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Cuts in Australian
Medicare
In a recession budget driven by a "dry"
Treasury Australia's Labor government has
tried to push down the costs of its Medicare
scheme by creating disincentives for patients
and doctors. Medicare provides universal
health insurance in return for a compulsory
income tax from all except pensioners and the
unemployed. The scheme covers care in
public hospitals and until now has refunded
85% of a scheduled fee for private medical
consultations in the community.

Before last week's budget doctors could
either charge patients and let them claim
back the government rebate or arrange for
the practice to "bulk bill" the government
directly and receive the 85% fee. Bulk billing
doctors were not allowed to charge patients
the difference between the fee and the Medi-
care rebate.
The most controversial decisions in this

budget are those to reduce the rebate for a

standard general practice consultation by
$A3.50 and to allow doctors to charge that
amount as well as billing the government.
Most general practitioners will have to pass
on the cost because their incomes have been
squeezed severely, mainly owing to a glut of
medical graduates in the big cities. The fee
will rise to $A5 next year and be index linked
thereafter.
The government said that this copayment

will reduce the demand for medical services,
which has been doubling per head of popula-
tion every 20 years. As a safety net, the
annual amount payable by a family has been
capped at $A246. Critics from the social
welfare lobby and the left wing Doctors'
Reform Society argue that the main group
disadvantaged by this change will be working
people who earn low incomes, who already
carry a disproportionate burden of illness.
The government's problem is that it has to

control costs in a fee for service system.
One tantalising suggestion in the budget
is to provide "practice grants" to general
practitioners willing to disconnect themselves
partially from that system. It is unclear at the
moment what these grants will cover, but
they may comprise global fees or capitation
for certain activities or may give practices
budgets for diagnostic services and drugs.
There is also a stated intention to reduce the
number of doctors, which is often suggested
in Australia but never achieved.

Controlling costs in fee for service path-
ology and radiology services is also particu-
larly difficult. Between 1984-5 and 1989-90
payments for these services grew by about
$A350m. For pathology services the solution
advanced in the budget is to halve the
number of specimen collection centres

Plying in the face of critics, the Australian government wants to reduce health spending

through a new licensing system, freeze in-
creases in fees, and, by introducing a fixed
component to the fee, effectively reduce the
cost margin on each test. In radiology the
proposal is to stop averaging the costs of
examinations and to give a rebate according
to whether the practice provides a compre-
hensive service or just aims at high profit
turnover.
The new treasurer, Mr John Kerin, had

little good news for anyone this year and that
was certainly true for the health sector. No
doubt Tasmanians, however, will rejoice
in the establishment of a local magnetic
resonance imaging unit and Australian
mariners from both wars will be delighted to
receive repatriation treatment benefits. And,
despite the professed need for parsimony,
the fact remains that the proportion of gross
domestic product spent on health has re-
mained remarkably constant at around 8%
for the past eight years.-NORMAN SWAN,
medical journalist and broadcaster, Sydney

NHS squeezes credit
A bad habit that the NHS fell into during the
1980s was to leave the tradesmen's bills
unpaid. At the time of the cash crisis in the
service in 1987 overdue bills to trade creditors
amounted to £380m as health authorities
tried tomake ends meet by delaying payment.
Eventually they fell foul of the National
Audit Office, which exposed the downside of
crisis management (BMJ 1989;299:530).

Subsequently the Commons public accounts
committee deplored the practice and in-
structed the management executive to take
firm action to stamp it out.
The result is a special allocation of £8Im

from central funds in the current financial
year to help authorities reduce the remaining
£168m overhang of unpaid bills-that is,
those not settled within eight weeks.
New figures from the Department of

Health show how widespread the practice
is. All regional health authorities except
one qualify for subventions varying from
£600 000 to £44m. The four Thames regions
account for more than two thirds of all the
excess credit. Only South Western region has
a clean sheet.
The £81m transfusion of cash exceeds the

more publicised £65m emergency funding in
the crisis winter of 1987. It was that which
precipitated the NHS review. In its way
the £81m is a second instalment-from a
department that makes a virtue of keeping
no money in its back pocket to bail out
mismanagement.
Most authorities are under orders to reduce

credit to no more than eight weeks by
31 March 1992. The worst offenders will
have to remove only two thirds of the excess
credit by then, with the eight week target
being achieved in 1993. Failure to do so will
result in all or part of the allocation being
clawed back.
The department estimates that 16 health

districts will carry underlying deficits into
1992-3. Eleven of these 16 are expected to
benefit from the £8lm allocation.-JOHN
WARDEN, parliamentary correspondent, BMJ
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Headlines
Recruiting for ISIS-4: All patients
presenting within 24 hours after the
onset of a suspected acute myocardial
infarction are eligible for the fourth
international study of infarct survival
(ISIS-4), provided that the responsible
physician does not initially consider
there to be any clear indications for, or
clear contraindications to, any one of
the trial treatments-oral mononitrate
for one month, oral captopril for one
month, or intravenous infusion of
magnesium for 24 hours. Contact the
ISIS Coordination Centre, Radcliffe
Infirmary, Oxford (tel 0865 57611,
fax 0865 512439).

AIDS documentary unfair: The
Broadcasting Complaints Comnmission
has ruled that a television programme
suggesting that HIV was not the cause
ofAIDS was "likely to confuse viewers
about the risk of HIV infection" and
treated the subject of AIDS unfairly.
Dispatches- The AIDS Catch was
shown on Channel 4 on 4 June 1990 (23
March, p 578).

Accident toil: WHO has set up re-
search and demonstration pro-
grammes on preventing accidents and
injuries in Europe, the Far East, and
South America, focusing particularly
on head injuries and injuries caused
by road accidents.

Ambulance criteria: The Department
of Health is to encourage health auth-
orities to publicise criteria on the use of
ambulance transport by means of in-
formation leaflets in outpatient clinics
and general practitioners' surgeries.
The department confirms that am-
bulance authorities are required to
provide free transport for every patient
who is considered by a doctor, dentist,
or midwife to be medically unfit to
travel by other means.

Postgraduate educators: Dame
Barbara Clayton has been reappointed
as chairman of the standing committee
on postgraduate medical education.
Professor Norman Browse, director of
surgery at St Thomas's Hospital, is to
serve as a new member of the standing
committee.

Helping deafmothers: Pregnancy and
labour may be unnecessarily stressful
for deaf women because too few
obstetric units have staff who know
how to communicate with deaf people.
A new booklet, A good sign goes a long
way- the experience of deaf mothers,
may help. Produced jointly with the
Maternity Alliance, it is available from
the Royal National Institute for the
Deaf South East Region, 135 High
Street, Acton, London W3 6LY, at
£1.50.

Must I explain it all
again?
If Mrs Smith wants to complain that her
home help doesn't turn up on time or that
Mrs Jones next door, who is in greater need,
doesn't receive any help she can do so under
the complaints procedures that all social
services departments are obliged to set up.
The NHS and Community Care Act

charged social services departments with
establishing the procedures by 1 April this
year so that people know how to get help,
complaints are not lost in the system, people
are not kept waiting months for a reply,
nobody has to explain the same problem to
five or six people before anything is done, and
nobody feels that a problem is being ignored.

If the staff concerned cannot deal with the
problem the complaint should be put in

writing and passed to a complaints officer,
who will arrange for it to be looked into
and perhaps formally investigated. If the
complainant is unhappy with the outcome he
or she can call for a review. The review panel
will include at least one independent member.
The Social Services Inspectorate will

monitor the procedures, which the depart-
ment advises should be kept separate from
grievance and disciplinary procedures.
Several principles of confidentiality should
be adhered to in the use of personal informa-
tion given by users and carers: the infor-
mation should be used only for the purpose
intended, it should normally be shared only
with the consent of the user or carer, and it
should be shared with other agencies only on
"a need to know" basis.
Along with the guidance the department

has issued a document giving ideas for a

practice booklet for clerks, receptionists, and
telephonists. This includes the following do's
and don'ts:
* Don't redirect the service user as soon as

you know that he or she wants to complain
and don't stop the complainant half way
through
* Do respect the service user's right to tell

IA i a
Social services staffmust imagine how the'r clients feel

you as much or as little as he or she wants,
do concentrate on what the complainant is
telling you, and do try to imagine how you
would feel in the same situation. -LINDA
BEECHAM, BMJ

The Right to Complain is available from HMSO, price
£5.95.

The Welsh go for
health gain
While the English NHS has been bemoaning
the fact that the new purchasing role ofhealth
authorities has taken a back seat to the
apparently more glamorous developments on
the provider side of the new health 'care
market, the Welsh NHS has been concen-
trating on the other side and has produced a
guidance document on maternal and child
health for purchasers.

Part ofthe importance ofthe Welsh Health
Planning Forum's publication is the restate-
ment that the only worthwhile investment in
health care is that which adds years to life
and life to years. Two other aims are also
emphasised: the NHS. should be "people
centred," and available resources should be
used as cost effectively as possible.

Although health economists and others
have long pointed out that such objectives
often clash with each other-greater effi-
ciency can mean less equity of care, for
example-the planning forum's document is
more explicit than any other government
guidance on the nature of these policy con-
flicts. For example, it emphasises that the
cost to the NHS and the overall economic
cost of a service are not the same thing. A
decision to relocate a clinic may save money
for the NHS at the expense of its users if they
have to travel further for treatment. Similarly,
an antenatal clinic may be organised to use
clinician's time most efficiently but may
increase the cost to users who have to spend
time waiting.
The guidance also goes to the heart of a

considerable problem for purchasers: just
what should they be purchasing to maximise
health gain? And, perhaps equally impor-
tantly, what should they not purchase? The
planning forum provides a useful summary
table detailing various aspects of mortality
and morbidity among women and children-
from hypertensive disorders to meningitis-
and categorises different medical interven-
tions (under general headings such as health
promotion, diagnosis, and treatment)
according to their contribution to health
gain.
The government's health strategy paper,

The Health of the Nation, is reflected in the
forum's document through several specific
targets for health gain and services. Overall,
the WelshNHS aims to reduce deaths among
children under 5 by 30% by 2002. Reductions
are also sought in the number of unexpected
malformations and handicaps.

Unlike The Health of the Nation, however,
the new document gives more explicit
recognition to inequalities in health and
offers specific approaches to reducing
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differentials in the health experience of
different socioeconomic groups. A key aim
here is a reduction in the number of low
birthweight babies.
When it comes to the resources necessary

to meet health gain targets the document,
predictably enough, emphasises redirecting
current resources rather than providing extra
money. The forum maintains that, in general,
there are no major shortfalls in the care of
mothers and young children and that switch-
ing investment away from services ofdoubtful
or unproved effectiveness to those that have
been shown to produce real, cost effective
gains in health would be beneficial. -JOHN
APPLEBY, economic correspondent, BMJ

Protocol for Investment in Health Gain. Maternal and
Early Child Health (August 1991) is available from
the Welsh Health Planning Forum, Portland House,
Newport Road, Cardiff.

Mapping the human
genome
More than 10% of all clinical disorders have
an important genetic component, but the
precise nature ofthe genetic defects is known
for only a small proportion of cases. Gene
mapping provides the essential first step in
the characterisation of each disease locus,
and in the past year about 500 new genes and
1500 other reference points have been added
to the map, according to speakers at last
week's eleventh human gene mapping work-
shop in London.

Since the last meeting in September 1990,
80 new genes have been mapped that are
directly relevant to clinical disorders. Fol-
lowing the success in isolating the Duchenne
muscular dystrophy gene the genetic loci for
facioscapular dystrophy and for limb girdle
muscular dystrophy have been refined to
sufficiently small chromosomal regions to
allow gene searching to begin. A gene
that causes predisposition to skin cancer
(xeroderma pigmentosum) has been localised
to chromosome 9, and the role of another
gene on chromosome 9 in tuberous sclerosis
(associated with mental retardation) has been
confirmed. There is also preliminary evid-
ence for additional genes for this disorder on
chromosomes 11 and 12.

Given the established role of lipid meta-
bolism in the aetiology of cardiac disease,
there is considerable interest in the reported
association of familial combined hyper-
lipidaemia and chromosome 11. New genes
important in neurological disorders include
one on chromosome 19 that has a role in late
onset Alzheimer's disease (in addition to that
previously identified on chromosome 21),
and a form of progressive epilepsy has been
attributed to a genetic defect on chromosome
21. Identifying the mutation that occurs in
the fragile X syndrome, the most frequent
genetic cause of mental retardation, has
brought the possibility of reliable screening
for this disorder within reach. Particularly
important in the context of inherited cancer
syndromes have been two genes mapped to
chromosome 17, one of which has a role in

Mapping the human profile

early onset familial breast cancer (and pos-
sibly in ovarian cancer) while the other is
associated with the Li-Fraumeni syndrome.
Although the progress reported to date has

been impressive, more than 95% of coding
sequences still remain to be fitted into the
chromosomal maps. Evaluating and hand-
ling the increasingly complex mapping
information require extensive computing
technology and close liaison between the
developers of the genome database in the US
(at the Howard Hughes Medical Institute in
collaboration with the Johns Hopkins Uni-
versity School of Medicine and the William
H Welch Medical Library at Baltimore) and
the human gene mapping computing team
at the Imperial Cancer Research Fund in
London, which is responsible for providing
the complex infrastructure and networking.
The Human Genome Organisation (HUGO)
will coordinate the wide variety of future
enterprises concerning the human genome,
including the consideration of ethical issues.
-IAN CRAIG and KAY DAVIES, genetics lab-
oratory, department of biochemistry, Uni-
versity of Oxford

European research
"The UK should take a [more] positive role
towards European collaborative research and
the government should encourage greater
participation by UK companies." This is the
main conclusion of a detailed analysis of
European science and technology contained
in three reports published this month by
ACOST, the Advisory Council on Science
and Technology.
The first report looks at Framework II, the

current (1987-91) European programme
for research and development, and at the

proposals for Framework III. Framework III
will run from 1990 to 1994 with a proposed
budget of7700m ecu (compared with Frame-
work II's 5396m ecu). Its remit, formulated
in response to the commission's mid-term
review of Framework II, will be to focus on
six main research programmes. One of these
is quality of life, embracing health, radiation
protection, and the environment.
The council's view of the commission's

proposals for Framework III and its mid-
term review of Framework II is generally
positive but contains certain criticisms.
Concern is expressed that the internal review
of Framework II at management if not
strategic level has been inadequate. Other
key criticisms and recommendations include:

* That the administration of the framework
programmes, especially at the project pro-
posal stage, needs to be improved
* There is a lack of a coherent European
policy to guide programme selection, goals,
and objectives, and the programme itself is
too inflexible

* Links between programmes that are
concerned with pure science and those that
are oriented towards industry should be
improved, as should links between the
framework programmes and other European
programmes such as EUREKA.

Given the council's broad brief, comment
specific to health research is sparse. But
some sentiments are familiar. "The health
programme sits uneasily under the Quality
of Life sector because it [health] is not
specifically covered by the Treaty of Rome.
This hinders the balance of EC/UK activity."
While praising European initiatives on AIDS
and cancer research the report warns that
the United Kingdom "does not expect the
benefits of European collaboration in pre-
ventive medicine to be significant."
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EUREKA, the subject of the advisory
council's second report, is a pan-European
collaborative research programme that was
set up in 1985 to raise the competitiveness
and productivity of European industry. In
the past year British industry, under the
direction of the Department of Trade and
Industry, has greatly increased the scale of its
participation in this programme.
The council's third report focuses on

the likely impact on British science and
technology ofthe completion ofthe European
single market. Emphasised here are the
opportunities and threats posed by the ex-
pected increased mobility of the workforce,
especially of young professionally qualified
graduates. The report also emphasises the
need for the United Kingdom to "capture
the strategic research and manufacturing
sites and build on our assets- namely, owner-
ship of the English language and a good
academic research base-to maximise re-
search and development investment and
provide a nucleus for further growth."-
TESSA RICHARDS, BM!

The reports are available in three separate volumes,
priced £5 each, from ACOST Secretariat, Cabinet
Office, 70 Whitehall, London SWI 2AS.

New guidelines for
British ethics
committees
After persistent evidence that local research
ethics committees in Britain work erratically,
with varying standards, composition, and
frequency of meetings, in 1989 the Depart-
ment of Health produced a draft set of
guidelines on the workings of these commit-
tees. At the same time the Royal College of
Physicians updated its guidelines. Last week
the department finally issued its revision of
its 1989 draft (24 August, p 432).
The new booklet sent out by the NHS

Management Executive claims to contain
guidelines, but requires all district health
authorities to establish and support a research
ethics committee to provide local NHS bodies
with advice on research proposals and is
highly prescriptive about the committees'
composition and workings.
The aim is to ensure that every authority is

covered by at least one local research ethics
committee. Thus, although district health
authorities are responsible for setting them
up, the committees will also consider research
proposals put to other NHS bodies in the
same area, such as special health authorities,
family health services authorities, and trusts.
They may also, by agreement, advise on the
ethics of studies performed by bodies such as
universities, the Medical Research Council,
and private companies.

Conversely, any NHS body asked to
approve a research proposal must consult its
local research ethics committee. But the
guidelines also emphasise that responsibility
for approving a research proposal lies entirely
with the management of the relevant NHS
body.

Nevertheless, the ethics committees are to
be seen as independent and not as an arm of
management. The guidelines prescribe eight
to 12 members, of both sexes and a variety of
ages, made up of hospital doctors, nurses,
general practitioners, and at least two lay-
people. One of the laypeople must be either
chairman or vice chairman. The district
health authority will indemnify members
against legal claims, although, according to
the Department of Health, the chance of a
successful claim beingmade against a member
of an ethics committees is slim. Committees
must also be able to show that their decisions
are reasonable.
Each committee's standing orders should

cover the frequency of meetings and dis-
courage business being conducted by post or
telephone; the committee must give unsuc-
cessful research applicants the reasons for
rejection; its members must declare any
interests; it must keep a detailed register of
research proposals (which will be available
only to managers not the public); and it must
publish an annual report covering its work
and the outcome of proposals submitted to it
(which will be available to the public).
The remit of these committees covers any

research using NHS patients, including the
newly dead. Eligible research includes that
on in vitro fertilisation or using fetal material,
the records ofNHS patients, or NHS facilities
or premises. Specifically excluded are the
yellow card scheme for reporting adverse
drug effects, prescription event monitoring,
national morbidity surveys, and post-
marketing surveillance studies. For proposals
for multicentre research the guidelines
suggest that ethics committees should try to
reach agreement with each other to give one
committee the power to consider the proposal
on behalf of all the others.

Nevertheless, this is a hope rather than an
injunction, and many in the research com-
munity will be disappointed that the guide-
lines are silent on a national research ethics
committee. One researcher commented that
the guidelines may demand ethical approval
for much research that does not now get it-
such as epidemiological research using old
patient records and data from cancer registries
and research using questionnaires.
How research becomes exempt from con-

sideration by a local committee is not made
clear. The researcher also pointed out that
the requirement that identifiable information
should be destroyed once the original research
had been completed would hinder much
fruitful subsequent research and waste a
valuable resource.
When the department's draft guidelines

came out in 1989 one criticism of them-and
of the Royal College of Physician's guidelines
-was that they assumed a voluntary system
and did not suggest any means of enforcing
guidelines that had been seen to fail in the
past. The department's guidance has now
made the means of enforcement clear: the
workings of local research ethics committees
are the responsibility of health authorities
and are firmly embedded in the managerial
ethos of the new NHS. -JANE SMITH, BMA!

Local Research Ethics Committees (HSG (91) 5) is
available from DoH Store, Health Publications Unit,
No 2 Site, Manchester Road, Heywood OLIO 2PZ.

Law on mental
incapacity: time for
an overhaul
A fundamental overhaul of the law on

mentally incapacitated adults, including a

framework for taking decisions on their
behalf, has been proposed by the Law
Society. Reform of the "hopelessly confused
and clearly inadequate" law is essential, says

the society's mental health subcommittee.
Its report is a response to a consultation

paper by the Law Commission canvassing
options for change (8 June, p 1352), which
was produced after gaps in the law were

highlighted by a series of cases concerning
the sterilisation of women with learning
disabilities. These showed that no one, not
even the nearest relative or the courts, has the
right to take a substitute decision for a

mentally incapable adult. The courts can

only grant declarations that doctors would
not be acting unlawfully in carrying out
treatment.
The society suggests a graded system of

decision taking for those incapable ofdeciding
for themselves. This would provide a legal
basis for relatives and carers to take day to
day decisions. Under the scheme certain
events in the life of a mentally incapable
person would trigger the appointment of a

substitute decision maker, usually a parent,
relative, or (if there are no relatives) a carer or

a key worker in a residential home or hospital.
Local tribunals would be set up to take
important or controversial decisions, to
appoint a guardian in the event of a dispute
about who should be the decision maker, and
to deal with complaints against decision
makers.

Events triggering the appointment of a

substitute would include admission to
residential care; a proposal to carry out
certain types of treatment-for example,
sterilisation; registration of an enduring
power of attorney; certain life events for an

older person-for example, moving house
or selling property; and for a young person
with learning disabilities, reaching the age
of 18. Appeals against a tribunal's decisions
could be taken to the county court or; for
complex financial matters, the Court of Pro-
tection.
The society is concerned to preserve the

rights of mentally ill people and those with
learning disabilities to take their own

decisions when this is possible. The suggested
procedures would come into play only if
someone had a specific mental incapacity and
was incapable oftaking the particular decision
and if the need for intervention was estab-
lished.
The Law Society suggests that people

should be able to make "living wills" stating
their wishes on life prolonging treatment
should they later lose the power to consent. It
also favours extending enduring powers of
attorney, now confined to financial matters,
to cover decisions on health care. This would
allow mentally competent people to appoint
their own substitutes to take decisions in the
event of their becoming mentally incapable.
-CLARE DYER, legal correspondent, BM]
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