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Piped Muzak and a notice proclaiming a commitment
to quality and caring are not enough to transform an

NHS waiting room into the lounge for Concorde. Yet
the place is warm on a cold February day, the floors
clean, the staff polite, the consultants willing to fit their
days round patients. The place is West Suffolk district
general hospital, the main acute unit for West Suffolk
Health Authority, and the time barely a month away
from the biggest transformation in the NHS since
1948.

Clearly life is not going to change radically on
1 April. This is partly because the government has
declared a smooth take off, but geography also limits
the scope for change. People at all levels in the district
like to characterise West Suffolk as a typical rural
area-slow to change. Yet when you probe it's clear
that much has already changed, and the district and its
two units are probably better prepared than many for
1 April. This stems from a tradition of delegating
authority to units, the fact that the district already runs

a management accounting-clinical budgeting system,
the piloting of contracts in the East Anglian region over

the past few months, and the existence of good group
practices that know a lot about where their patients go.
And beyond next year managers and doctors are

beginning to think in innovative ways of how they can

make the system work.
Views about what will happen to the NHS in West

Suffolk show a remarkable uniformity, particularly
about the key relation between the health authority and
its district general hospital. Where managers and
doctors differ is in their attitudes towards the changes
-the managers broadly optimistic, the consultants
pessimistic.

History and geography: the district and its units
West Suffolk district covers 1500 square kilometres

(600 square miles), centred on Bury St Edmunds. To
the west, on the border with Cambridgeshire, is
Newmarket, home to a smaller hospital, and to the
south and north are Sudbury and Thetford, both host
to community hospitals with outpatient clinics. The
population is about 240 000 and growing. The district
has two units-acute and community services and
mental handicap, neither of which is a trust (though
the community and mental handicap unit hopes to
become one in the third wave); it also does not have any
general practitioner fundholders.
The district has long had a policy of building health

centres and holding outpatient clinics in the periphery.
As a gainer from RAWP it has also seen the number of
consultants grow over the past decade. The general
practitioners and consultants have a healthy respect
for each other-which no doubt helps to explain
why neither foresee much change resulting from the
internal market except at the margins.

Referral patterns are well established, with most
inpatient work being done at the West Suffolk Hospital,
though there are flows of patients to Addenbrooke's
from the west of the district-Newmarket and
Haverhill -and into West Suffolk Hospital from Stow-
market, in east Suffolk.

The view from the district
As a district with an expanding population West

Suffolk should gain from weighted capitation; the
district's finance director, Grant Elliot, thinks it parti-
cularly frustrating that the move towards weighted
capitation has been halted to bail out London. His
immediate problem, however, is that the change from
service based funding to population based funding
means that the district will lose money as it is a net
importer of patients. West Suffolk has overspent this
year; this will have been brought under control by
1 April through cutting spending and through cash
management-which means that some problems will
persist next year.

Under the old style of funding the district had cross

boundary flows worth £5m outwards and £7m inwards,
giving it the most volatile revenue base in the East
Anglian region. The district's approach to contracting
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Newmarket: old style central planning
One factor that will alter patient flows in and around
West Suffolk-though it is nothing to do with the
internal market -is the planned closure ofNewmarket
Hospital as an acute unit. The hospital consists of
old Emergency Medical Service pavilions and needs
rebuilding; it is small and its costs are high, and the
view of the district is that agreements on manpower
and recommendations on supervision and cover
(Achieving a Balance and CEPOD (the confidential
enquiry into perioperative deaths)) and now the agree-
ment on junior doctors' hours have made it unviable.
The proposal -which will probably have to go to the

Secretary of State for Health because the community
health council opposes it-is to build a community
hospital, maintaining most of the current outpatient
clinics and diagnostic facilities. One of Newmarket's
GPs, Dr John Calvert, who supports alternative
proposals for Newmarket Hospital as a slimmed down
acute unit, pointed out the irony of the region stating
in advance that Newmarket Hospital "has no market."
He thinks that Newmarket could offer shorter waiting
lists and a local service and should be allowed to
compete. Instead, the region has damned it in advance
by providing too little capital to develop it as an acute
unit.

If Newmarket Hospital does close its position as a
site of outpatient clinics on the boundary will become
important in the internal market. At present it is
staffed by consultants based either at Addenbrooke's
or at West Suffolk Hospital. When the inpatient beds
go outpatients attending Newmarket Hospital will
go for inpatient treatment to the place where the
consultant is based-and West Suffolk's money will
follow them. The scenario is, however, two or three
years off, but already the director of public health is
encouraging West Suffolk Hospital to think about
this -and perhaps insist that only consultants in West
Suffolk see outpatients at Newmarket. Indeed, he is
encouraging the acute unit to think about the part
played by all the outpatient clinics on the periphery of
the districts-not only to provide accessible services
for patients, as they always have done, but also as a
means of attracting (or keeping) inpatient work within
the acute unit.
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is therefore to ensure that as much of its population's
use of health care as possible is covered by contracts.
Even if patient flows are small, if they are predictable
the district will try to contract for them and so
minimise the risk represented by extracontractual
referrals. At the end of February the district was
negotiating on 25 contracts (see box) and aiming at
covering over 95% of its work.
The district general manager and director of public

health last year visited all 34 general practices in the
district, asked them for broad data about where
they referred patients, assured them that they should
continue to refer as before, and asked them to let the
district know only if they planned any changes. GPs
whom I spoke to were surprised that the district had
not wanted more detailed information on referrals
(which they could have provided).
Managers at district level are having difficulty

coming to terms with their new relationship with their
units. Losing direct responsibility for running services
is less traumatic than it might have been, said John
Melleney, the district general manager, because unit
managers have always had a lot of delegated responsi-
bility for their own budgets, but he feels protective
towards services that he has helped to develop. He
would find it "inconceivable," for example, to,abandon
West Suffolk's community services, which he has seen
built up over eight years and believes provide people
with a service they need in a way they want it. He feels
the same about the way the unit is gradually running
down its long stay mental handicap hospital and
replacing it with community provision and a less
institutional environment: "I feel proud of that and
wouldn't want to throw it away."

Similarly, to both district and hospital managers it is
unthinkable that West Suffolk Hospital should not
continue to be the main provider for the district's
patients-that Bury St Edmunds should not have a
district general hospital with a full range of services:
"the patients wouldn't stand for it, for a start," said
Grant Elliot. He sees the benefit of the division
between purchasers and providers as making the home
units more responsive to what residents need rather
than to what they want to do (an observation shared by
one of the consultants, who agreed that creeping
service developments would be much harder in future:
if the district wanted a particular service it would have
to fund it explicitly).
Even so, Mr Elliot concedes that there is scope at

the (literal and financial) margins for competition to
change patient flows and that this could be substantial
in terms of money. He is concerned because he is

West Suffolk Hospital-one ofthe original "best buy" hospitals

ultimately responsible for West Suffolk Hospital,
though he now has much less control over it: "It's a
culture shock to hold on yet let go." Like most of his
colleagues at district level he is, however, thankful that
the district has no general practice fundholders-"they
would distort our priorities."
What are those priorities? Dr Roger West, the

director of public health, relishes the opportunity of
being properly responsible for a defined population
and being able to concentrate on health assessment. He
too has had a close relation with the West Suffolk
Hospital and hopes that it will continue. Wearing both
hats (of purchaser and protector of a directly managed
provider), he remains concerned that the hospital's
specialties should be viable. He cites ear, nose, and
throat surgery and paediatrics as specialties towards
the lower limit of viability; he would like to see them
attract more work to maintain that viability-and help
ensure the accessibility of those services.
Now that he is the only doctor on the health

authority Dr West has established the district medical
committee as a formal advisory committee to the
authority-but he sometimes has to remind the con-
sultants that they are wearing a purchaser's and not a

provider's hat. But that fudging of the borderline
is probably inevitable: service developments will
continue to come from both purchasers' demands and
providers' grasp of the possibilities.
Dr West is also running a health and lifestyle survey,

partly to guide the district on where to direct its health
promotion but also to find out how the health of West
Suffolk differs from that nationally so that services can

be specified more accurately. Rather than move into a

consortium of purchasers Dr West would like to see

purchasing (and assessment) done for much smaller,
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GPs as proxy purchasers
The general practitioners in West Suffolk are much
more preoccupied with the changes caused by the new
general practice contract than with the internal market
that starts on 1 April. Firstly, they have been assured
by the district that their referral patterns should not
change over the next year, and, secondly, they see little
scope for changing them. "There is no point me
referring patients to Newcastle, whatever the waiting
lists, because I don't know the consultants," said
Dr Ted Cockayne, a general practitioner in a well
equipped health centre in the east of the district.

Yet beyond the first year those patterns might
change as more data become available and as patients'
expectations rise. In his 25 years in the district Dr
Cockayne has seen the population change from a pre-
dominantly agricultural workforce to a more middle
class commuter population. Such patients may be
more willing to press their GP to seek shorter waiting
lists, though he doubts that many would be willing to
go as far afield as The Netherlands-where he could
get hips done in six weeks were he a budget holder.

Both the director of public health, Roger West, and
the district general manager, John Melleney, agree
that after this first year-which they see as expressing
existing workloads and patterns in contractual form-
they may well want to influence GPs' referral patterns.
They may, for example, want to persuade GPs to send
fewer patients to Addenbrooke's and more to West
Suffolk Hospital, though they recognise that to do so
they may need to establish more local outpatient
clinics and perhaps even negotiate with bus companies.
"But I speculate about our motives," saidMr Melleney.
In the case of routine acute care he has few qualms
because he thinks patients would be better off in a
district general hospital than in a teaching hospital,
but he concedes that in other cases his interests as a
purchaser and as a protector ofa directly managed unit
might pull in different directions. It would then, of
course, be mnuch harder for him to influence GPs.
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Contract data from West Suffolk acute unit

better defined populations than at present-locality

purchasing.

The district is also taking part in an East Anglian
initiative on measures of outcome, exploring mental

health services. "The general practitioners tell me we

have good mental health services, but how do you

measure that? Our suicide rates are no better than

anyone else's." Another outcome is congenital abnor-

malities, and the district has written into its contracts

that it expects all cases of anencephaly and 70% of other

neural tube defects to be diagnosed before birth; he is

surprised that all units seem to have accepted this

target without demur.

His fear is, however, that so much energy is going
into the contracting process that needs assessment will

get side tracked. He is also worried about extra-

contractual referrals, which everyone agrees are an

unknown quantity; no extracontractual referral will be

refused without reference to someone in his depart-

ment, but he foresees that the district might have to

hold a "waiting list" for funds for non-urgent extra-

contractual referrals: "It could be an appalling task for

public health to act as gatekeepers."

View from the units: the hospital

Whether West Suffolk Hospital becomes a trust or

not depends on the general election. It hasn't applied to

be a trust, and the unit general manager hasn't formally

asked the consultants for their views, yet if the

Conservatives are returned nearly everyone thinks that

the hospital will inevitably become one. Most also

think that it won't make much difference: it is

inconceivable that Bury St Edmunds should not have a

district general hospital. The difference would be a bit

more autonomy for the hospital and a tidying up of

the relationship between the hospital and its main

purchaser.

Although, by value, only 530o of West Suffolk

district's work will be done next year by the West

Suffolk Hospital, to the hospital the home district is a

major purchaser, representing 89% of its work by
value. The hospital has contracts with all the East

Anglian districts and a few outside, including some in

London ("all those weekend cottages"). Bob Jones,

unit general manager, and his contracting team admit

that they have much to do over the next year to

construct a proper business plan and to get more

specific data on case mix, but they think that they are

better prepared than many units. For example, they

made the initial contracts with most of their purchasers,

and they ate aware that their costing details -broken

down by specialty, though not yet by condition (except

for cataracts and hip and knee replacements) -are

better than those available from some other units in the

region. Next year the unit is to adopt resource manage-

ment, which the managers hope will help them break

down their costs much further within specialties,

though they admit that fully specified contracts are

some years away.

Their immediate priority is to make sure that the

bulk of their existing workload is covered by contracts.

Then their main concern over the coming year is to

learn, with the consultants, how to manage their

workload and their corresponding cash flow. The

entire region has been piloting contracts for the past six

months, which has got them used to working with

contracts and enabled them to sort out the details of

invoicing; they have discovered, for example, that

clinical codes are crucial to the billing system. They are

also confident that they can monitor the work flow.

Their mechanism for managing it is clinical service

areas -a version of clinical directorates-each ofwhich

will have a lead consultant supported by a business

manager/nurse and by the finance department. Mr

Jones sees clinical service areas as maximising the input
from consultants while minimising their time commit-

ment, and the time commitment certainly worries the

consultants. "We are not like Guy's," said one, "there

are no senior registrars or other consultants to do the

work while we manage."
Mr Jones and Mike Schofield, his contracts manager,

emphasised that although they needed to know which

districts patients came from in order to monitor work

in relation to contracts, they did not want consultants

to split up their waiting lists -on that basis. "There will

be one waiting list, governed by clinical priority,

irrespective of district," said Mr Jones, but the

consultants I spoke to wondered how long that position
could last in the face of a need to manage work flows.

The unit has not so far involved consultants in contract

negotiations, but they can see the time when they may
have to-when, for example, purchasers start to argue

about the cost of prostheses in joint replacements and

the hospital will need to balance the costs of a low

cost prosthesis against the possibility of a future

readmission.

View from the units: community and mental

handicap

Mrs Marie Deakin, manager of the community unit,

would like her unit to become a trust, but she and her

,colleagues are taking the cautious line that is charac-

teristic throughout West Suffolk. Quite apart from the

changes of April, over the next year the unit will have

to absorb the mental health services, which are being
transferred from the acute unit. There are also discus-

sions going on about the possibility of transferring
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Contracts for Inpatient workIoa 1991/92: finished consultant episodes
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Where the district will spend its money
Budget 1991-2: £66m

West Suffolk Hospital 53
Newmarket Hospital 9
Community unit 18
Addenbrooke's Hospital

(half on regional specialties) 7
Ambulance services 3
Papworth Hospital 3
Others 6
Extracontractual referrals 1
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Contract data from West Suffolk acute unit

services for the elderly. Mrs Deakin thinks that all
three services share a similar philosophy.
To allow it time to absorb the mental illness services,

to allow its managers to develop their skills, to get the
staff on board, and to learn from the experience of the
first and second wave trusts (and also to see what
happens in the general election), the unit is not looking
for trust status before the third wave.
Mrs Deakin's concerns about 1 April are to do not

with preparedness but with fears that in the longer
term her unit will be squeezed if the acute unit has
problems and draws in more of the district's resources.
Since her unit predominantly looks after the young and
the old she wants her share of weighted capitation and
believes that trust status would enable the unit to speak
to districts more as an equal. She also thinks that the
district (which is sympathetic to her unit's aims) will
not be there for very much longer, merging into a
larger purchasing unit.

For the first year the community services, employ-
ing almost 800 staff and with a budget of£9m, have one
contract with West Suffolk district for all of the
services. After that she sees great possibilities for
being entrepreneurial on the borders of the district
while trying to keep to the overriding principle:
"Does it make sense for the patients?" One place where
it clearly would is Newmarket. Dr John Calvert, for
example, sees advantages in West Suffolk's community
services, already based in his practice, looking after all
his patients, irrespective ofwhether they live in Suffolk
or Cambridgeshire.

Contracts for mental handicap services are more
complex-and riskier. There are about 10 such
contracts, often for only one or two patients but costing
up to £30 000 a year for each patient. The district is
continuing to run down its long stay hospital (and has
an imaginative, self financing scheme to replace the
hospital with bungalows on the same site for the
remaining patients), but Mrs Deakin fears that the
internal market could work against the policy of
getting patients out of hospital. The fixed costs of these
hospitals will remain high, so reducing the numbers of
patients will simply increase the cost per patient.

Like the rest of the district Mrs Deakin's unit has
been running a form of resource management for some
years. District nurses feed in information on the
patients they see and have reorganised the way they do

their work as a result. The unit has also been running a
total quality programme involving all staff, and she
thinks that it is ahead of purchasers on quality. Staff
have also been busy in assessing needs, building
profiles of practice populations and the populations of
localities-only to find that it is not their job any more.
In particular, assessing needs in the elderly has been
taken over by GPs under their new contract: she is busy
trying to persuade them to subcontract the task to her
health visitor assistants, who were already doing it.
Like Roger West she would prefer to see purchasing
devolve down even further-to localities.

Making contracting work
Both the district and its units are confident that they

have most of their contracts tied up and all but signed.
What they are worried about is the timescale and the
funding. When I spoke to the contracting managers, in
late February, their contracts were still not signed
because the region had not given districts their final
allocations. If these are different from what the district
expects then it will have to change its business plan and
renegotiate contracts. They may also have to be
renegotiated mid-year if inflation is higher than
forecast. Already providers know that purchasers are
expecting them to find 1% in cost improvements within
each contract-something greeted with bitterness by
the consultants, who think that they have already been
squeezed into efficiency.
The types of contracts that West Suffolk and its

hospital are agreeing are block contracts with indica-
tive volumes. Grant Elliot describes these as not much
different from the present system: a level of service
x for a cost y. But the hospital contracting team points
out that because they include "indicative volumes" for
each specialty-which can vary by up to 10% either
way-they are suspiciously like cost and volume
contracts. In the first year so long as the bottom line-
money and volume-is met neither district nor
hospital will worry too much if the volumes or costs for
individual specialties don't quite work out.

Both the district and the units agree that much more
work needs to be done on specialty costing over the
next few years and hope that resource management will
help them to do that. "Under the present system I have
only two sorts of cases," said one of the orthopaedic
surgeons, "joint replacements and others." Neverthe-
less, the hospital can at least break down its outpatient
costs by specialty. According to a member of the
district contracting team, information on outpatient
work was much vaguer in many other units. He also
pointed out the downside of using historical workloads
in the first year. Because of the district's financial
problems, "ifwe couldn't treat people last year then we
won't be able to next year."

In the community unit Mrs Deakin has a particular
concern about the way contracts are expressed. Patient
contracts (the recommended Korner unit) do not, she
argues, distinguish between five minutes spent giving
an injection to a diabetic patient and an hour spent
assessing a patient. She would like to see contracts
expressed in terms ofepisodes of care, or even of inputs
and outputs, such as numbers of children immunised.
She is particularly keen that the outcomes of work by
specialists like incontinence or diabetes nurses should
be measured and included in contracts.

Risks and problems
No one whom I spoke to in the units would admit to

wanting to sell services aggressively. The hospital
would clearly like to attract some cases from fund-
holders in neighbouring districts if it could do the work
at marginal cost, but to do substantially more work
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Nuicleo de Medicina
Tropical, Universidade de
Brasilia-CP 153121, 70.010
Brasilia D F, Brazil
P D Marsden, MD, professor
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would in most cases need more capacity. On the
district side the scope for putting a whole block ofwork
elsewhere is limited. Costs and capacity would limit the
ability of the hospitals in neighbouring districts to take
on more work, and simply transferring a few cases
would make the losing hospital more inefficient
because the costs per case would rise. No one was very
clear about the mechanism of making a large invest-
ment in extra capacity, particularly at a time of
squeezed budgets: "How do you get agreement with a
purchasing authority on a 30% increase in services?"
said one doctor.

Another lurking fear stems from the knowledge that
a system based on contracts is much more volatile than
the old system: there is a real danger of things falling
apart. Several people had taken part in East Anglian's
Rubber Windmill exercise, a three day simulation
of the internal market over three years, and were
chastened by its lessons. The main ones were that if
there was strong competition within fixed budgets
quality soon went by the board in a scramble for
quantity. Another lesson was that GP fundholders
could cause enormous problems within the system
as a whole and that "ways need to be found to hold
them accountable for health and quality outcome
objectives."'

Quality
There are plenty of clauses on quality in the West

Suffolk contracts, but the hospital contracting team
sees them more as getting quality on the agenda than as
definite targets. Most are still fairly soft, concerning
information for patients and making sure that people
don't wait too long in outpatient clinics. The com-
munity unit already has a quality assurance scheme,
and the hospital is busy doing surveys of patient
satisfaction, but the district is perhaps the most

aggressive in pursuit of quality. It cannot demand
different quality standards for West Suffolk patients
from those provided for the home purchaser, but it has
demanded the right to make inspections- two pre-
arranged and two unannounced-to ensure that each
unit is meeting its own quality standards. The home
units are quite happy about this, but the requirement
has apparently been met with some derision in other
units.

Beyond 1991: towards the rubber windmill?
One thing quickly becomes apparent in West

Suffolk-that the old NHS worked well. Doctors and
managers are already doing many of the things the
reforms are meant to encourage. The doctors therefore
don't really see the need for the changes, but they do
see the risks. The gloomiest view, reinforced by the
rubber windmill experience, is that everything will
collapse because the upheaval is just too great. "It's like
getting dressed on a helter skelter," said John Brace-
girdle, orthopaedic surgeon and chairman of the
medical staff committee.
On the other hand, people are thinking innovatively

about the future, and some are honest enough to admit
that the prospect of competition might have sharpened
their thinking. "I would like to think," said one of the
pathologists, "that it is not just threats of competition
that are making us think harder about the way we
receive specimens and transmit the results back to
clinicians." Likewise, Mrs Deakin in the community
unit would like to think that she would anyway have
been thinking as hard about providing responsive
community services as she obviously is-but the
question remains in the air.

1 Chatfield P, Kemp P, Mclvor J, et al. Beyond the wtindmill: lessons from the
marketplace. Cambridge: East Anglian Regional Health Authority, 1990.

Letterfrom Brasilia

Semiologia

P D Marsden

This morning we are going to teach a physical signs
class together, at least that is what they called it in
England. Here in Brasilia it is distinguished by the
name semiologia and is one of our highest credited
compulsory courses. How can it be otherwise, especi-
ally in the tropics? With experience a good history and
careful clinical examination will usually show the
probable diagnosis. The undergraduate takes many
years to learn the discipline. These students have been
prejudiced by a recent hospital strike, which is why I
have offered to take a class as I have taught the subject
on four continents.
The students are waiting in front of the ward. I line

them up. They seem to be clean, well groomed, and
dressed in white according to the hospital rule. I
request that all hand rings and bracelets are removed
since there is good evidence that they harbour staphy-
lococci and these are easily transmitted in a tropical
clime. Since our patient has a heart condition I ask the
students to put their stethoscopes round their necks.
Some of them seem to have suitcases full of medical
instruments -they are that keen. The stethoscopes are

too long and I explain how to cut down dead air space.
They know about Lannaec but not his stethoscope,
which I illustrate. Then I explain how to behave at the
patient's bedside, recalling a student being sent out of
the ward at University College Hospital, London,
because he sat down on a ward round-a mark of gross
disrespect to the patient. I explain that the most
difficult things in clinical examination are observation
and concentration. The mind should be focussed
solely on the patient and his or her problem. Then we
file in.
Our patient is a 17 year old girl to whom I had

spoken the night before. One student is chosen to elicit
a history of symptoms related to the relevant system.
He begins well with name, age, occupation, and where
she comes from- the last an important point since
Brazil has many different patterns of disease. The
patient has never seen in her home the triatomine
bugs that transmit Chagas' disease. She complains of
paroxysmal dyspnoea and palpitations. After much
discussion about important aspects of the history we
come to the physical examination.
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