
LETTERS

Rationing health care

Politicians do not want to duck the issues

EDrIOR,-Richard Smith's view that British
political leaders will not accept the challenge of
leading the debate on health care rationing is, I
suspect, widely held.' However, like many widely
held views, it is not wholly accurate. The ration-
ing of health services was the focus of the most
wide ranging inquiry by the House of Commons
Select Committee on Health in this parliament.
In 1994, we spent 10 weeks taking evidence on
priority setting in the NHS from a variety of
bodies, including health authorities, fundholding
general practitioners, academics, royal colleges,
and, of course, the BMA.2
Our subsequent report was an attempt to stimu-

late public debate on the subject.3 Central to our
conclusions were that the availability ofNHS serv-
ices should always be founded on the principles of
equity, public choice, and the effective use of
resources. It was also central that purchasers' deci-
sion making processes should be systematic; be
transparent; take full account of the views of the
public, health professionals, and other interested
parties; be based on a firm assessment ofneed; and
make full use of effectiveness and cost effectiveness
data. We did indeed talk of increasing the effective-
ness of health care, but we also recognised that the
need to set priorities in the NHS has been, and will
be, always with us.
Any attempt to examine the question ofNHS

rationing in a serious and systematic manner, by
health professionals, academics, and the public
at large is to be welcomed. However, it is politi-
cians who will be called on to oversee the ration-
ing process, and politicians should not, as you
rightly suggest, attempt to duck the issue. I
believe that our report will provide a useful start-
ing point for anybody who wants to move the
debate on health care rationing forward.

MARION ROE
Chairman

House of Commons Select Committee on Health,
House of Commons,
London SWIA OAA
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Britain could stll have a comprehensive
NHS without rationing

EDrrOR,-I find it difficult to agree with Richard
Smith in his editorial on rationing health care.'
To assert that some form of rationing or "denial
of potentially beneficial treatment" has always
been present in the NHS is surely not a justifica-
tion for its existence.
There is a quantitative and qualitative

difference between having to wait 4-6 months for
a hernia repair and waiting 12-24 months. When
it becomes impossible to find a bed for an emer-
gency admission and patients are being dis-
charged before they are ready, I think we have to
ask ourselves a more fundamental question-
namely, do we as a country want to provide pub-
licly fumded health care?

There is no shortage of money in Britain, but
we have become the victims of political rhetoric
and are beginning to believe the politicians'
assertions that we cannot afford a national health
service, that as tax payers we are not prepared to
pay for a comprehensive service, and that such a
service would require endless amounts of money.
How do we know that these assertions are true?
Where is the evidence to back them?
The royal colleges highlighted the crisis in the

NHS in 1988 and costed the extra resources
required to maintain the service. The govern-
ment responded by inventing the internal market
and did not consider the option of investing
more public money into health care.
Do we know if we can afford a national health

service? As in Smith's editorial, figures are
quoted on the cost of new treatments. On their
own, these figures are meaningless. It is only
recently that we have costed individual services
within the NHS. Apart from the obvious
question on the accuracy of these prices, how
should we interpret them? How do we compare
the cost of treatments for life with the annual
NHS budget, and can we really estimate the
price of drugs for the next 20-30 years? We chose
to introduce new treatments in the past which
must have been expensive-for example, anti-
biotic treatment for tuberculosis and blood
transfusion techniques.
The question we should ask is not how do we

ration but should we be rationing at all. We have no
evidence for assuming that a comprehensive
national health service is impossible in Britain
today. Indeed, evidence suggests that it is a good
investment for any country to put money into
effective health care. Can we please start by debat-
ing the real issue?

KATE MACKAY
Consultant in public health medicine

Radlett,
Hertfordshire WD7 8HP
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Anti-Rationing Group also wants to
contribute to the debate

EDITOR,-The Rationing Agenda Group 12
seems to be a counterpart to the Anti-Rationing
Group, which was founded more than 18
months ago and has published a series of articles
in the Health Service Journal.35
The Anti-Rationing Group is multidiscipli-

nary, currently some 30 people strong, with over
500 person years of experience in the delivery,
management, and evaluation of clinical services.
It began as a think tank promoting and publish-
ing views about clinical resource management in
the NHS and has now evolved into a research
and development group spread throughout Eng-
land and Wales. Its principle aim is to help
strengthen both the contracting and manage-
ment of clinical resources so that the delivery of
health care from existing funds becomes more
effective and efficient.

Like the Rationing Agenda Group, the
Anti-Rationing Group comprises people from all
parts of the NHS who share common views.
These include the belief that the rationing of
effective health care is unnecessary and if
allowed to occur would lead to the destruction of

the NHS; that denying treatment known to be
effective while, at the same time, overbuying
some services and overpricing others is unac-
ceptable, if not immoral; and that an endorse-
ment of rationing would, de facto, be a mandate
to hold most health care prices at their present
level.
The Anti-Rationing Group is committed to

avoiding the rationing of effective health care
through the implementation of practical meas-
ures targeted at the rationalisation of price. Its
guiding principle for the delivery of publicly
funded health care systems faced with the threat
of rationing is the need to control price before
rationing supply, for overpricing offends the
principles of equity and of natural justice. It
believes that there are considerable opportunities
for price control in the NHS which, if
implemented, would release resources for
redeployment elsewhere, sufficient to eliminate
any need to ration effective health care in the
short or medium term future.
The resolution of these issues is clearly of the

utmost importance, and the Anti-Rationing
Group is eager to contribute to this debate.
Indeed, in this regard the Rationing Advisory
Group and the Anti-Rationing Group share the
belief that there is a need for public discussion
and education. The Anti-Rationing Group
therefore looks forward to developing the
arguments (perhaps in the BMJ) with the
support of abundant evidence that has so far
been unrefuted, if not largely ignored.

C J ROBERTS
Professor of epidemiology and public health

University of Wales College of Medicine,
Cardiff CF4 4XN
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Chairman

Cardiff Community Healthcare Trust,
Cardiff CF5 2LD
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Patients have strong input into purchasing
decisions in Droitwich

EDITOR,-We were interested in Richard Smith's
editorial on rationing health care and in how
fundholding practices are trying to involve
patients in their rationing decisions.' 2 We report
developments in the Droitwich Locality Project,
which has sought the involvement of patients in
all of the decisions of the commissioning group
since its inception in 1995.
The Droitwich Locality Project is a commis-

sioning group consisting of two fundholding and
one non-fundholding practice which cover a
population of 28 000 people. A patient panel is
integral to the decision making of the locality
steering group.
The panel was formed after discussions with

the local community council and the Droitwich
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Community Health Forum. This was a group
who represented over 60 voluntary organisations
in the locality. The panel has eight members, six
being core members nominated from the health
forum and two being roving members who
represent other groups that are coopted on to the
panel when discussions involving their particular
interest group are taking place. There is a close
relationship with the Community Health Coun-
cil, which has secured research and development
monies to pay for the training of panel members
in certain skills.
The patient panel participate in project work

and in the purchasing decision making of the
steering group. This group will be involved in
"rationing" decisions, which are really just part
of the purchasing intentions of the group.

Reference has been made to previous work
done in this field in Oregon and the Netherlands,
and information and support has been obtained
from the Worcester Public Health Department.
There is also a public health consultant also on
the steering group.
With all the hard work that has been put into

the formation of the group, the purchasing deci-
sions now reflect the wider view of the
population of the Droitwich area, and we believe
that this integrated response is a leader in its
field. We plan to fully evaluate the process and
publish in the future but thought that it would be
of benefit to share our developments with
readers of the BMJ; we also hope that other
locality commissioning projects are working as
closely in partnership with the patients that they
serve as we are.

STEPHEN FIELD
Senior partner

ADRIAN GILES
Droitwich Locality Project manager

Corbett Medical Practice,
Droitwich Spa,
Worcestershire WR9 7BE
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US judicial guidelines on sentencing could
show way forward for NHS

EDrrOR,-Allocation of scarce medical resources
presents problems that have striking similarities
to judicial sentencing or the decisions of parole
boards. Both the medical and judicial decisions
involve ethical and technical constraints. Both
must avoid disparity. Both must in principle be
accountable to the public, and both must be seen
to be fair.

In some states of the United States, notably
Minnesota, judicial sentencing guidelines have
been developed by the Sentencing Commission
to ensure that the punishment allocated both fits
the crime and avoids disparity between indi-
vidual judges. For a crime of a particular degree
of seriousness and an offender with a particular
record, the judge refers to the guideline sentence.
He or she can give any sentence that fails within
the limits of the guidelines (such limits being
originally defined as a given departure from the
mean sentence for the particular combination of
seriousness and record). If there are exceptional
circumstances and the judge wishes to give a
sentence that lies outside these limits, he or she
must give reasons for departing from the
presumptive disposition. The guidelines are
published and reviewed periodically.'

Initially the guidelines for the fair allocation of
prison terms were derived from research projects
fumded by the US Federal Parole Commission-
ers, who had been criticised for disparities in
their decisions and were under political pressure
to curtail their discretion. In much the same way,

the allocation decisions being made by providers
of medical care are now under criticism for
disparity. Proposals for change have been made,
but on the basis only of general principles, not of
current best practice.2 Before we can move
towards a more rational rationing, we need to
model rationing decisions as they now exist and
attempt to quantify the current practice in
probabilistic terms. The mathematical descrip-
tion of decisions could have at least three impor-
tant benefits: (a) it would be possible to allocate
resources more evenly and equitably, (b) the
allocation could be more efficient, and (c) the
moral principles underlying the decisions would
be available for scrutiny. The modelling could
facilitate the creation of a codified general policy,
formulated as guidelines, which would allow dis-
cretion for truly exceptional cases with elements
that are not covered by the general policy. Public
debate on the principles that underlie the guide-
lines would draw attention away from the
dramatic cases that so often prejudice both the
ethics and the effectiveness of decisions.

L T WILKINS
Research professor, State University ofNew York

15 Brunswick Gardens,
Cambridge
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Degree ofratoning in Zaire would be
unacceptable in Britain

EDITOR,-The paper by the Rationing Agenda
Group and the accompanying editorial by Rich-
ard Smith are encouraging a serious and more
public review of rationing within the NHS.1 2
While working as a junior doctor within the NHS
I was rarely bothered by the issue, but it is una-
voidable here in north east Zaire, and it is occur-
ring at a level of health care that would be
unacceptable in Britain. For example, we have
decided not to obtain a supply of third
generation intravenous cephalosporins to treat
meningitis, despite having experienced a number
of treatment failures with benzylpenicillin and
chloramphenicol. The hospital does not pay for
postexposure rabies vaccination, and until
recently diabetic patients needing insulin were
discharged home if they could not pay for their
treatment.3 These decisions have been made on
the basis of cost effectiveness; if we subsidised
these conditions then other hospital activities
would suffer-activities considered to be more
important.

"Health for all" is a much used phrase that has
an ambiguous meaning. If by it we mean perfect
healthcare provision for everybody then we are
living in a fantasy world. Reality tells us that
many people have little or no access to affordable
health care. Rationing is difficult, especially so
when it impacts on your daily work, but by
admitting the need for rationing we can escape
from the fantasy world of perfect healthcare pro-
vision and rationing then becomes a useful tool.
It can even become a positive experience, albeit a
difficult one. Done well and reviewed frequently
it may combat the sense of frustration encoun-
tered by those working in a situation with grossly
inadequate resources, for by wielding this tool
effectively and bravely it can help us achieve the
best possible healthcare provision for the greatest
number of people in any given situation.

JUSTIN BURDON
Doctor

Centre Medical Evangelique,
Nyankunde, Zaire,
c/o PO Box 21285,
Nairobi, Kenya
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Responsibility for social care needs to be
considered

EDITOR,-The article by the Rationing Agenda
Group was well thought out and
comprehensive.' I would like to comment on
what should be health and what should be
"other" forms of care responsibility-that is,
social, etc. Although I agree that, ideally, social
care should be the responsibility of agencies
other than the NHS, in practice this is not the
case. Because of funding problems the NHS is
often "forced" into paying for social care as a
form of insurance against the greater health con-
sequences of not doing so.

I have responsibility for purchasing for mental
health, learning disability, and substance misuse
locally, and this is a definite and worsening prob-
lem. For instance, if we do not spend money on
social care in the form of partnership homes or
day care or as intensive social support for some
ex-users ofNHS beds for any of the above three
reasons we risk being forced into purchasing far
more expensive care-for example, for inpa-
tients, as extracontractual referrals, or privately.
We therefore pay for such services knowing that
they are predominantly social but being aware
that we cannot unilaterally extract the NHS from
doing so either on moral or ethical grounds
(casting the patients out) or on legal grounds (
against government guidance on joint working).

I accept that an ideal position may need to be
stated, but to help in reality I think that such
practical problems must be faced by any group
trying to shed light on the subject. This interface
is a huge area of spend (up to 20% of the NHS
budget for some of these client groups).

C J PACKHAM
Consultant senior lecturer in public health medicine

Nottingham NG16 2QF
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Elective waiting lists are becoming
explicitly rationed

EDITOR,-The move from implicit to explicit
rationing is already under way in the manage-
ment of elective waiting lists, giving immediacy
to the philosophical and practical questions
raised by the Rationing Agenda Group.'

Conflicts have emerged between NHS mana-
gerial performance measures and clinical priori-
ties for the management of waiting lists.2 The
need for the explicit, transparent, and account-
able prioritisation of elective waiting lists,
perhaps through points schemes, is becoming
more evident. Although consultants distinguish
between urgent and routine cases on their
waiting lists, centralised administrative booking
systems in hospitals make further prioritisation
within urgency categories difficult. This results
in a largely first come first served system. NHS
waiting time targets have, until recently, focused
debate on achieving waiting times in line with
guarantees in the patient's charter. This has
served to deflect attention away from the role of
waiting lists as a rationing mechanism. Purchas-
ers facing financial constraints are beginning to
look at waiting lists as rationing mechanisms.
To avoid further conflicts between clinical and

managerial goals for waiting list management,
explicit criteria for their prioritisation will be
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