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New Alternatives for the N.H.S.
The time has come for realism. The B.M.A., the Royal
Colleges of Nursing and of Midwives, and the B.D.A.
present a stark picture of the N.H.S.'s finances in a memo-
randum sent this week to the Prime Minister (see p. 297).
In addition to the money needed to restore the cuts made
last year, to cope with inflation, and to pay the increases
awarded to nurses and other Health Service Staff, the memo-
randum asks for further increases in spending on the Health
Service of the order of £900 million a year at current 1974
prices. In view of the country's economic circumstances they
suggest that this target should be reached by annual steps each
of £225 million (in real terms) over the next four years.
This would bring the proportion of the British gross national
product spent on health closer to that spent in countries
such as Sweden and the U.S.A.
Would it be enough, however? The N.H.S. is not alone

in its financial crisis-similar problems affect all the developed
nations of the West, no matter how their systems of medical
care are financed. These problems result from a combination
of circumstances: the recent speeding up of the pace of
advance of expensive technological medicine and a consequent
rise in its cost, rising public expectations of what medicine can
offer, and a slowing down or reversal of the growth of national
wealth, which has until now been able to finance the parallel
growth in medical costs.
What, then, is to be done ? If the N.H.S. is to remain short

of money, clearly we must make intelligent use of what we can
get-and find savings that can be made quickly. That was the
starting point of an informal conference organized by the
B.M.j. last month, at which some possible ways were examined
of making better use of N.H.S. resources. This week and for
the next two we shall print the working papers ofthe conference
and some of the discussion (see p. 272). No magic formula
emerged from the meeting for ending the Health Service's
troubles: but it did become plain that standards could be
improved in many ways-given a realistic programme and a
change in attitude from pessimism and gloom to one of
enthusiasm and enterprise.
One valid argument advanced by critics of nationalization

is the lack of any incentive for employees to save money. This
is apparent in the N.H.S., where the ordinary doctor, nurse,
technician, or porter sees no direct effect from either economies
or extravagance. Such remoteness from the financial impli-
cations of their actions affects those working in the N.H.S. in
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two ways. Firstly, there is much idle waste-electric light bulbs
burning all night, drug prescriptions written up in units of
50 or 100 rather than the number of tablets actually needed,
requests for unnecessary laboratory investigations and x-rays;
and secondly much conventional practice-length of stay in
hospital after operation, for example-is governed more by
custom and convenience than attention to the efficient use of
scarce resources. Attitudes cannot be changed overnight,
but one change discussed at the conference that wouldcertainly
encourage more economical practice would be to give regional
and area health authorities greater control over their finances
and planning. Ifeach N.H.S. area were given a budget and told
that money saved by local economies would be kept within the
area-and could be transferred forward to the next financial
year-there would be a real incentive for saving. There could
also be scope for initiative in variations from the conventional
pattern by, say, giving more emphasis to community services.
It would, however, be plainly wrong to decentralize financing
in parallel with the reorganized N.H.S. without also agreeing
to make steady progress towards rectifying the present
regional disparities in resources.

Direction of clinicians in an attempt to cut costs is no
answer: so much became plain at the conference. For example,
while several surgical units have shown that patients need stay
no longer than two days in hospital after uncomplicated hernia
repair no one was prepared to suggest that surgeons should be
told when to discharge their patients. Firstly there are too
many variables, such as the home circumstances ofthe patient;
secondly, too rapid a turnover of patients may prove counter-
productive-several hospitals have found that it can lead to
high rates of sickness and discontent among nurses; and
finally clinical direction would be an unacceptable restriction
on independent professional judgement. A more realistic
alternative is the encouragement of internal medical audit.
Already there are signs of growing interest in auditing pro-
cedures-but aimed at improving quality ofmedical care rather
than cutting its cost. Experience in the U.S.A. has shown that
quick results cannot be expected from audit; far too little
research has yet been done on agreeing the management of
even the common clinical conditions. Yet the quality of care
can be improved by regular audit-provided some feedback
mechanism is built into the system so that the findings at audit
result in modification to behaviour. Critical examination of
the whole range of accepted practice should surely lead to
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improved standards and might well lead to lowering of costs
as well. Examination ofprescribing patterns in terms ofefficacy
and need is more likely to be acceptable to the profession than
the current emphasis on cost of prescriptions, and much the
same is true of laboratory investigations.

But much of the essential data is not available. The clinicians
at the conference were forced time and again to admit that
apparently vital questions still remained unanswered-
outstanding among them being the best management of a
patient who has survived the first two hours after a coronary
thrombosis. Does the physical and psychological trauma of
transfer to a coronary care unit provoke more cardiac arrests
than the unit saves ? Clearly answers to basic questions like
this should be sought urgently so that rational treatment can
replace instinctive faith in expensive technological gadgetry.

Inevitably any discussion of audit and trials of treatment
presents some challenge to the traditional concept of clinical
freedom-particularly to the dinosaur argument that clinical
medicine is an art whose effects therefore cannot be measured.
Perhaps there is some truth in that claim; but even so inertia
and ignorance masquerading as art is something we can no
longer afford in clinical medicine. Mr. Rudolph Klein reminded
the conference of Isaiah Berlin's crucial distinction between
positive and negative freedom. We may have to be willing to
give up some of the negative freedom from interference if we
are to retain the positive freedom to be able to get things done
that comes from having adequate resources. The politicians'
claim that the N.H.S. offered all available treatments to every
patient was always something of a fraud: but now it is no
longer possible even to go on pretending it. Choices will have
to be made, and some of these will be discussed in coming
weeks.

Placental Infarction
Studies of alterations in blood coagulability in hypertension
in pregnancy have renewed interest in true placental infarction'
as a cause of fetal morbidity and mortality. As many as a quarter
of all stillbirths may be attributable to placental lesions,2
though this includes an unspecified number of deaths "from
unknown cause." When Little3 examined 1,000 placentae he
found that in all four cases in which more than 30% of the
placenta was infarcted the fetus had died in utero. The severity
of fetal hypoxia and growth retardation was also related to the
degree of infarction.

In the placenta a single spiral artery supplies one cotyledon:
occlusion of the artery causes necrosis of the cotyledon and its
associated villi,4 5 thus forming a true infarct. Such lesions are
seen in 25% of normal pregnancies.1 Occlusion may result
from thrombosis,' atherosclerosis, vasospasm, or any combina-
tion of the three. Fibrin deposits have been found in the
placenta as early as the tenth week of gestation.6 In normal
pregnancy there is fibrin deposited in the media of uterine
arteries, mural thrombus is formed in spiral arteries,4 and there
is an enhanced capacity to form fibrin and a diminished
ability to lyse it. While these changes ensure the integrity of
the fetal and maternal circulations and provide rapid, effective
haemostasis during the third stage of labour, they also tend
to establish a vulnerable state for intravascular fibrin deposi-
tion which may be harmful to mother and fetus. In pre-
eclampsia, the even more definite tendency to intravascular
coagulation,8'0 vasospasm, and atherosclerosis11 might be the

cause of the increased infarction rate.3 Smoking may also
increase the risk of thrombosis by transient, nicotine-induced
vasoconstriction of uterine vessels.12 13 Considerable changes
in procoagulant factors have been found in fetal growth re-
tardation,6 and though Howie et al.8 found only minor changes
in the peripheral circulation, histological evidence did suggest
increased local fibrin deposition.14

Unfortunately the diagnosis can be retrospective only,
because no means are as yet available for detecting placental
infarction as soon as it occurs. In addition to clinical acumen
all that is available are the well-established methods for
monitoring the fetoplacental unit15 16 applied to all high risk
cases. Theoretically treatment should aim to improve uterine
blood flow, and to be effective it must begin early in the disease
process. Bed rest should form part of the management,
though its benefit will be marginal. Hypertension should be
controlled. Smoking must stop, so that the amount of oxygen
available to the fetus at tissue level can be increased.13
Abdominal decompression is said to increase blood flow
through the intervillous space,'7 improving fetal oxygenation
and growth,18 but there is no evidence that it is of value in
placental infarction. Equally, in theory, a beta-mimetic agent
such as ritodrine hydrochloride should improve inadequate
placental blood flow.' 9

Another approach is to attempt to reverse the tendency to
thrombosis by anticoagulant therapy, though objective assess-
ment of the value of such treatment may be difficult because
of the small numbers of patients available for study. Bonnar20
treated one case for five weeks with heparin and dipyridamole
(a coronary vasodilator which also decreases platelet stickiness).
During treatment placental function, platelet counts, and the
tendency to intravascular coagulation improved, and a live
child was delivered. A few women persistently bear growth-
retarded babies associated with placental infarction, and Buyse
et al.2' have recently described three patients with extensive
ischaemic necrosis of the placenta in two or three successive
pregnancies leading to fetal death or growth retardation. They
were treated in their latest pregnancies with phenprocoumon
from the beginning of the second trimester to 36 weeks'
gestation, when heparin was substituted. All were delivered of
healthy infants of normal weight for their dates.

Because in the absence of treatment the prognosis is so poor
cases of recurrent stillbirth associated with placental infarction
are particularly distressing to patient and obstetrician. Buyse's
results, though uncontrolled and anecdotal, are nonetheless
encouraging. Anticoagulants, particularly those given orally,
may, however, be dangerous if not carefully supervized. Until
more evidence becomes available, anticoagulants should not
be given to women who develop pre-eclampsia in the vague
hope of protecting placental function. This is likely to do more
harm than good. It does seem reasonable, however, on the
basis of what is already known, to propose that a strictly con-
trolled study of anticoagulant therapy should be carried out on
patients having had recurrent placental infarction resulting in
the delivery of two or more babies with severe growth retarda-
tion, dead or alive. Only after such a trial will it be possible to
be certain whether anticoagulants can halt the process of
placental infarction.
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