
tion of existing expenditure and top slicing of the
funds. Although top slicing is an unpopular practice at
present, the economies of scale achieved by concen-
trating the function into substantial groups would give
better value for money. By making the function more
visible it would give greater accountability than is
evident at present. The only satisfactory altemative to
top slicing at regional or subregional level would be the
creation of a nationally managed service. Ideally we
would prefer to retain the function at regional or
subregional level.

Conclusion
We need a system designed to cope with com-

municable diseases rather than with a "market," and
this requires explicit legislation. Until this is done
confusion will continue over responsibilities and
powers leaving the public at risk.
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The New NHS: The Second Year

The Freeman Hospital: disillusionment sets in

Sharon Kingman

This time last year the talk at the Freeman Hospital in
Newcastle on Tyne was all about treating more patients
than its contracts with purchasers specified.' This year
it is all about making sure the trust stays within its
contracts. Last year there was a sense of pride that
the hospital was keeping its beds open when other
hospitals all around were closing theirs. This year there
is an air of resignation as the trust realises that it has
nothing to gain by performing too well. Last year the
trust was increasing its staff. This year, there are fears
that up to 100 redundancies could be in the offing. And
there are plans to reduce the number of acute hospitals
in Newcastle from three to two.

Meeting contracts and more
Around the hospital people voice their frustration at

the unfairness of it all. They knuckled down last year,
they say, thinking that if they showed willing and
treated more patients, their efforts would be rewarded
by bigger budgets in the contracts for 1992-3. Yet
when those contracts were set staff found that in many
cases they were expected to do the same amount of
work again-without a corresponding increase in the
budgets. The cynics are saying that this was exactly
what purchasers meant to happen.

The specialty of internal medicine-rheumatology-
provides an example. Madeleine Rae, the specialty
manager, says that in 1991-2 the specialty treated
25-30% more patients than in the preceding year. Eight
months into that financial year internal medicine
reported to the trust board that it had already exceeded
the level of its contracts by £387 000. Everyone worked
very hard, Miss Rae says, in the belief that it would be
possible to employ more staff to cope with the extra
workload in the following financial year, because the
funds attached to the contracts would increase in line
with the number of extra patients being treated.
That did not happen. Purchasers did eventually

cough up some extra funds for the extra work-but less
than the full amount. Internal medicine received only
,£190 000 towards the shortfall. By the end of the
financial year the specialty had managed to reduce the
deficit to just £88 000.
Then purchasers set targets for 1992-3 so that the

Freeman would have to treat 20% more patients than in
1990-1 (only slightly fewer than the hospital had
actually treated during the bumper year of 1991-2).
Miss Rae says, "The assumption was that if we could
treat the extra patients in 1991-2 we could do it again
the next year. That assumption will now follow us for
years. We did all this extra work, and all we have done
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is shoot ourselves in the foot." Dr Frederick Clark,
clinical director of the specialty, supports her view.
"We were pretty disillusioned at finding in 1992-3 that
we had to do the extra work again without the extra
income."

Part of the problem, everyone agrees, is that the
Freeman could not be seen to turn patients away from
the door during its first winter as a trust. If the trust
had frequently closed to emergency admissions it
would have laid itself wide open to being lambasted in
the press. Many people were watching and waiting for
it to put a foot wrong. Len Fenwick, general manager
of the Freeman, says, "In our first year we were
beavering away to demonstrate the value of being a
trust. We had to show our efficiency and it was all
much more gung-ho, breaking new ground as a trust."
He admits that this backfired because purchasers

took the higher level of activity as the baseline for the
following year's contracts. "That brought a sense of
realisation that the extent of the contracts must be
more strictly adhered to and this we achieved in our
second year."
The Freeman's strategy of sticking to its contracts

met with approval from Newcastle and North Tyneside
Health Authorities, one of its biggest purchasers. Gary
Smith, chief executive of the combined authorities,
says, "Yes, the Freeman delivered." And, unlike some
other providers, he says, the Freeman managed to
avoid the problem of completing its full year's work
within seven or eight months.

Disillusion
During the trust's first year staff at the Freeman felt

strongly that if patients needed treating they should be
treated. But all the signs are that staff are starting to
become disillusioned with these high principles.
Dr Ian Griffiths, consultant rheumatologist, who

was until recently medical director of the Freeman,
says it was an exercise of professional goodwill to treat
more patients than the contracts specified, despite the
strain that this imposed on staff and budgets. The
goodwill is beginning to evaporate, he says. "If you
show goodwill, you are suddenly trapped-you have
got to do it all over again."

Staff say that this realisation made the Freeman,
which in previous years had taken pride in often
staying open to admissions when other Newcastle
hospitals were closed, more ready to close its doors
during the winter of 1992-3.
Such a strategy seems unlikely to endear a hospital to

the local community health council, but the Freeman

has the firm support of Newcastle Community Health
Council. The trust invites the council to four of its
monthly meetings each year and has given it participant
observer status and access to financial and performance
information.
Sue Pearson, who chairs the council, says there is no

question that the trust gives a good service. It is
difficult not to support the trust's policy of sticking to
its contract, she says, even though this means patients
may have to wait longer for treatment. "It is not helpful
for patients but if no one is prepared to pay more then
it is difficult to see how the trust can avoid it if it is to
balance its books."

Effects on patient care
Internal medicine is not the only specialty to feel

that it has suffered. Other departments feel similarly
hard done by. Dr Kate Gould, clinical director of
pathology services, says she feels very depressed and
disappointed. "When we became a trust we thought
that money would follow patients." If the workload
continues to increase without the staff to cope with it
her department will have to rationalise its service, with
knock on effects for patient care, she says. "For
example, we currently turn round a biopsy result in
three days-if we have to make cuts it might take
longer. Yet the quicker we get the results to the
clinicians, the better it is for the patients."

In radiology, too, staff have been stretched to the
limits. The service offered by the department has
improved considerably over the previous year, says Dr
Lakkur Murthy, the clinical director. Two extra
consultants were appointed, one to run the new
computed tomography service and the other to
perform ultrasound examinations. As a result patients
no longer have to wait days for a computed tomography
scan, and the waiting list for ultrasound examinations
has fallen from 8-10 weeks to 7-10 days.

In 1992-3 the radiology department dealt with 8%
more patients than in the previous financial year.
There has also been a "dramatic increase" in inter-
ventional radiology on severely ill patients: procedures
such as angioplasty and stent insertion, which are
expensive and time consuming. "So if the resources do
not follow the work, then there is a potential problem,"
Dr Murthy says.
He says he understands that purchasers would like

more work for less money. "But if that has to be
achieved something has to give. We may risk sacrificing
quality for quantity. The rate of growth in our
department is 5-9% each year. We are now at the stage
where we have squeezed all there is to squeeze in terms
ofgoodwill."

It would be possible to make cost improvements by
becoming more efficient if the department was not
already efficient, Dr Murthy said. "But all that will
happen here is that the team will be subjected to more
stress and strain. I hope this will not be last straw."
To minimise the numbers of unnecessary radio-

logical examinations carried out the department is
implementing guidelines produced by the Royal
College of Radiologists and educating junior doctors
to make sure that they order the right tests and
examinations.

Efficiency savings
Two factors are contributing to the pressure the

purchasers are putting on the Freeman. One is the
demand that the Freeman should deliver cash releasing
"cost improvements'i of 2%. In previous years cost
improvements have been brought about by asking
hospitals to do, for example, 2% more work for the
same amount of money. In 1993-4 the Freeman is
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being asked to do the same amount ofwork for 2% less
money.
Dr Griffiths finds it particularly frustrating that all

hospitals are being asked to make savings on this scale
-regardless ofhow efficient they are. For the Freeman
is already very cost efficient, he believes. For him, an
added irritation is the belief that purchasers could
make significant savings in other ways-by placing
their contracts with the providers that give them the
best value for money. Dr Griffiths says, "In some cases
services could be provided more cheaply here but
purchasers are reluctant to move their contracts away
from other hospitals for reasons of local politics." He
suggests that purchasers are locked into traditional
pattems of care, without fully questioning why they
place contracts where they do or examining whe'ther
they are getting the best value for money.
The 2% "cost improvement" accounts for a shortfall

in the Freeman's budget for 1993-4 of almost £1 5m.
Dr Gould says staff in the hospital have been told that
there might have to be up to 100 redundancies as a
result. Len Fenwick says that is "pure conjecture at
this stage. . . It is premature to be talking about
significant job losses but we are looking very closely at
our efficiency and effectiveness."

Nevertheless, Dr Griffiths says, "65% of our revenue
goes on salaries, so that is the only place we can save
large amounts of money." Two medical laboratory
scientific officers in pathology have already been made
redundant, and, she says, "all of the staff are petrified
that they will be next."
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13 000-

12 000-

11 000-

10 000

9 000
8 000- Emergency

admissions
7 000-

6 000-1
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Diverting funds from Newcastle hospitals
The second factor affecting the Freeman's fortunes

is the intention of purchasers to buy more health care
for their populations locally and to divert money from
secondary care to primary care. This is bound to have
an impact on a hospital where 67% ofthe patients come
from outside the local district ofNewcastle on Tyne.
Mr Fenwick says changes in capitation funding will

mean that local purchasers will be spending at least
£11m a year less in Newcastle over the next five years.
According to some estimates, the reduction could
reach £20m a year.
To address this problem health authorities in the

north east have held a review of acute services in
Newcastle, culminating in a two day workshop at
the end of April. The workshop recommended that
only two hospitals in Newcastle, the Royal Victoria
Infirmary and the Freeman, should continue to
provide acute services. Newcastle General Hospital,
which at present also provides acute care, would
become a community hospital where consultants and
general practitioners would work together.

Newcastle Health Authority says the plan will
include investment in new hospital buildings, which
will be more cost effective than maintaining many of
the existing buildings. Newcastle General and the
Royal Victoria Infirmary at present face a bill for C40m
for backlog maintenance.
The Freeman, together with the trust that has been

formed by the Royal Victoria Infirmary, played a key
part in stimulating local discussion about the best way
of rationalising services in Newcastle, Mr Fenwick
says. "Rationalisation of services will greatly help our
funding problems because at the moment we are trying
to stretch the money between these three sites."
He doubts that such a radical move would have been

made in the absence of the reforms. "There would only
have been tinkering around the edges. The reforms
have given us an impetus to make decisions and
enabled Newcastle to come to terms with a problem
that has existed ever since the Freeman was opened in
1977."

Not that the Freeman has seen any sign of a reduced
demand for its services, whether for emergency or
elective care. Dr Griffiths says Newcastle patients who
have medical emergencies cannot always get into one of
the Newcastle hospitals. And although the Freeman
has cleared its waiting lists of all those who had been
waiting for 18 months or more, "the problem is that the
total number on the waiting lists is going up and up.
This probably reflects that in some way you are not
meeting the needs of the population if you were, you
should have fewer people waiting."

The fundholder's view
From the perspective of Dr Gordon Chalmers'

practice in Gosforth-the only first wave fundholding
general practice in Newcastle-the Freeman is certainly
meeting with approval. Maureen Rillands, chief
executive of the practice, says, "The service the trust
gives us is outstanding. Many people could leam from
their example. They meet us half way, they ask how
they can make life easier for us, and their data are
superb. We have a really good relationship with them
and we can do our contracts on a handshake. They have
got ethics as well-their word is their bond."
The type of contract that the practice has with the

Freeman has changed. Ms Rillands is no longer placing
block contracts, except for pathology. Flexible "cost
and volume" contracts have taken their place: if the
practice does not refer the full number ofpatients it can
get some money back. Conversely, if more patients
need this service than expected the practice can refer
slightly more patients without having to pay any more.
For rare conditions there are "cost per case" con-

tracts. If a patient from the practice needs a nephrology
consultation, for example, he or she goes to the
Freeman and the Freeman sends the practice an
invoice.

Upsetting the status quo
Where the practice has really bucked the trend is by

placing its contract for community services not with
the local health authorities in Newcastle but with
South Tyneside Health Care Trust in South Shields.
Ms Rillands says, "Before 1 April, our district nurses
and health visitors were provided by Newcastle
Community Unit and North Tyneside Community
Unit. The nursing care was good but the management
of the system made it fraught with problems. Because
we straddled the boundary, some nurses would go to
homes in one authority and not to homes over the
border. So we decided to go for services from one
provider unit."

South Tyneside won the contract for their ComCare
scheme. "They deliver community care with a bottom
up team approach - the vision that I had for community
services but could never achieve before." Two other
nearby fundholding practices also decided to place
their contracts with South Tyneside, making it
possible for the three practices to share weekend cover
and a nurse manager.

Brian Aisbitt, chief executive of South Tyneside
Health Care Trust, believes that the ComCare scheme,
which has been running in Jarrow since 1990, is
unique. If the scheme was going to fail anywhere, it
would have failed in this area of high deprivation,
he says. General practices there have their own physio-
therapists, chiropodists, speech therapists, social
workers, and community psychiatric nurses. People
served by these practices are given a card with the
number of the free ComCare Healthline-direct access
to the person who manages the community services in
their locality.
The move to ComCare by the three practices has
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ruffled many feathers in the city. As this article went to
press, the practices were still in negotiation with
Northern Regional Health Authority over what funds
they should receive in order to buy their community
services. For all three found that the amount of money
that they had been allocated to buy their community
services was less than they had calculated was needed
-k60 000 less in the case of Ms Rilland's practice.
"The money that Newcastle and North Tyneside said
we would be allocated was too low to provide the
services that we had already. No money was built in for
maternity or sickness cover, and because of our
boundary problems the needs of 900 of our patients
were never taken into account. We think this was due
to poor information on both sides. But we have not yet
been shown the formula that was used to decide how
much we should get."
A fourth fundholding practice, that of Dr Sanjeebit

Jachuck in north west Newcastle, had no such problem.
Dr Jachuck's teaching practice has placed its contract
for community services with the Newcastle and North
Tyneside community units that already supplied it
with district nurses and health visitors. Dr Jachuck
says data collected in the past by his practice meant that
he could back up his demands. "We were successful in
convincing the health authority that our claims were
rational and justifiable. We were allocated an adequate
amount ofmoney for our needs," he says.
Ms Rillands says that by the time she comes to

negotiate next year's contract, she too will have good
quality data to back her claim. "After one year, we will
know exactly how many patients our health visitors
and district nurses treated and what they did. And that
is what next year's contract will be based on. Whether
we get a solution this year or not, there will be a
solution."
The three practices went to arbitration by the

Northern Regional Health Authority-and lost. But
they have not given up hope. Through the National
Association of Fundholding Practices, they have
sought the support of Virginia Bottomley, secretary of
state for health.
Changes in staff may also help. The chief executive

of Unityne Health (the prospective trust which is
expected to take over from the former community
units) recently resigned. However, Dr Mike Bames,
the new chief executive, who says he is not aware of any
negotiations continuing on the subject, says there is
"no question" that the money the practices have been
allocated was adequate to provide the services they had
used historically.
Ms Rillands says, "The aim of the practice is to keep

people happy and well in their own homes as long as
possible, and the reforms are a route to achieving this.

However, money has to follow the patient from
secondary care into primary care. Community services
are not a cheap option." She believes that the experience
of her practice shows that the reforms are being slowly
choked. Like Dr Griffiths at the Freeman, she sees
fossilised networks of management blocking the
operation of true market forces.
The extent to which the practice's decision to switch

the contract to South Tyneside goes against the grain in
Newcastle can be judged by the view of the community
health council. Sue Pearson says the council was
unhappy with the decision. She says, "Everyone felt
very uncomfortable with this competitive aspect of the
new system which, up here, we have not experienced
before. There has been an unspoken feeling that we
should not engage in this sort of thing: that might be
the government's intention but we don't like it and
we're not going to do it, and if we all work together
sensibly, it's not going to be necessary."
She conceded that the practice had told the council

that it believed the move was in the best interests of
patients. "But we remain to be convinced. If it does
result in a better deal for patients, then fine. We will be
watching very closely to see how it works."
Maureen Rillands is still holding out hope that more

funds for the practice's community services budget
will be forthcoming after a re-examination of the
figures. If they are not there could be repercussions for
the Freeman: the practice will have to reduce the size of
its contracts for acute services there.

No regrets
Should that happen, it will be just one more problem

for the Freeman to deal with as it enters its third year as
a trust. But there are few regrets at the Freeman about
the decision to become a trust. Dr Murthy, asked
whether he had any doubts, said, "No, not yet. The
trust is doing its best. The system would have been
even more frustrating if we had not been a trust." The
bureaucracy and the protracted decision making
process would have hampered the development of
services even more, he says. Dr Gould agrees. "It was
definitely the best thing for this hospital and for
Newcastle- so long as the NHS reforms are carried
through."
Mr Fenwick says he has no complaints about 1992-3.

"The bottom line was achieved-we balanced our
books." But he is looking forward to further belt
tightening. "The key to success is to satisfy the
purchasers' demands. That is tough, but we will get
there-we must."
1 Kingman S. Freeman Hospital: working to improve services. BM7 1992;304:

907-9.

ANY QUESTIONS

What does the expression "swallowing one's tongue " mean?

The expression may be seen occasionally in the pages of
the popular press. It refers to acute obstruction of the
upper airway, usually as a result of sudden loss of
consciousness or direct trauma to the head and neck. The
term derives from the supposition that hypotonia in the
tongue causes it to fall back within the pharynx, thereby
blocking the airway. As a result of this anaesthetists have
traditionally been taught that lifting the jaw forwards will
clear the airway by pulling the tongue away from the
posterior pharyngeal wall.

In fact, recent imaging studies have shown that this
historical view of the cause of acute upper airway obstruc-
tion is inaccurate. Ultrasonography has been used to
assess the position of the tongue during induction of
anaesthesia.' The direction of movement is inconsistent,

and the magnitude of movement (less than 8 mm) is too
small for the tongue to be blamed as an important cause of
airway obstruction. Lateral radiography during induction
of anaesthesia has shown that the base of the tongue does
not touch the posterior pharynx; the most consistent
source of obstruction is at the level of the soft palate or the
epiglottis.' Indeed, traction on the tongue fails to clear
the obstruction. Therefore, although the expression
"'swallowing one's tongue" has an appropriately dramatic
feel, it is an anatomical misnomer for what it describes.-
R JONATHAN T WILSON, senior registrar in anaesthetics,
York

1 Abernethy LJ, Allan PL, Drummond GB. Ultrasound assessment of the
position of the tongue during induction of anaesthesia. Br J Anaesth
1980;65:744-8.

2 Nandi PR, Charlesworth CH, Taylor SJ, Nunn JF, Dore CJ. Effect of
general anaesthesia on the pharynx. BrjAnaesth 1991;66:157-62.
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