
the reasons why the mass media have had only limited success
in relation to HIV and sexual behaviour. Generally they can
raise awareness and increase knowledge of HIV but are
ineffective at changing behaviour.

Confronted with this analysis of the difficulties of changing
sexual behaviour, the people at Leeds Castle thought that the
first priority was to be clear about the message. "Use a
condom" has the advantage of being clear and simple, but
most people thought that a more positive and upbeat message
was required. Britain needs a society in which people feel
able to talk about sexuality and exercise choice in sexual
relationships. Roughly half of 16 year olds in Britain have had
sexual intercourse, yet most (girls in particular) experience
regret immediately after their first sexual experience. A
society in which young people can talk more easily about
sexuality -to their partners, friends, parents, teachers, and
doctors -should be a society in which fewer people have
unprotected-and unfulfilling- sexual intercourse so young.
The Dutch, for instance, are much less inhibited in dealing
with sexual matters yet have a much lower teenage pregnancy
rate than Britain.
There was general dissatisfaction at Leeds Castle with the

phrase "safer sex": it is dull and restrictive and doesn't get
through. We need a phrase that denotes a more erotic,
positive, and diverse kind of sexual behaviour that covers
much more than simply penetrative sex. "Better sex," "green
sex," and "real sex" were all considered, but none seemed
right. More work needs to be done to get the message clear
and correct.

If the aim is to be much more open and positive about
sexual behaviour then there will have to be considerable
political and social change in Britain. If the government does
make sexual behaviour a priority in its health strategy then
that will be an important step, but many government
departments-particularly the Department of Education-

will need to change their attitudes. Any government that
seems to be promoting rather than restricting sexual debate is
likely to come under attack from moralists, but the group at
Leeds Castle thought that the government -and the media-
have a duty not to bend to these people. Thus, although some
people object strongly to sex education in primary schools, the
vast majority of parents want it; and while some are offended
by advertisements for tampons and contraceptives, most
people are not.

Although several of those at the meeting worked for the
mass media, most thought that resources should be diverted
from mass media advertising to campaigns through schools,
health centres, community groups, employers, and unions.
The mass media will undoubtedly become involved with any
campaign to promote sexual health, and some of the messages
transmitted by them will be clear and positive-although
many will be reactionary and obfuscatory. The problems with
trying to use schools, health centres, and other existing
systems to promote sexual health are that many of them (for
example, schools and HIV district coordinators) are in
disarray and many of those who work in them feel uneasy
talking about sexuality. Considerable training will be needed.
The difficulty that the group at Leeds Castle had with

defining the issues and beginning to address them illustrates
how difficult the problems are. To attempt to change a
nation's attitude to sexuality and risky sexual behaviour is an
enormous task. It may even seem impossible until we
remember that government ministers until very recently
found it difficult to talk about condoms; now we have a
secretary ofstate for health who can talk about anal intercourse
without embarrassment. Deep cultural attitudes can be
changed.

RICHARD SMITH
Editor,
BMJ

Service increment for teaching and research

Still problems concerning definition and use

The service increment for teaching and research (SIFTR)
amounts to £30 492 per medical student per year (at 1989-90
prices) and may provide up to a quarter of a large teaching
hospital's income. It is therefore hardly surprising that
controversies exist concerning how the increment is calcu-
lated, the purposes for which it should be used, and how it
should be allocated.
The concept of a service increment for teaching was

developed by the Resource Allocation Working Party as part
of a formula for financial allocations to the regional authorities
in 1976.' It was intended to cover the additional costs to the
NHS of providing facilities for clinical teaching for medical
and dental students and was based on the difference between
the average costs of teaching and non-teaching acute
hospitals. The actual sum allocated for the increment was only
three quarters of this difference-because it was estimated
that this proportion of the additional costs per case in a
teaching hospital was attributable to the teaching of under-
graduate students.
The Resource Allocation Working Party's review in 1986

extended the increment to take account of additional costs,
such as research and case mix.2 This review acknowledged
that a teaching hospital incurs expenditure through maintain-
ing a critical mass of people, equipment, patient activity, and

skill, which, is necessary for the hospital to fulfil its under-
graduate and postgraduate teaching activities, deal with
complicated cases, and conduct research. The working party
concluded that there was "a strong case in principle, there-
fore, for basing financial protection for the additional cost per
case of teaching hospitals, on all those elements of teaching
hospital costs resulting from academic activity which go
beyond what a region would otherwise have planned for its
pQpulation."
The working party compared the costs of 60 teaching

hospitals (identified with the help of medical school deans)
with those of another 198 acute hospitals. On the basis of an
analysis of the relative importance of the different costs of
teaching hospitals the working party suggested that between
95% and 100% of the excess costs could be attributed to
teaching and research. It recommended, therefore, that the
allocation for teaching should be increased from 75% to 100%
of the median excess costs per student, thus incorporating at
least in theory the costs incurred through research activity.
SIFTR was born.
The theoretical 25% increase in the allocation became an

actual increase of only 2% in the annual amount attracted by
each medical student. This apparently was due to the
narrowing of the gap between the cost per case in teaching
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hospitals and district general hospitals, which had occurred in
the preceding decade. The calculations, however, were also
affected by the arbitrary selection of hospitals: some regions
identified only one hospital as a teaching hospital whereas
others included all hospitals where a substantial number of
medical students received clinical training. Five hospitals
were found to have negative excess costs-indeed, St James's
Hospital in Leeds seemed to reduce costs to the NHS by over
£2000 for every doctor trained there.

For teaching hospitals the service increment for teaching
and research is vital to maintain the infrastructure necessary
for good quality teaching and research. It is not meant to
subsidise inefficient practice in either the clinical or support
services. As far as possible the means by which it is calculated
and distributed should be seen to be fair and to reflect the
purposes for which it was devised. Likewise, the way it is
allocated needs to reflect the total purpose of the increment,
not just the direct cost of undergraduate teaching. The policy
for its allocation between and within units should be consis-
tent so that fair prices can be set by provider units. The
regional health authorities now have the responsibility after
consultation with medical schools to ensure that this happens;
consistency between neighbouring health authorities is also
important.3
There is no lack of effort or indeed goodwill in trying to

devise better methods for resolving these issues. The require-
ment to prevent the increment being used to subsidise clinical
costs unrelated to teaching and research is essential if the new
contracting system within the NHS is to work fairly. There is
also the need to ensure that money ostensibly allocated to
underwrite the costs to the NHS of clinical research is used for
this purpose. Finally, as with many other aspects of the health
service, there is the "London question." Undoubtedly, part
of the extra cost of maintaining teaching hospitals in London
is met through the increment, not least because these costs are
an important part of the formula that determines its calcula-
tion.

Various groups have been considering these questions. A
major review mainly concerned with the methods of allocation
has been led from the Department of Health by the previous
permanent under secretary (the France group).4 It is hoped
that the work of this committee will continue. The Steering
Group on Undergraduate Medical and Dental Education and
(now) Research, which is a committee jointly sponsored by
the Department ofHealth and the Department for Education,
has begun preparing for a formal review of the increment this
year. In March last year London University issued a discus-
sion paper recommending that 15% of the total increment
should be allocated for the direct costs of teaching clinical
undergraduates and that district general hospitals should
qualify for this support, pro rata, as long as they took five or
more full time equivalent undergraduate students a year.5 A
slightly lower figure for this support was arrived at from a
survey in Wessex. A method should be found to ensure that
this support is provided even when the students come from
different medical schools in different regions if the total
commitment exceeds the qualifying standard.
Two papers relating to these questions are published in this

week's journal. The paper from King's College School of
Medicine and Dentistry is particularly concerned with
developing a model for allocating the increment using
information that the health service routinely collects and a
method that is compatible with that used for calculating the
increment (p 95).6 As the authors state, further refinements
should permit the identification of legitimate sums required
to support teaching and research-both the total amount

and the proportions for individual clinical services. The
Southampton study is more concerned with examining the
extent to which the increment can be justified for the
legitimate extra costs of a teaching hospital and its activities
(p 97).7 Other studies are under way: one at my school is
particularly concerned with determining the excess costs of
activities in teaching hospitals, while the committee drawn
from deans of medical schools is looking at methods of
allocating the research component of the increment.

It is too soon to reach definite conclusions. Certainly, the
present method used to calculate the increment needs improv-
ing, though it is difficult to think of a radical alternative to
compare the average costs of a teaching with a non-teaching
hospital. Obviously the definition of a teaching hospital is
crucial in this respect. As more medical education takes place
outside teaching hospitals it is important that an appropriate
proportion of the increment goes to these units-not only
district general hospitals but also in the future general practice
and other primary health care services. An element of case
mix probably ought to be removed from the increment and
included in the contract price, but there are certainly
legitimate extra costs of clinical care in teaching hospitals,
which relate to slower throughput of patients and clinical
investigations. There are many other factors to consider, such
as different staffing levels, excess costs of merit awards,
increased use of consumables, part funding of academic posts
by the NHS, and the extent to which teaching hospitals
subsume the costs of postgraduate and continuing education
in the increment.

Particularly important in London and other inner cities is
the cost of financing capital and maintaining it. Teaching
hospitals have considerably more space per unit of clinical
activity than district general hospitals, and costs of maintain-
ing this capital (for example-the costs of heating, lighting,
rates, and maintenance) are a legitimate charge against the
increment. Identifying the main separate components of the
increment and allocating sums specifically for the purpose
they are designed to support should eventually be possible.
Such a system would ensure proper accountability, thus
reducing the controversy that currently surrounds the topic.
Separating out the main elements of the increment, if
extended to the special health authorities, might also ease
these authorities' entry into contracting by providing support
for their research and training responsibilities.

C CHANTLER
Clinical Dean,
United Medical and Dental Schools of Guy's and St Thomas's Hospitals,
London SEI 9RT
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Correction

Reducing home accidents in elderly people
An error occurred in the second paragraph of this editorial by Brian Livesley (4
July, p 2). The estimated annual rate ofhome accidents in the over 65s is 1002/1000
(770/1000 unreported) and the rate of falls is 677/1000, to accord with the rates
reported in the accompanying article by Helen J Graham and Julia Firth.
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