
professional management to hospital administrations,
as mentioned previously, they will increase. Quality
assurance is an immediate priority of the health
service, as recently stated by Dr De Lorenzo (workshop
on quality assurance in Italian health care system,
Tropea, 1991), and quality assurance programmes will
be implemented by special quality commissions
working on a national, regional, and local level.

Evaluation and training
We know that it will be necessary to evaluate the

effectiveness of our audit programmes, and the general
opinion of experts is that it will be difficult to
consolidate audit activities in Italy if such activities are
not introduced into teaching programmes. According
to the working group on training in quality assurance
of the WHO regional office for Europe, "quality
assurance activities should be taught at all levels
of training for physicians and nurses: at base, post-
graduate, and continuing education levels."8 At
Turin University's school of public health and Bari
University's school of medicine teaching programmes
have just begun, and they are being followed with great
interest.

Conclusions
In common with experience in other countries, the

introduction of quality assurance in Italy has been
neither a smooth nor linear process. Voluntary quality
assurance activities are currently giving way to formal
quality assurance programmes, and those enthusiastic
professionals who have been seeking to be agents of
change since the early '80s suddenly find themselves in
a situation where their hopes of a consolidated quality
assurance system may be realised.

I Perraro F, Compagnon R, Liva C, Pinti G, Pitzus E. Valutazione della qualita
delle cure nelle polmoniti comunitarie. QA 1988;2/3:96-1()0.

2 Sirchia G. Progetto collaborativo nazioniale per il btoon uso del sangue. QA
1989;1/2:49-54.

3 Liva C, Pagana C. Good results stimtulatc providers in Italy to continue QA
activities. Europeatn Newsletter on Quality Assurance 1985:2:5.

4 Selle V, Favarctti C, Alberti V]!, Marcolongo A, Orsini A. L'appropriato
impiego di albtumina umana nell'ospcdale di Padova. 'Valtitazione di un
processo terapeutico: approccio metodologico. QA 1990;3/4:11-6.

5 Mlarchi AG, Cristofori G, 1aiti Ml, Messi G, Dusi A. Il trauma cranico nlel
bambino: modificazoni nell'approccio successive a VRQ. QA 1988;1:36-43.

6 Alberti V, Havmar D'Ettori R, Padovan M, Francesclin L, Burattin B,
Marcolongo A. Strategia per la revisione del sistema informativo
infermieristico nell'Ospedale di Padova. QA 1990;5/6:51-5.

7 Diana I, Favaretti C, Alberti V-Marcolongo A, Selle V. 11 sistema per la verifica
e revisione della qualita nel presido ospedaliero dcllF'USL n" 21 di Padova. QA
1990;1 :33-6.

8 WHO Regional Office for Eturopc Working Group: 'Fraining in quality
assurance. Quality 4ssurance in Health Care 1988;1:97-109.

For Debate

NHS Reforms: The First Six Months-proof of progress or a
statistical smokescreen?

Radical Statistics Health Group

The impact of the changes in the NHS is clearly of
great interest during this pre-election period. Anxiety
about the NHS is shared by politicians and public
alike. The debate provoked by the NHS Management
Executive's booklet NHS Reforms: The First Six
Months,' which was launched on 14 January, needs
critical examination of the way that competing claims
were presented.

In his introduction to the booklet, Duncan Nichol
stated that: "Changes in the way the NHS is organised
have helped to re-focus our activities. Thev are
leading to improvements in the quality of care, greater
responsiveness to individuals and even better value for
money for the growing NHS."' In support of this he
singles out four aspects. Three of them-hospital ad-
missions, waiting lists, and primary care as measured
by immunisation rates-are largely statistical. The
fourth aspect is described as "a vast range of local
initiatives." This article looks at the way statistics were
selected, presented, and interpreted in support of these
claims and discusses whether its conclusions are
justifiable.

The approach
The document compares statistics for England for

the current financial year, 1991-2, with data for the
previous year. Immunisation rates are presented as
evidence of the success both of the changes in the NHS
in April 1991 and of the new contract for general
practitioners, which came into force on 1 April 1990.
The document is unreferenced and the sources of
the statistics are not identified. The figures are not
compared with data from earlier years to see if the
estimated changes are part of longer term trends, and
no mention is made of factors outside the NHS, which

lead to increasing demands for NHS services-notably
the increasing numbers of very elderly people.

Several regional comparisons are made, often in a
way which is not statistically valid. For example, some
of the graphs such as that showing numbers on waiting
lists present regional totals without allowing for differ-
ences in the size of each region's population. Other
graphs exaggerate regional variations by using vertical
axes that start above zero. The extent of regional
variations is cited as evidence that there is "scope for
improvement." Although the variations may simply
reflect differences between the populations of the
regions, it is assumed that the region with the highest
or the lowest value must be performing optimally.

In addition, the document and accompanying
press releases claim that opinion polls show public
support for NHS trusts and the new contract for
general practitioners. No comparison was made
between trusts and directly managed units, or between
successive polls of people's views before and after the
changes took place.

Acute sector activity
The document starts with statistics for the numbers

of patients treated as inpatients, day cases, and
outpatients in the acute sector during the first six
months of the financial year 1991-2. These six month
figures were simply multiplied by two to produce
estimates for the full financial vear and were then
compared with data for 1990-1, which were not shown
in the document.

Percentage increases were calculated and the
document claims increases of 1 5% in inpatient activity,
13-6% in day cases, and 4 2% in outpatient attendances.
Adding inpatients to day cases produced "an overall

c/o London Hazards
Centre, Headland House,
London WC1X 8DS
Radical Statistics Health
Group
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increase in forecast activity of 3-7% across the country
as a whole."

IS THIS PROJECTION VALID?

Activity is unlikely to remain at a constant level
throughout the financial year, so the doubling of the
first six months' figures should be questioned. Cold
weather or illness related to influenza may inflate
emergency admissions during winter or, alternatively,
numbers of elective admissions may decrease in the
second half of the financial year ifpurchasing funds run
out.

Although the totals are rounded to the nearest
100 000, increases are shown to the nearest 10000.
This is critical, especially when interpreting the
increase by 80 000 in inpatients.

WHAT IS BEING COUNTED?

The figures do not apply to the numbers of people
cared for but to the number of times they came into
contact with hospital services. People have always been
counted each time they visit an outpatient department
or are discharged from hospital. Furthermore, in
published figures for 1988-9, the unit for counting
inpatients was changed from "discharges and deaths"
to "finished consultant episodes." This means that
people are counted each time they change specialty
during any given stay in hospital.

For example, someone injured in an accident could
be admitted to an observation ward of an accident and
emergency department, be transferred to an ortho-
paedic department for treatment of fractures, subse-
quently develop cardiovascular problems and be
transferred to a cardiologist, and finally be transferred
to a rehabilitation ward under the care of a geriatrician
before being discharged. This would have contributed
four finished consultant episodes to the "numbers of
patients treated," whereas it would only have been one
discharge or death before 1988-9. Follow up visits to
outpatients would swell the total further. To add to
this, the document states that the acute sector now
includes geriatrics, thus increasing the numbers of
events to be counted. In geriatrics, however, activity
has been increasing faster than in the acute sector, so
its inclusion in the acute sector exaggerates increases in
activity.

TRENDS OVER TIME

The measures of increased activity were not com-
pared with changes in previous years. Moreover, the
data that would enable people outside government to
do so have not been published. There are discrepancies
between the few publicly available Department of
Health data for 1990-1, which have appeared in the
pages of Hansard,2 and the data in the management
executive's document. Questions subsequently revealed
that the data in the document came from a different
source 3-the NHS Management Executive's manage-
ment returns, which have a slightly different coverage
from the Department of Health's hospital activity
statistics.
As the NHS Management Executive's returns have

not been published for earlier years, figure 1 is based on
the data published in the Department of Health's
statistical bulletins.45 The overwhelming impression is
that levels of hospital activity have been increasing for
many years. This is not surprising as the last 15 years
have seen increases in the numbers of people aged 75
and over, who make the heaviest use of the health
services.

CHANGES IN DATA COLLECTION OR CHANGES IN
ACTIVITY?

In 1987 methods of data collection were changed
considerably. New statistical returns and minimum

datasets were introduced, based on recommendations
of'the Steering Group on Health Services Information.
These were called Korner returns and datasets, after
Edith Korner, who had chaired the committee. In
addition, in 1987-8, the basis for statistical reporting
was changed from calendar to financial year. Not
surprisingly, these changes caused considerable dis-
ruption to data collection, which in turn affected the
completeness and quality of the data.
The changes coincided with an apparent drop in the

reported numbers of day case admissions and out-
patient attendances in 1987-8. The number of day
cases then started to increase again up to 1989-90, the
most recent year for which relatively complete data
have been published. Indeed the increase of 14-4%
between 1988-9 and 1989-90 was higher than the
estimated 13 6% increase from 1990-1 to 1991-2 cited
in the document.
Numbers of inpatient discharges and deaths increased

in 1987-8, possibly because of the addition of records
for well babies-that is, babies born in hospital who do
not receive treatment. The numbers of discharges and
deaths showed a slight drop in 1988-9, the last year for
which data have been published in this form. In
contrast, the numbers of finished consultant episodes
increased by 1-8% in 1989-90, which is more than the
document's estimated increase of 1 5% between 1990-1
and 1991-2.

Provisional figures reported from 12 NHS regions
show increases in the numbers of heart bypass,
cataract, and hip replacement operations, which are
described as "targeted operations." Closer inspection
shows that the increases are not as impressive as they
may seem. For example, the number of cataract
operations done in the first six months of 1991-2 was
estimated to be 5 5% higher than that during the
corresponding period of 1990-1. This is, in fact, well
below the average annual increase of 8-2% between
1979 and 1990-1.6 In any case, these operations
accounted for only 1-7% of estimated finished con-
sultant episodes and day case admissions in the first
half of 1991-2.
The introduction of the internal market in April

1991 is likely to have provided a financial incentive for
more complete reporting. It followed the disruption
caused by the introduction of new and unfamiliar
systems, resulting in a possibly temporary decrease in
the numbers of events reported. It is unclear to what
extent the increase in reported hospital activity in
1991-2 reflects inappropriate methods of forecasting,
more complete reporting, a continuation of the longer
term increases in the use of hospital services, or the
effects of the introduction of the internal market. Even
if there was a real increase it does not necessarily follow
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FIG 1-Admissions to acute and geriatric departments, England, 1974
to 1989-90 (thousands)4
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FIG 3-Numbers ofpeople on

inpatient waiting lists, England

REGIONAL VARIATION AND THE MOVE TO DAY CASE

ADMISSION

The document welcomes the increasing proportion
of hospital stays which are day case admissions and
argues that the substantial regional variation indicates
scope for further increases. This may be the case, but
the graph in the document which illustrates this
exaggerates the extent of regional variation by starting
its vertical axis at 13 rather than zero. The data needed
to replot the graph are not publicly available, however.
To illustrate the effect of truncating vertical axes and
extending their height, figure 2 uses published data for
an earlier year.
The move to day case treatment is a long term one

(fig 1) and has persisted through several NHS re-

organisations. Although day case treatment and
decreased length of hospital stays reduce the use of
hospital resources and offer benefits to people who can

be cared for at home after discharge, it may dis-
advantage those who are not so fortunate. No evidence
is presented to show corresponding increases in
resources for community services for people who have
just been discharged from hospital, and the cost to

relatives and friends, who may have to take time off
work to care for people after discharge are not
mentioned.

Waiting lists
The document compares what are described as

"provisional 'fast track"' September 1991 figures and
published March 1991 and September 1987 figures for
people waiting more than one year and more than two
years for inpatient and day case treatment. They
showed a decrease of 11 000 between March and
September 1991 in the numbers waiting over one year
and a decrease of 8000 in those waiting over two years.
The corresponding decreases since the current wave of
waiting list initiatives started in September 1987 were
50000 and 47 000.

TRENDS OVER TIME

The number of people waiting over two years for
inpatient treatment actually rose slightly between
September 1987 and September 1988 and then fell by
19 118 over the next two years.' The numbers then fell
by a further 17 325 in the six months ending in March
1991. Similarly, the numbers waiting more than two
years for day case admission rose by 1198 between
September 1987 and March 1990, before falling by
2391 and 2730 in the next two six month periods up to
March 1991.
Adding the two types of waiting list together, as in

the document, the numbers waiting for more than two
years decreased by 20055 in the six months ending
March 1991 and by 9801 in the previous six months,
compared with a decrease of 8000 in the first six
months of 1991-2. Similarly, the total numbers waiting
over one year decreased by 32 900 over the six months
ending March 1991.1 This is much more than the
estimated 11 000 during the first six months since April
1991.

INTERPRETING TRENDS IN WAITING LIST STATISTICS

As with the equally high profile unemployment
statistics, the definitions and methods ofdata collection
used for waiting list statistics for England keep
changing, making it difficult to assess the trends over
time shown in figure 3.91" The two peaks in March
1979 and December 1982 followed periods ofindustrial
action. After the second of these, the numbers on
waiting lists did not fall as quickly as they had in 1979.

Major changes took place in 1987 with the intro-
duction ofnew Korner returns to collect data on people
waiting for day case as well as inpatient admissions. A
new category, "self deferred" is excluded from the
overall totals. This category is described as "patients
who refused an offer of admission for personal
reasons."'" These patients are, of course, still waiting,
and are included in the statistics when it is convenient
to do so. The Department of Health includes them in
the total numbers waiting when calculating the per-
centages waiting for more than one or two years, thus
producing lower percentages.6

NUMBERS WAITING OR WAITING TIMES?
In recent years, the government has switched its

attention to the number of people waiting more than a
year, which had started to fall in 1989. This was on the
grounds that "the time individuals have to wait is more
significant than the numbers on the waiting list.6
Waiting time is certainly a factor which should be
considered, but not the only one. For example, it is also
highly relevant to know the extent to which people are
in pain or are disabled or immobilised by not having
treatment. This not only may cause inconvenience and
costs to themselves and their families, but may lead to
demands on health and social services.
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CULLING WAITING LISTS

In the mid-1980s, the Department of Health and
Social Security noted that "Studies of waiting lists have
shown that a proportion of those on lists have died,
moved to another area, do not want or need the
intended operation or appear on more than one list.
The amount of overstatement cannot be readily esti-
mated but it is thought to exceed 10% nationally and
could be considerably more."'2

Since then the department has repeatedly written to
health authorities asking them to review waiting lists
and remove people who no longer require treatment.
Despite this the numbers on the lists did not fall by
very much and sometimes rose. The extent to which
health authorities have been successful in removing
people who no longer want treatment from the lists has
depended on whether they have had staff available to
do the work, and the pressure on them to get it
done. This pressure has increased in recent months.'3

Attempts to clean up the data certainly had some
effect as figure 4 shows. The numbers of people
admitted from waiting lists for inpatient treatment fell
from 947 854 in the six months ending March 1988 to
888 291 in the six months ending March 1991, while
the numbers removed for reasons other than treatment
rose from 72 131 to 125 408 over the same period.'4
On the other hand, the number of day case

admissions from the list rose from 353 301 in the six
months ending March 1988 to 496 554 in the six
months ending March 1991, but the numbers removed
for reasons other than treatment also increased from
18419 to 43510. This shows that the impact both of
recent attempts to clear up the lists and also of the shift
from inpatient to day case admissions to hospital was
considerable.

WAITING TO GET ON THE WAITING LIST

Finally, England, unlike Wales, does not keep
national statistics about waiting lists for outpatient
appointments. One way of reducing waiting times for
inpatient and day case admissions would be to delay the
preparatory outpatient appointment until the person
could be treated a relatively short time afterwards.
Without the data, we cannot tell whether this has
happened.
The general conclusion to be drawn from published

waiting list statistics is that it is very difficult to tell
what is going on, but no one denies that many people
are still waiting. Ifthe government succeeds in reducing
the number of people who have been on waiting lists
for more than two years to zero by April 1, this success
has nothing to do with the internal market and is likely
to be short lived, as others will take their place in the
queue.

Primary care: immunisation
Claims for the success of the new contract rely

heavily on data which show further increases in
immunisation rates and a fall in the incidence of and
mortality from communicable diseases. The fall in
incidence and mortality is part of a long term trend that
has persisted for over a century. Although immunisation
has undoubtedly played its part, a much greater
contribution has come from public health measures
such as clean water, sanitation, and better housing.
The document compares rates described as "coverage

ofthe population" for immunisation against diphtheria,
tetanus, and polio combined, whooping cough, and
measles in the financial year 1989-90 with provisional
rates for the six months ending September 1991. An
increased rate was shown in each case.

It is not clear, however, which of two possible data
sources have been used, or how the coverage rates have
been defined. The figures for 1989-90 are "uptake rates

2 years after the end of the year of birth," derived from
the Department of Health's vaccination and im-
munisation returns,7 1517 which have been compiled for
many years. In fact, owing to an error, figures for
1988-97 were presented instead. Thus the increase in
rates took place over at least two years, not one. For
immunisation statistics the change to Korner returns
took place in 1988-9 and was estimated by the Depart-
ment ofHealth to have decreased reported uptake rates
by about 3%.
The second data collection system, the Cover of

vaccination evaluated rapidly (COVER) programme
started in January 1987. The number of participating
districts in England, Wales, and Northern Ireland rose
from 16 in January 1987 to 194 in may 1991,18 so these
data cannot yet be used to compare trends over time. It
seems that provisional figures for the six months
ending September 1991 come from the COVER pro-
gramme. If so, the rates probably overrepresent those
general practitioners who are quickest to return their
data, and who may also have the highest immunisation
rates. Furthermore, they relate to children born in
1989, some of whom were immunised before the new
contract.

TRENDS OVER TIME

Figure 5 shows that from the late 1960s until 1974
two year uptake rates for whooping cough, diphtheria,
tetanus, and polio vaccines were around 80%. Uptake
rates for measles vaccine, which was not introduced
until 1968, rose from 26% in 1969 to 53% in 1974.
Although the reorganisation of the NHS in 1974 might
have adversely affected immunisation rates, wide-
spread concern in the mid-1970s about the risks of
whooping cough vaccine is likely to have been the main
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Source: Hansard 12/12V9 1, vol 483-415
FIG 4-People removed from waiting lists either because ofadmission
to hospital orfor other reasons, 1988-1991'6
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FIG S-Immunisation rates for
England, 1967-90
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factor in the fall in uptake. Since the late 1970s all the
uptake rates have again been increasing steadily.

ARE IMMUNISATION RATES THE KEY FACTOR?

New and accelerated schedules for immunisation
against diphtheria, tetanus, and whooping cough were
introduced in May 1990. A study in Oxford suggested
that these schedules are likely to have increased the
proportion of children vaccinated before their first
birthday but seem to have reduced the protective
effects of immunisation against tetanus and whooping
cough.9 Thus increased activity does not necessarily
imply a better outcome.

Moreover, it is questionable whether the focus on
immunisation rates as an indicator of the quality of
primary care is appropriate. It would hardly be surpris-
ing if general practitioners concentrated on activities
which carry financial incentives and have a high
profile. There are many important aspects of primary
care which are not measured in current statistics and
some of these may have suffered as a result of the extra
administrative work arising from the new contract.

Conclusion
The data presented in NHS Reforms: The First Six

Months fail to support Duncan Nichol's claim that the
changes introduced on 1 April 1991 are leading to
improved care, greater responsiveness to individuals,
and better value for money. Even when like is
compared with like, no attempt is made to compare
estimated changes since April 1991 with those during
previous years. In addition, changes in the age
structure ofthe population or changes in data collection

systems are not allowed for and the document contains
an implicit assumption that greater activity necessarily
leads to better outcomes.
As with the King's Fund study of general prac-

titioner fundholding, which was recently discussed by
Coulter,20 the limitations and poor quality of routine
data make it difficult for anyone to assess the effects of
recent changes. Despite this, a less partisan approach
could have made better use of the data available. We
are not accusing government statisticians of cooking
the books as we believe the problem lies elsewhere.
The outgoing head of the Government Statistical
Service, Sir Jack Hibbert, believes that, except in
respect of purely statistical aspects, it would be quite
wrong to look to the Government Statistical Service to
pass judgment on the way the government interprets
the statistics it produces.2' It is to be hoped that his
successor will reassess this view. More fundamentally,
the Royal Statistical Society,22 among others, has
stressed the need to detach the Government Statistical
Service from the immediate political control of the
government.
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ANY QUESTIONS

How should a patient who was found to have the empty sella
syndrome on computed tomography but who is endocrinologic-
ally normal befollowed up?

Before the primary empty sella syndrome is diagnosed it is
essential to ensure that there is no coincident pituitary
tumour. Infarction of pituitary tumours may be one cause
of an apparently empty sella,) and adenomas secreting
prolactin, adrenocorticotrophic hormone, and growth
hormone have been described in association with an empty
sella. Computed tomography alone may be inadequate to
exclude a rim of tumour tissue, and magnetic resonance

imaging is now the definitive investigation. If the presence
of a pituitary tumour can be excluded and there is no
endocrine abnormality, no evidence of raised intracranial
pressure, no visual field abnormality, and no significant
symptom, such as severe headache, the patient should be
reassured and the general practitioner contacted with an
explanation of the benign nature of the condition.-
STAFFORD LIGHTMAN, professor of neuroendocrinology,
London

1 Domingue JN, Wing SA, Wilson CB. Co-existing pituitary adenomas and
partially empty sellas.J Neurosurg 1978;48:23-9.
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