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MEDICAL PRACTICE

Contemporary Themes

New Alternatives in the N.H.S.

II. What Advances in Treatment can we Afford?

The second session of the Winchester Conference discussed what advances in treatment could be afforded: the topics included criteria for
technical advances, the role of pressure groups and of centres of excellence, and priorities. The working papers of the four main speakers
are printed below, followed by the discussion, which was chaired by a member of the B.M.J. editorial staff.

Working Papers

Criteria for Introducing Technical Advance

Philip Rhodes

A technical advance could be introduced into any part of the N.H.S.
-medical, nursing, administrative, support services, and education.
The advance might be in diagnosis, in medical or surgical treatment,
or in method of organization of the work. Improved diagnostic
methods are more likely to be introduced in the laboratory and in
radiology and in specialized technical departments (such as those
involved in radioisotopes) rather than in the wards, clinics, and sur-

geries. Almost always these techniques are expensive in equipment
and staff, and are of such erudition that none but the highly specialized
can understand their value and their implications. This is the justifica-
tion for specialized units and university departments. Groups of
special staff and their equipment are a more than essential part of the
development of the N.H.S. Without them there can be no high-grade
technical advance. A special position for them is vital, with the full
knowledge that often their researches will not lead to changes in the
N.H.S. of wide applicability. Research often means wasted effort
and resources, but for the present there is no other way.
The Rothschild consumer/contractor principle may or may not be

valuable in this sphere of technical advance.' It assumes that the
consumer knows best what is needed at a given moment. This may
or may not be so. The principle may be right in operational research-
for example, administrative nursing, community medicine, or the
delivery of any kind of service-but the consumer, in this case the
D.H.S.S., could easily prevent technical advances in areas where
he has no expertise and no monopoly of good ideas. Ideas worthy of
development are to be cherished. They may arise from anywhere,

including the consumer, but their development requires dialogue.
The fact that the consumer controls the finances could easily distort
development if control was misapplied.
When a diagnostic or therapeutic technique has been perfected

it can then become a service to a small group of doctors in immediate
contact with the specialized unit. It is this group, who do not fully
understand the technicalities of the new method, but, learning how
they want to use it, who are the main evaluators of its usefulness. This
is the clinical trial of efficacy. A real advance, like sonar in obstetrics,
soon establishes itself. Its value is quickly apparent in use, and it
improves clinical acumen. This is a general phenomenon which has
not been recognized as widely as it should. New categories of patients
are classified-for example, those who will benefit from the use of the
new tool and those who will not. This increasing definition of problems
to be solved leads ultimately to improved care and prognosis. When
the value of the technique is established it proceeds through the
body of medicine by cultural diffusion: lectures on it, symposia, talk,
and publication. With this there often comes simplication in the
original technique, so that it may properly be introduced throughout
the hospital service (for it is there that these special techniques
can be practised). There is little wrong with this system when it
works well.

Potential Failures in the System
The potential failures in the system are easy to spot. The research
team may head up a blind alley, or be so far in advance of the field
that the relevance of what they find is not immediately apparent.
Their findings may have to wait for advances in other fields before
they can be of practical use. But this should not and does not deter
them. The enthusiasm of the research team may be taken up by the
small groups who evaluate the research findings in the field. If, by
misfortune at this stage, their enthusiasm is picked up by a scientific
journalist and given wide publicity, then a useless technique may be
forced into use, and those who oppose it be subject to opprobrium.
This may well have happened with cervical cytology and bids fair
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to happen with oestrogen replacement therapy after the menopause.
A similar thing nearly happened with the possible diagnosis of
schizophrenia by biochemical tests.
A new erudite technique needs much time for evaluation and cultural

diffusion. Patience is needed, but not procrastination. The M.R.C.
clinical trials, especially into tuberculosis on a multicentre basis
have been good models, particularly their refusal to avoid premature
publication. It is the plainly useless technical advance which is the
most difficult to deal with. In most cases the technique is simply
allowed to die; an often lingering death. Researchers and evaluators
are often emotionally involved in their work, but they ought to be
encouraged to be critical of themselves and indeed of others so that
useless work can be halted. Where an advance is not self-evident a
moratorium should be called so that criticism can be exercised. This
is part of the procedure of the various research councils, who put a
limited term on their grants, and might perhaps be introduced into
the practice of the N.H.S. It will be very difficult.
With advances in treatment in surgery there is usually very little

difficulty, because results come so quickly, and either they are better
or worse than before. Advances in medical treatment come mainly
at the instigation of pharmaceutical companies, and often they are
not real advances. The possibly valuable new drugs usually now are,
and almost invariably should be, the subject of independent testing
in properly controlled clinical trials.

Technical advances are the fruits of the thinking of ideas' men. It
is vital to progress that they should not be stifled or stultified. Not all
their ideas will be valuable, and even their good ones may fail because
of the psychosocial climate in which they are generated. Like mutant
organisms, ideas need the right environment in which to flourish.
It is this climate of opinion, the evaluation phase of technical progress,
that needs to be tightened, especially so that useless "advances" can
be brought to an end. The diffusion of a technical advance takes time,
which should be allowed for, and pressure groups for its introduction
should be curbed if at all possible. A sense of real responsibility on
the part of medical and scientific journalists is badly needed so that
public and ultimately political pressure cannot distort the patterns
of development of health care. With limited resources a premature
advance in one direction inevitably means a cut-back in another-
though this is not always bad when it means the discarding of the
useless.
The teaching hospitals with their associated universities and

departments do not often formally state their aims and objectives,
but broadly they come under the headings of practice, teaching,
research, and administration. Within the province of "research" it
would be well if they included evaluation of technical advances. They
do this to some extent now, but it should be more specifically recog-
nized. It is they, with their expert teams, especially in the clinical
sphere, who can innovate and evaluate in a way that no other institu-
tions can. This is the role which they should appropriate so that their
direct value to the N.H.S. and all patients could be demonstrated.
Their time-honoured role in education needs no defence, but because
it is more indirect in its effects on the Service it is frequently forgotten.

Rothschild, Lord, The Organization and Mangement of Government
Research and Development in A Frameworkfor Government Research
and Development, Cmnd. 4814. London, H.M.S.O., 1971.

Department of Obstetrics and Gynaecology, St. Thomas's Hospital,
London SEI 7EH

PHILIP RHODES, F.R.C.S., F.R.C.O.G., Professor of Obstetrics and
Gynaecology

Can We Afford Centres of Academic
Excelience?

D. N. S. Kerr

In the short term academic excellence may arise from local initiative
and sustain itself on voluntary funds. In the longer term excellence
depends on affluence, including a permanent establishment endowed
by public funds. During the growth phase of higher education,
research, and health care over the last quarter century, existing
centres of excellence have attracted outside funds preferentially and
turned their temporary posts into permanent ones, supported by the
N.H.S., University Grants Committee, or Medical Research Council.

Many of these posts have life tenure and turn over much more slowly
than the registrar and senior registrar posts which the Central Man-
power Committee is trying to spread more evenly over the country.
We are therefore stuck with our present centres of academic excellence,
whether we can afford them or not, and they are badly distributed.
The maldistribution of the N.H.S. funds to the various parts of

Britain is well publicized and some efforts are being made to correct it.
The maldistribution of medical schools is equally glaring. New
medical student entry per million population varies widely from
Scotland (130), Cambridge (118), Northern Ireland (87), S.E. England*
(76), and Sheffield region (64) at the top of the scale to Leeds (37),
Newcastle (35), and Birmingham (32) at the bottom. Postgraduate and
research institutes are similarly concentrated in certain areas, parti-
cularly the South East. If the sole functions of these institutions were
to train doctors for the needs of the whole nation and to publish the
results of research, their siting would not be of critical importance. In
practice, however, centres of academic excellence generate high-quality
facilities for health care; thus A.H.A.(T)'s enjoy a larger N.H.S.
budget than other A.H.A.'s. Graduates settle preferentially in the
areas where they are trained; the regions with a deficit in student
numbers are also deficient in British-trained hospital staff and general
practitioners. Those deficiencies are increasing and will not be
remedied until more medical schools, postgraduate institutes, and
research centres are sited in the "poverty areas."

Preferential Expansion

Until the abrupt end of the growth phase in 1973 we hoped that the
goal of an evenly distributed health service would be achieved by
preferential expansion in the areas of need. Plans were prepared for
the expansion of medical schools in the northern and central industrial
areas. Apart from the Sheffield region, they are still in embryo and
under threat of abortion. I put forward a strong plea for their continued
gestation even at the expense of a total academic freeze in the affluent
areas. Nevertheless, unless we experiment with cheaper methods of
training doctors, no foreseeable rate of expansion in the deficiency
areas is likely to correct present staffing difficulties. Some of the
northern regions already have considerable, favourable, experience of
using district general hospitals for clinical training. All that is needed
for a new approach is willingness to experiment with the intensive use
of preclinical facilities and some guarantee of extra staff in departments
that become overloaded during the experiment (vastly cheaper to
provide than building new medical schools overnight).
These initiatives are held back by a fear that any medical school

which succeeds in training doctors with Nissen huts and midnight oil
will be left to burn midnight oil in its Nissen huts indefinitely. A clear
demonstration by the U.G.C. that it will give priority in permanent
building and stallig to those deficiency areas willing to experiment
now would unleash the initiatives. Unless North Sea oil starts a new
growth phase, the fall-out from centres of academic excellence should
be recognized and constraints placed on the distribution of U.G.C. and
M.R.C. funds; like the Forestry Commission, they should be guided
by the demands of public amenity as well as the likely return for
money.

*Greater London plus R.H.A.'s 5, 6, 7, and 8.

Department of Medicine, University of Newcastle upon Tyne,
Newcastle upon Tyne NE1 4LP

D. N. S. KERR, M.B., F.R.C.P., Professor of Medicine

The Customer's Voice in Determining
Medicoeconomic Priorities

Rudolf Klein

To talk about public or consumer opinion is to chase a very elusive
butterfly of a concept. Public knowledge of policy options and choices
is almost invariably inversely related to the complexity of the problems
involved, just as the level of public information and commitment
tends to be low in most policy areas." Further, like voters, consumers
of health or any other public services do not speak with a single voice.
Decision-making in public-expenditure priorities is difficult precisely
because there are bound to be differences of interest, not only as
between the professionals providing the services and the customers
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