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PERSONAL VIEW

Paediatricians and the new National Health Service

Cyril Chantler
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Background
The crisis abbut the funding of the N
ped slowly over the decade after th
tion of strict control over public exp
1976 as part of the terms of a loa
International Monetary Fund to
government.2 Initially, inflation cai
awards over the cash limit was corrc
subsequent year, but since 1982 fin;
agement has included cumulative un
of pay awards so that service growtl
on efficiency savings. It is ten:
unrealistic to wish to return to the d
doctor could obtain the resources h4
treat his patients simply by stating
his colleagues and the health authc
also tempting to say that all that is re
increase the proportion of the gros
product that is spent on health c

United Kindom. This presumes
amount spent in the United Kingdo

is about the ciably less than the country can afford and that
April 1991. the extra money can be raised either by taxation
s from diff- or by diverting money from some other area of
NHS, some public expenditure.
purpose of In the United Kingdom only half the amount/
)ns for the head of population is spent on health care com-
e responses pared with some other countries (figure).3

Obviously the amount spent is related to the
gross domestic product of the country, and the
problem is mainly that of the relatively poor
performance of the British economy, but that is

THS develo- not the whole story. The figure shows the
e introduc- amount spent on health care related to the gross
)enditure in domestic product of the country concerned.
n from the This relationship is shown with the currency
the British conversions to $ made by money market rates.
use by pay Conversions can also be made by relating diff-
ected in the erent currencies according to what a unit of cur-
ancial man- rency actually buys in goods and services in that
iderfunding country using purchasing power parities.
h has relied Although such international comparisons are
apting but fraught with problems it seems that poorer
iays when a countries buy more health care with less money,
e needed to presumably because health care workers are
his case to paid less well.4 Thus it is likely that some part of
)rities. It is an increase in the proportion of gross domestic
quired is to product spent on health care in a weaker eco-
ss domestic nomy will go towards increasing salaries rather
:are in the than towards buying more health care; expendi-

that the ture on health care in Canada is about 40%
im is appre- higher than in the United Kingdom, but the

resources available for health care measured by
purchasing power parities is about the same.5 It
is also useful to note that public satisfaction

nited States ¢ with the health care system in Canada (which
has some features of the new NHS) exceeds that

id in the United Kingdom.6 In addition, a larger
proportion of the total funding of health care in
the United Kingdom is provided from public
expenditure than in most other comparaLte
countries and even in Sweden more is spent on
private care than in this country.
While we may argue that the government

should give more money to the NHS, it is
unrealistic to believe that our problems would
then be solved. Over the last decade the demand
for resources has totally overwhelmed the coun-
try's ability to pay. In spite of more doctors
(how many paediatricians were there in your

l hospital in 1970 compared with now?), nurses
90 100 and equipment, the introduction of intensive

care for neonates and children, new treatments

vr selected for cancer and previously fatal diseases such as
es and renal failure, and many other factors affecting

all age groups-not least the increased expecta-
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Total health care expenditure per head compared with gross domestic productfc
countries, 1986.3Expenditure is expressed in $ converted by exchange rau
purchasing power partties.
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tion of life-no country can meet all the
demands of the whole population.2 In the
United Kingdom, for example, the increased
provision for community services has led to the
funding of the acute hospital sector being rela-
tively restricted.

Clinical efficiency and effectiveness
The NHS is already rationed in the sense that
not everyone can receive the treatment they
want or occasionally need when they require it.
The increasing dissatisfaction expressed by pro-
fessionals in the service, by commentators and
by patients,6 led to the government's review and
subsequent changes in the NHS Act.2 Though
there has been much criticism of the changes
few credible alternatives have been presented.
The underlying principle of the changes is to
ensure that the money spent is used as effi-
ciently and effectively as possible and, impor-
tantly, that equity is preserved.
We need to understand much more clearly

what medical interventions are effective and
what they cost so that their values can be asses-
sed. The concept of value relates to the compo-
nents of quality, quantity, and cost. Quality
embraces both consumer satisfaction and medi-
cal outcome. In a service with limited cash
quantity is also an issue of quality, because a
high cost service with limited access may deny
treatment to some who would benefit if a
cheaper service was provided. One approach is
to define acceptable standards of quality and
then strive for maximum efficiency to increase
quantity.
Many judgments about quality are necessar-

ily subjective. None the less we have only to
consider how many children have died or been
severely damaged over many years by unneces-
sary tonsillectomies to realise that we do not
have to look to the last century for examples of
unnecessary and harmful medical interventions.

There is a need for much more rigorous
examination of outcome of treatment in all dis-
ciplines, with more clinical trials and follow up
studies.7 The recent studies comparing strepto-
kinase and higher cost alternatives for treating
myocardial infarction are exemplary.8 We need
to recognise that low volume services are often
of poor quality.9 It is these concepts that
underly medical audit and resource manage-
ment, which are themselves key points in the
new arrangements. They also underly the recent
appointment of a director for research and
development in the NHS to introduce new pro-
jects in this area.

Resource management (or clinical efficiency)
and medical audit (clinical effectiveness) must
be linked. To have a drive for efficiency without
regard to effectiveness would be dangerous
whereas the reverse is unrealstic in a service
limited by cash.
The other key change in the NHS is that

which separates the commissioners or buyers of
health care from the providers and this is also
directed at clinical efficiency and effectiveness.
The concept is that informed professionals-
either primary care doctors or the new health
authorities-will decide on behalf of and with

the patient what treatment should be purchased
and from whom. It seems to me to be inevitable
that this will lead to some treatments of doubt-
ful value not being available on the NHS.
Those of us who work in secondary care, par-

ticularly in hospitals, will have to show that
what we do is effective and efficient and ensure
that our service delivers care of the quality and
quantity that has been promised.

Organisation of hospital services
The changes outlined above will require serious
alterations in the way we work and certain safe-
guards if the principles of medical practice are
to be protected and if the vocational element in
our contribution is to be satisfied. This latter
point is often discounted but young people
enter the NHS to serve, and most of the older
doctors, nurses, and administrators have not
lost sight of this vision; it sustains the service.
A fundamental change that is required is the

management of hospitals by care groups or cli-
nical teams rather than along the traditional
functional lines. The tradition has been for each
professional group to manage itself and for
various groups (usually committees) to be used
in an attempt to coordinate the activities of doc-
tors, nurses, clerical staff, administrators, and
so on. A little thought will enable the nonsense
of such arrangements to be perceived. What
matters is the service that is being delivered to
particular groups of patients and all who contri-
bute to this service need to manage themselves
as a group. This implies that doctors, nurses,
and others will work together, sharing responsi-
bilities and even sharing tasks.

George Bernard Shaw remarked that all pro-
fessions are a conspiracy against the laity, and
sometimes the effect of specialisation between
or within professions is to deny the competence
of anyone else to carry out a particular function.
As a paediatric nephrologist I need to recognise
that not all children with kidney problems
require my attention; indeed, to suggest other-
wise would be inefficient to both the patient
and the service-and even dangerous given the
need to consider the whole child and family.
The care group should control its own costs

and audit its activities in terms of clinical effi-
ciency and effectiveness. It will require timely,
accurate budgeting systems and will need to
liaise with other groups and with the central
hospital management and services. It is impor-
tant to ensure decentralisation of responsibility
and authority to the managers of the care group
in equal measure. This is sometimes resisted,
but to have responsibility without authority is
demoralising whereas authority without respon-
sibility is dangerous. Those who deny such
arrangements should consider how else con-
tracts can be negotiated and delivered.

The role of the doctor
The consultant together with other senior staff
from other professions will have a key manage-
rial role in such a care group. We believe that
professional accountability to patients within
each profession can be maintained by separating
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it from managerial accountability, which is con-
cerned with the proper use of resources.'°

If a doctor is to take a managerial role in a cli-

nical group and maintain clinical competence
(which is an important facet of leadership),
however, then he or she will require assistance
within a multidisciplinary team. In our hospital
the paediatric director is assisted by a business
manager and a nurse manager, and each of the
five specialised clinical teams that comprise the
directorate has its own budget with decentral-
ised facilities and management arrangements.

The paediatric service
Paediatricians should urgently consider what
comprises the child health service in their dis-
trict, and argue persistently for proper manage-

ment arrangements for it based on the prin-
ciples outlined above.
The Court report recommended implementa-

tion of a dual system of provision of child care

between primary and secondary care, with the
community and hospital childrens services join-

ing to provide a comprehensive service." Under
this scheme some professionals at present in the
community services (such as health visitors)
may be called upon to work with the primary
services and family practices; others will join
the secondary service.
The role of clinical medical officers must be

defined and understood. They have many

responsibilities which include: review of all
handicapped children in mainstream education,
the provision of selective advice to the school
health service, the provision of service for chil-
dren with special educational needs, initial
assessment of suspected child abuse, the main-
tenance of the 'special needs' register, the eva-
luation of cases for court proceedings, and the
clinical review of children in statutory and
voluntary day nurseries.
These duties are in addition to routine child

health surveillance and immunisations. As
general practitioners and health visitors take
more responsibility for routine tasks including
screening we should be able to move towards
reducing the number of clinical medical offic-
ers, while providing a more specialised and
efficient service. This will happen only if the
service is led by consultants and incorporates
adequate training and career prospects that are

comparable with those in other specialties
within paediatrics.
The NHS has always insisted that it is a con-

sultant led service and properly appointed con-

sultants and principals in general practice are

responsible for the training and actions of junior
doctors. This principle should be maintained,
with clinical medical officers being responsible
to the district consultant community paediatri-
cians.

Paediatrics is primarily concerned with
development and the need to ensure that the
impact of disease or disability on a child is mini-
mised as far as possible, thus allowing the max-
imum potential to be achieved. Such a concept
can only be embraced by integration of com-

munity and acute hospital services for children.
Integration of health services for children is

government policy (Secretary of State for
Health. Letter to President of British Paediatric
Association, 3 August 1989), but although gov-
ernment can play a permissive role it is a local
decision to work out how best this can be
achieved.
There is bound to be uncertainty as the new

arrangements for separation between commis-
sioning authorities and providers come into
effect. For children's services it is logical for the
acute hospital services and the community
paediatric services to combine in a single care
group. District general hospitals could be man-
aged in conjunction with their 'outreach' servi-
ces in child health, and probably in midwifery,
mental illness and geriatrics.

'Outreach' services are those that provide
continuing care in the community for those who
have been treated in hospital. In addition to
this, however-and more importantly-there
are the community based services. It is approp-
riate for the base of these services to remain out-
side the hospital. This does not mean that they
cannot be managed in the same unit as hospital
services, with 'outreach' services and commun-
ity based services combining into one single care
group. Such a plan has been developed by Pro-
fessor David Hull.'2 In addition, the British
Paediatric Association has produced a policy
document on the role of the consultant paediat-
rician (community child health).'3 This descri-
bes an integrated child health service and the
role and training of clinical medical officers,
senior clinical medical officers, and consultant
paediatricians (community child health).

Integration of community and hospital servi-
ces would in my opinion be facilitated by a com-
mon management structure and a common
budget, but where this is not agreed then an
integrated child health service needs to be
ensured by other means.
The interface between primary and secondary

services must also be organised. Many districts
have divided their localities into 'patches' with a
patch manager who is responsible for coordinat-
ing services. Under the new arrangements the
patch manager could be responsible for both the
provision of some services and the subcontract-
ing of others from separate providers. The child
health community service could then be sub-
contracted from the integrated hospital and
community paediatric service. In addition the
patch manager would serve as the liaison officer
between the various providers including the
relevant primary care services. Non-medical
staff such as speech therapists, occupational
therapists, physiotherapists, and health visitors
are vital components of the child health service.
Some will find it more appropriate to relate to
primary care services based on general practice
whereas others will be part of the integrated
child health service.

If full integration of all staff who work in
child health both in hospital and in the com-
munity to a common management structure is
not agreed, then consideration should be given
to all medical staff being managed within one
unit so that appropriate training and flexible
delivery of service is facilitated. Again the patch
manager in the community could subcontract
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from the integrated child health medical ser-
vice. A third possibility would be for consultant
community paediatricians to have dual con-
tracts with the acute hospital and community
units, but this would seem to be less satisfac-
tory. In any case it must be agreed that the clini-
cal medical officers and the senior clinical medi-
cal officers are accountable both professionally
and managerially to the consultant paediatri-
cians (community health).

Conclusion
Changes in the structure of the NHS were
inevitable given the problems that were created
by the growing discrepancy between supply and
demand. Whether or not the changes are welco-
med we must understand them and the reasons
why they have been introduced. Above all,
paediatricians need to grasp the opportunity to
improve the management of child health servi-
ces and have a leading role in trying to ensure
their success.
I thank Mr Gwyn Bevan, Professor Roger Dyson, and Dr
Margaret Lynch for their help in the preparation of this paper,
though the opinions expressed are personal.
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