though usually only
the girl)." In Britain, though it is illegal to have intercourse
with a girl aged under 16, prosecution is rare, and few voices
outside organised religion speak out strongly for abstinence in
the early adolescent years.
Western societies have generally chosen the third approach:

sex education, contraception, and abortion. In 1985 an
international comparison showed pregnancy rates per 10 000
among 15-19 year olds of 96 in the United States, 45 in
England and Wales, 44 in Canada, 43 in France, 35 in
Sweden, and 14 in The Netherlands, and concluded that
a high teenage pregnancy rate was not an inevitable accom-
paniment of liberal attitudes towards sex (Report for the Allen
Guttmaker Institute No 190760). Both this study and a recent
British report'2 point to the fact that it is the type of sex
education that matters. If young people can discuss their
sexual drives both at home and at school they are more likely
to accept their own sexuality and take early advice on family
planning. The British study interviewed pregnant teenagers
and concluded that more sex education was needed to reduce
the rate of teenage pregnancies and that it should be targeted
at 12 and 13 year olds and those in social classes IV and V.'2

Yet sexual activity should not be looked at in isolation from
other risk taking activities by teenagers. In one study sexually
active teenagers rated higher in an index of substance abuse
than virgins, and those who rated highly were also more likely
to be behind in their schooling. '" Peer pressure not countered
by the attitudes (and behaviour) of parents and teachers
results in teenagers indulging further in potentially harmful
behaviour such as smoking, alcohol and drug abuse, and
playing truant.

One in three children will see their parents divorce before
they are 16, and others will experience physical, sexual, or
emotional abuse. Children who experience little affection at
home may search for it through sexual contact or conceiving a
baby. From this perspective solutions lie in seeking methods
of supporting families so that they can discourage adolescents
from indulging in damaging risk taking activities. By
employing counsellors in their practices general practitioners
could do much to help patients with marital difficulties. We
could also do more to build relationships with teenage
patients, possibly by including them in paediatric surveillance,
and provide accessible advice on a whole range of subjects that
bother the young, including sex education and contraception.
Government plans for the NHS do little for the adolescent;
indeed they are likely to promote the closure of family
planning clinics. As a profession we should campaign to keep
these clinics open and for better and earlier sex education and
emphasise the emotional aspect of relationships and the
desirability of sometimes saying "no." Unless we do, the
consequences of adolescent sexuality will continue to blight
the lives of increasing numbers of young teenagers and their
offspring.
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General practice fundholders

NHS planning priorities will be distorted

Most doctors remain unconvinced that the purchaser provider
concept -the philosophical core of the government's reform
of the NHS -will improve cost effectiveness or provide better
standards. They see it as complicating the provision of health
care with no proof of any benefit. Most criticism has focused
on the contracts to be introduced in the hospital sector and on
the development of selfgoverning hospitals. The introduction
of budgets for general practitioners has attracted less public
attention, yet this innovation seems likely to harm the
NHS by distorting priorities and undermining planning.
The main economic decisions in the health service concern
the allocation of resources, and nothing in the NHS and
Community Care Bill suggests that the government is prepared
to rectify their overall scarcity. Painful decisions on resource
allocation will have to be taken by clinicians and managers;

these will be made more difficult by the unpredictable impact
of general practice fundholders on the service.
The priorities in the NHS continue broadly to reflect those

set out in consultative documents in the late 1970s,' 2 which
identified priority groups at whom resources would be
targeted-including the mentally ill and handicapped, the
elderly, and the physically disabled. Expansion in services for
these groups was to be achieved at the expense of general and
acute hospital services, whose rate of growth would be
reduced to nearly one third of its historic level. The detailed
guidance covered only three years and was later watered
down, but the broad framework was reiterated in the 1981
policy document Care in Action.3 The impact of these
priorities on the general and acute hospital services has been
to reduce their average rate of growth to below 0-4% a year
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during much of the 1980s. The BMA's Central Committee for
Hospital Medical Services (now the Central Consultants and
Specialists Committee) examined the growing crisis in the
acute sector in the early part of 1988 and identified the extent
of the shortfall.4 It was the perceived failure of the NHS to
meet pressures on acute hospital services that was credited
with provoking the government into its review of the NHS,
the outcome of which was the white paper.5

Detailed guidance on policies and priorities in the NHS
appeared in July 1988 in a health circular outlining policy on
the acute services and priority groups.6 It addressed, arguably
for the first time, the problems that the acute sector was
experiencing as a result of the NHS's limited resources.
Meeting the demand for diagnosis and treatment through
control, growth, and access to acute services was to be a key
ministerial aim. Health authorities were directed to "plan
for levels of activity in the acute sector sufficient to meet
referred demand by clinically appropriate treatment." This
reassessment of priorities was in part a consequence of
persistent rise in the number of patients on waiting lists for
acute conditions that were not life threatening, a trend which
has remained despite specific financial and management
initiatives aimed at reducing waiting lists and waiting times.'
As well as making encouraging noises on the expansion
of the acute sector the government set specific service
objectives, including annual target rates of 300 coronary
bypass operations, 1050 hip replacements, and 1500 cataract
operations per million population. In the long run, however,
its most important action in reordering priorities may well
prove to be the introduction offund holding general practices.

Working for Patients includes in its tentative list of core
(since renamed designated) services most, if not all, services
provided to those termed priority groups. The reconstituted
health authorities will retain responsibility for planning and
setting priorities, including ensuring adequate services for
those groups first identified in the late 1970s. The existence in
the hospital sector of separated providers and purchasers
should not affect planning as the profitability of the providers
will be dictated by the extent to which they can meet the
requirements of purchasers. These requirements will include
providing services to priority groups. The health authorities'
scope to plan and to favour the priority groups will, however,
be limited by the existence of an appreciable number of
general practice fundholders.
To summarise the government's plan tor general practice

fundholders,8 larger general practices-originally those with
more than 11 000 patients but now reduced to 9000-will be
offered the opportunity to have a budget with which they can
"purchase" outpatient services, diagnostic investigation
of patients and specimens, and certain elective inpatient
procedures. In addition some practice costs and the cost of
drugs will be covered. But it is the purchase of hospital
treatment that will mainly affect health authorities' planning
of services.
The list of operations and procedures is highly selective,

overwhelmingly covering elective surgery. These may
account for up to a quarter of the treatment of inpatients and
day patients. It covers many of the operations for which there
are long waiting lists, so general practice fundholders will
pre-empt the resources available and arbitrarily direct them to
treatment with a low priority. If the government's intentions
are realised-and so far 850 practices have expressed an

interest-a district health authority with, say, a budget of
£70 million might find that up to £2 5 million of this has been
topsliced by five fundholding practices. Health authorities
will also have to meet any excess and unpredictable costs
arising from patient referrals by fundholding practices as the
general practice funds are to be protected against costs that
exceed £5000 for an individual inpatient.

If general practice fundholders had to purchase compre-
hensive health care for patients on their lists, which under the
present scheme they will not, they would take on the
responsibility for deciding priorities. Under the government's
plans, however, their lists will be too small to take the
financial risk- a criticism of the scheme made by Alain
Enthoven.9 By restricting the range ofservices to be purchased
by fundholders the government has excluded this risk at the
expense of injecting uncertainty.
The siting and nature offundholder contracts will also tend

to distort planning. The government envisages that most
fundholder contracts for inpatient and outpatient services will
be of the cost per case type, and it sees block contracts as rare.
But cost per case contracts are likely to cost more than block
contracts and be less attractive to hospitals managed by
district health authorities. On the other hand, they will be
attractive to the independent acute hospitals, which have
around 10400 beds of which less than two thirds are being
used.'0 Already the private sector carries out 17% of all
elective surgery in England, including 28% of hip replace-
ments and 19% of coronary bypass operations," so a greater
switch to the private sector is on the cards. But if many
fundholding practices become dissatisfied with private
contracts and wish to return their patients to the care of health
authorities this could embarrass those authorities' priorities.
Indeed, the same uncertainty might arise if fundholding
practices became dissatisfied with block contracts within the
NHS. Finally, given the novelty of the system, some fund-
holding practices may fail financially and health authorities
would be left to "pick up the pieces."
The government expects the initial contracts- over-

whelmingly between district health authorities and managed
hospitals -that were struck under its proposals to continue to
reflect existing patient referral patterns. Given this, general
practice fundholders will probably be the first purchasers to
test the new "market" system. They may do so to the
detriment of overall planning for health care in their districts.
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