
Letter to Mrs Bottomley

Bob Bury

No doubt my loved ones are already laughing heartily
at the thought that I could have anything useful to say
to a secretary of state, and two years ago I too would
have discounted the idea that a politically damp, small
"c" conservative would ever be in a position to offer
advice on competition and free markets to a Tory
government. However, one thing that we have learnt in
recent times is that truths which are self evident to
those of us who actually work in public services hold
novelty value for our masters. So could I presume to
make just two or three points about the current ills of
the NHS?

The free market
One great advantage of the free market was to have

been the prospering of hard working, successful
hospitals at the expense of those providing an inferior
service. Let's think about the unsuccessful hospitals
and, possibly more to the point, the unsuccessful
ventures undertaken from time to time by otherwise
efficient units. Did you see Sir John Harvey-Jones on
the television sorting out the problems of the Bradford
Royal Infirnary? One of the most telling sequences in
that film passed without comment. A hospital in the
Bradford district had renovated some ward space
for geriatric patients who subsequently ended up
elsewhere, the purchasers presumably having been
made an offer they couldn't refuse. The newly decor-
ated wards were left empty, for the time being at least.

In that particular instance the money may or may not
have been misspent, and for all I know those wards are
now full. But in the brave new world management and
doctors are bound to make judgments about potential
workload that turn out to be wrong. Although this will
not usually result in equipment and other resources
lying totally idle, it will undoubtedly cause neighbour-
ing hospitals, intent on getting their share of the
market, to invest in the same expensive technology,
which is then underused. The point that no one in
government seems to have grasped is that the business-
man who spots what he thinks is a gap in the market
and retools his factory, only to find that he has made an
error of judgment, loses his own money and learns his
lesson. The cash that buys the unwanted computed
tomographic scanner, or furnishes the nice new empty
waiting room, on the other hand, is money lost for ever
from an already inadequate central pool. And every
pound lost means a patient untreated, in pain, or
perhaps even dying. The NHS is not a consumer outlet
just like any other.

Distortion ofpriorities
Although the last thing we want is a return to rigid

central control, the NHS does need some coordination
to ensure that scarce resources are used to best
advantage and not wasted by the unsupervised duplica-
tion of facilities. My next point also stems from this
underlying tendency of the reforms to produce
fragmentation and deregulation. Even your supporters
are becoming alarmed by the destabilising effect of
general practitioner fundholding, as you top slice cash
from the central reserve and ensure that it can be spent
only on the limited number of services that general

practitioners are allowed to purchase directly. Waiting
list initiatives have had exactly the same effect-
because money was diverted to solve a politically
sensitive problem, health care rationing priorities have
been distorted so that in some cases cash rather than
clinical need dictates who gets treated. You were
warned about this when fundholding was first mooted,
and again when your obsession with waiting lists
surfaced, but no one seems to listen.
As for the argument that money would follow

patients and so make it possible for hospitals to treat
more of them, that was always a non-starter given that
the total amount of cash available to purchasers was
not going to be increased. When hospitals increase
throughput all that happens is that the purchaser runs
out of money before the end of the year. We then start
to read the familiar stories of ward closures and idle
operating theatres which have become so much a part
of the New Year celebrations and which the reforms
were supposed to eliminate. To tell hospital managers
that they should have paced themselves to spread the
money over the full year is a denial of all the theoretical
advantages of a free market. In 1988 the money ran out
because of "inefficiency" and "bad management,"
prompting the NHS review. This year the same
problem has arisen as a result of "overtrading."
Patients refused admission cannot be expected to take
much comfort from this explanation of their plight.
Naturally I welcome the fact that the reforms are
revealing the extent of NHS underfunding, but this
will only be of benefit if you acknowledge what is
happening and do something about it.

Competition won't work
Finally, although you have stopped talking so much

about commercialism, we are still told that competition
between hospitals is the way to ensure efficiency in
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health care provision. This is why I know that you need
someone like me to explain about competition. It
works in the high street because suppliers are trying to
sell more washing machines and videos than there are
customers wishing to buy them; the firms are therefore
forced to compete on both price and quality, to the
benefit of the consumer. In the NHS the reverse is
true: demand exceeds supply and, what is more,
the suppliers are working within strict cash limits.
Competition and purchaser pressure may have forced
hospitals to give more attention to some of the easily
measurable quality issues such as waiting times and
patient information leaflets-and a good thing too-
but this will not increase efficiency. Indeed, the net
result may well be to consume resources without
producing any improvement in more important but
less readily quantifiable criteria of outcome. Hospitals
should be cooperating, not competing.
When Kenneth Clarke first told us of his ideas these

and other flaws were so obvious that many of us
assumed that either we had analysed the situation
incorrectly or that he too had spotted the pitfalls and
had the solutions up his sleeve. We now realise that this
was not the case. The NHS did need a kick up the
backside, and a lot of us were (and still are) far more
prepared than you realise to promote any scheme that
looks halfway decent. Sadly, there was no discussion
or consultation, and the present confrontational
atmosphere was allowed to develop. It is depressing to

see the predicted problems materialising one after
another, and even more damaging to morale when it
becomes apparent that the message we are trying to get
across-that a so called free market is no way to ensure
the satisfactory provision of health care to an aging
population-has not been appreciated by those in a
position to make a difference.

I work in a trust hospital which, as far as I can tell,
has made a successful transition from directly managed
status. Nevertheless, like everyone else we wonder
how we can ever afford to replace the time expired
capital equipment and infrastructure which was our
legacy from the past 20 years of neglect. But if we are
doing well someone else is doing badly-that is what
free markets are like. We cannot afford to have failures
in a health system which needs to use every hospital
and every health care worker if it is to cope with the
demands of the twenty first century.

Please listen to the arguments of those of us who are
doing our best to make the new system work. The
reforms are not all bad, and many of us can see
opportunities opening up which we are eager to grab.
Don't assume that we are all Luddite malcontents,
afraid of change. Like you, we are committed to the
NHS, and there is an enormous reserve of goodwill
that you could be harnessing; just show some evidence
that you appreciate the nature of the problems we are
facing, and we can all work together to establish the
quality service that our patients rightly demand.
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The structure and organisation of body tissues is
dependent on maintenance of contact between cells
and their neighbours and between cells and the extra-
cellular matrix. In simple epithelia, such as the lining
of the intestine or the kidney tubule, the individual
cells have surfaces with three different sets of adhesive
properties. The apical or luminal surface is non-
adhesive, the lateral surface is specialised for adhesion
to adjacent cells, and the basal surface is specialised for
adhesion to the underlying matrix, the basement
membrane.

In a stratified epithelium, such as epidermis,
the cells in the basal layer adhere to the basement
membrane below, to each other laterally, and to
suprabasal cells apically. The suprabasal cells have lost
adhesion to the matrix and instead adhere to similar
cells on all sides. Apically this mutual adhesion is also
lost and cells are sloughed off.

Other cell types-leucocytes and blood platelets-
spend much of their time circulating freely and thus
showing no adhesive interactions. Lymphocytes,
however, show quite specific recirculation pattems
in which particular subsets leave the blood circulation
by first adhering to high endothelial venule cells at
specific sites-for example, peripheral lymph nodes
or mucosal associated lymphoid tissue. They then
migrate into the lymphoid tissue and eventually return
to the blood circulation. Endothelial adhesion by
leucocytes is also the first step in a range of adhesive
interactions required in their tissue invasive response
to inflammation. Blood platelets respond to injury by a
whole set of adhesive interactions with endothelial
cells, with the matrix of the clot and endothelial
basement membrane, and with each other.
Thus cells of any particular type possess a set of

adhesive properties that may be both spatially and
temporally regulated. A considerable amount is
now known about the molecular mechanisms that
mediate these properties."

Families ofcell adhesion molecules
Many different cell adhesion molecules have been

described. Most of them belong to one of a small
number of families of related molecules in which
the individual members share the same basic molecular
structure but are subtly different from each other
(figure).
CADHERINS

In most tissues a major contribution to cell to cell
adhesion is made by calcium dependent cell adhesion
molecules known as cadherins.3 In general these
are simple transmembrane glycoproteins. The extra-
cellular domain has an adhesion site towards the
N-terminal region and several calcium binding sites.
Adhesive binding is homophilic: a cadherin molecule
on one cell binds to another cadherin molecule of the
same type on the next cell. Linkage of the cytoplasmic
domain to the cytoskeleton through proteins known as
catenins is necessary for cadherin function. The best
characterised is epithelial cadherin, E-cadherin or
uvomorulin. This appears very early in development,
when it is involved in compaction of the eight cell
embryo and cell polarisation. In adult epithelia-for
example, intestinal epithelium-it is present on the
lateral cell surfaces but is concentrated in intercellular
junctions known as the zonulae adherentes, which
ring the cells in the apicolateral region. The zonula
adherens is characterised by a cortical ring of
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