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The service increment for teaching (SIFT), which was
modified in 1989 to include research (SIFTR), was
intended to cover the excess cost of a teaching hospital
over the cost of a district general hospital and is
calculated as the difference between the average cost of
teaching hospitals and the average cost of district
general hospitals. The money is allocated by the
Department of Health to regions, who then distribute
it. To date, most of the money has been allocated to
the teaching districts on the basis of undergraduate
student numbers (though some has gone to non-
teaching districts, in recompense for the students
taught outside the teaching district) and has been
incorporated in the district budget. There has been
little or no understanding of where most money has
been spent. Most has disappeared into the running
costs of the hospitals, though some of the expenditure
has been identified: funding of some university posts,
merit awards for academics, and the excess costs of
complex cases.
With the NHS reforms and the requirement for

accountability of the expenditure of SIFTR it has
become necessary to sort out what and where the excess
costs are. Most regions and teaching units have so far
concentrated on the main expenses, recognising that
picking over the fine details would require intensive
effort and would not increase the sensitivity or reli-
ability of the accounting. There are four main elements
to the excess costs: the direct costs of undergraduate
teaching and related academic staff, the direct costs
of postgraduate education and training, the infra-
structure costs, and the costs related to research and
development. All of these categories overlap and for
some it is difficult to extricate the costs from those
of routine work. Nevertheless, some clarity can be
achieved without extensive effort.

Informal teaching has been estimated to reduce the
time available for outpatient consultation by 10%, a
figure supported by data from the Southampton data,
and validated by the clinical directors. Junior medical
staff also contribute to teaching, with senior registrars
taking one session a week and other grades an average
of 0-3 of a session. Junior staff also give informal
teaching, often on the wards-for example, during
emergency take days.
These direct student costs add up to no more than

10% of the SIFTR costs. Although district general
hospitals also incur costs for undergraduate teaching,
these are much less than in the teaching centres; there
is clearly a mass effect. As part of Southampton's
costing exercise we calculated the costs per student at
Basingstoke District Hospital, one of the regional
hospitals involved with Southampton Medical School.
The costs were between £3500 and £4000 per student.
It has been agreed that there is a point when the
number of students becomes too large for them to be
accommodated or taught without a major change in the
infrastructure and number of staff.

Direct costs to the NHS of university medical staff
Direct costs of university staff form part of the

"knock for knock" agreement between universities
and the NHS funded through SIFTR. They include
the costs of merit awards not only for academic staff
but also an excess for the NHS staff (the higher
proportion being allocated by regional and national
committees to those in teaching hospitals), the costs of
academic salaries and related charges funded by
the NHS, the cost of junior medical and support staff
(for example, secretaries) associated with academic
staff, and the costs of space (offices, clinics, theatres,
equipment, NHS travel expenses).

Direct costs of undergraduate education
These costs are most readily derived by assessing the

time spent by medical staff (senior and junior) in both
formal and informal teaching. Formal teaching reflects
timetabled teaching sessions while informal teaching is
that carried out during ward rounds, in outpatient
departments, in operating theatres, or casually in the
corridors. The formal teaching is easy to identify and
readily validated by managers and students, but
informal teaching time is normally based on estimates.
For example, the extra time for ward rounds was
estimated at 25-30% by the Leicester University
study.'

Informal teaching is best assessed by using a ques-
tionnaire detailing time spent in each year of the course
(both preclinical and clinical years) in formal teaching,
outpatient teaching, and other informal contact. The
results of a questionnaire used by Southampton Uni-
versity Hospitals Unit suggested that, over the whole
year, consultants teach an average of three and a half
hours a week, not taking into account preparation time
for the more structured parts of the course. Most
consultants formally teach for one hour a week in the
three clinical years, additional time being given by
some in the basic science courses.

Infrastructure costs
The costs of providing infrastructure take up the

largest proportion of the SIFTR allocation. Teaching
hospitals have been built and are run to support all
forms of medical education, research, teaching, and
development. The costs of accommodation have been
estimated at various amounts, but in most capital
developments a 15% allowance is made for the
excess accommodation needed, excluding that funded
through the University Funding Council. Other
formulae (for example, the Pater formula) have
ascribed around 10-15% for these infrastructure items
and the revenue costs related to them (heating, lighting,
maintenance, cleaning, and catering). Extra costs also
arise from changes in diagnostic throughput because of
time devoted to teaching (about 10%) as well as
increased use of beds, theatres, outpatient depart-
ments, and medical records related to teaching activi-
ties. The Southampton questionnaire data indicate
that these extra costs vary among departments, but the
average remains around 10%.
The costs of accommodation for the excess junior

staff, increased space for car parking, telephone
systems, library facilities, and teaching material are all
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In Southampton consultants
teach an average ofthree anda
halfhours a week attributable to SIFTR. There are also the hidden costs

(the "excellence" factor) of time spent on regional,
national, and international medical activities, both
administrative and educational. The questionnaire
data confirm that more time is spent on these activities
by consultants (average 1F5 hours a week) and senior
registrars (0 5 hours a week) in teaching hospitals than
those in district hospitals. In the past additional costs
arose from the high costs of tertiary referrals, which
were never refunded at more than average costs. These
are now accounted for in contracts. These infrastruc-
ture items together account for 70% of the excess costs
of the teaching hospital.

Research and development costs
A wide variety of clinical research projects are

carried out in both teaching and non-teaching hospitals.
It is often forgotten that the costs to the non-teaching
hospital are already included in their budgets and it is
the excess costs of these activities that are funded fromn
SIFTR. Most big research projects are carried out in
university funded space, though clearly, there is
overlap. The excess cost comes from the research
activity of both academic and NHS consultants.
Although some of the activity is funded by outside

sources, much of it is within clinical practice and is
often difficult to disassemble, such as development of
techniques and processes. For example, the develop-
ment of a new staining technique by a histopathology
laboratory requires considerable amounts of time and
reagents but is funded only from the hospital budget.
In addition, junior staff carry out unfunded clinical
research, which may require access to records, thus
imposing costs on the support services. Furthermore,
many of the technical, paramedical, and nursing staff
are involved in development projects.
The questionnaire suggested that these costs

account for about 5% of the SIFTR allocation and are
almost impossible to reduce. This amount is far less
than the 25% that is commonly believed to be attri-
buted to research, although some of the infrastructure
costs also support research.

Costs ofpostgraduate education
The final costs covered by SIFTR are those arising

from the excess numbers of junior staff and their
education. The Department of Health is attempting to
address this problem by attributing 25% of the costs of
junior staff to their postgraduate training. However, it
is not just the time that junior staff spend receiving
training that should be considered but the time given
by consultants and senior staff for training activities.
For consultants this notionally works out at one session
a week, but it varies widely across the disciplines. In
pathology, for example, almost all training of junior
staff is carried out in the teaching hospital. It is
estimated that the time required to interpret a histo-
logical specimen is doubled when junior staff are being
trained. Clearly, at the other end of the scale many
senior registrars are effectively working as consultants.
There are many more junior staff in teaching

hospitals than in district general hospitals, partly
because of the needs of training, and partly because the
attributes and structures of an undergraduate teaching
hospital make it suitable for postgraduate teaching.

Although postgraduate training may in future be
paid for separately (on the basis of 75%:25% service to
training relation), the excess costs outlined above will
still have to be funded from SIFTR.

Finally, it is clear from several sources that sufficient
detail of the attributable costs can be derived to allow
for accountability and justification of use. Our data
suggest that, as is the case elsewhere in the NHS, the
true costs are greater than the funding; much of that
cost is in staff time given with goodwill.

1 Sheldon TA. District community health. Leicester: Leicester University, 1990.

ANY QUESTIONS

Does brown sugar water have any place in the management of
constipation in babies less than 6 months old? An osmotic effect
due to the fibre or cellulose content of raw or unrefined
demerara sugar could theoretically lead to retained water and
softer stools.

Although sugar can be used to treat constipation in babies
under 6 months, this is not the ideal method. It is
preferable to encourage extra fluids-water or diluted
fruit juice, particularly natural or fresh orange juice.' If
that failed to resolve the problem a teaspoonful of sugar
could be added to either boiled water or fruit juice.
Another option is to add the sugar to the feed, which
increases the osmotic load and draws fluid into the bowel
lumen. On a weaning regimen fruit purees and cereals
should be offered. Babies given breast milk rarely

experience constipation because human milk is rich in the
carbohydrate lactose. Such babies may pass as many as
10 stools a day, yet others much less frequently.2
The regular addition of sugar to feeds should not be

encouraged because it might facilitate a palate for sweet
products and increase the likelihood of caries in those with
teeth. Although traditionalists recommend unrefined
brown (demerara) sugar, there is no evidence to support
any advantage of this over white sugar.' Indeed, both
demerara and white sugar lack dietary fibre. -DONALD
BENTLEY, consultant paediatrtician, Southall, Middlesex

1 Scipien GM, Barnard MU, Chard MA, Howe J, Phillips PJ. Comprehensive
pediatric nursing. New York: McGraw-Hill, 1975.

2 Francis DEM. Diets for sick children. Oxford: Blackwell Scientific,
1987.

3 Poskitt EME. Practical paediatric nutrition. London: Butterworth, 1988.
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