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‘We present this Report in a period of economic difficulties when
Britain can ill afford additional expenditure. [Nevertheless]. . .
good medical care is one of the foundations of civilised living and
without an adequate system of medical education it cannot be
assured. We have recommended no more than that which we
believe is necessary to ensure that medical education in Britain
will keep abreast of progress and that it will provide in adequate
numbers the doctors Britain needs to maintain in the future a
standard of medical care appropriate to our society.’

Royal Commission on Medical Education, 1968, para. 570.
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Organization, administration and financing

The Reyal Commission on Medical Education ("The Todd Report’),
published in 1968, provided an overview and prospect for
medical education and training, following in the footsteps of
the earlier report of the Goodenough Committee. Since 1968
there has been no comprehensive attempt to consider jointly
medical needs, higher education policy and the particular
needs of medical education, training and research.

Organization of medical education is very much left to
individual medical schools, and is overseen by the General
Medical Council, which has statutory powers concerning
training and professional registration. Through its Educa-
tion Committee it has been responsible for a number of
reports and surveys (e.g. General Medical Council, 1977,
1987a) which have documented medical training, at regular
intervals. Additionally it has produced its Recommendations
as to Basic Medical Education (most recently in 1980, pre-
viously in 1957 and 1967), and its Recommendations on General
Clinical Training (General Medical Council, 1987b); although
worthy, their recommendations are often not implemented,
in part because of the GMC’s infrequent and far from
searching inspections of schools. The situation in four
specialities resulted in a special report in 1987 (General
Medical Council, 1987c), although little has changed as a
result. Lack of financial resources ultimately means that the
GMC cannot implement even those changes recommended
by its own Education Committee.

Financial control of medical schools is principally through
the University Funding Council (UFC), (previously the
University Grants Committee, UGC), which distributes
money received from the Department of Education and
Science (DES), allocating it to universities and medical
schools according to its perceived priorities. The depart-
ment supplying funding (the DES) is therefore remote from
the eventual major employer of doctors, the Department of
Health (DH). Although the DH would like more involve-
ment in medical education, it at present has little influence
and no financial control. Medical education research is in a
similarly anomalous position. To the DES medical education
is only a small proportion of higher education and a lack of
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insight into its special needs and requirements precludes
research funding; the DH understands its problems but has
few funds for medical education research, typically only for
research into the careers of qualified doctors, and hence
within its legitimate remit of manpower planning. The
research councils are similarly split. Despite its name, the
Medical Research Council (MRC) does not fund research
into the training, careers and practice of doctors, seeing its
‘ole as research into disease actiology, treatment and pre-
vention. The council notionally responsible for funding is
‘he Economic and Social Research Council (ESRC; pre-
dously the Social Science Research Council (SSRC) until
hey were required to remove ‘science’ from their name).
Vledical education research represents only a tiny part of
he ESRC’s remit, and again there is little specialist aware-
1ess of its particular needs. The medical charities do not
wsually fund medical education research, and it therefore
s to compete for funding within charities (such as the
severhulme Trust) which are committed to broader research
bjectives including education or social studies. Research
wevertheless is being carried out in the UK, much of it
sublished in Medical Education, the journal of the Associa-
ion for the Study of Medical Education (ASME); however
mn ASME survey suggested that funding was generally
sporadic and haphazard (Grant, 1990).

Postgraduate or continuing medical education is hardly
n a more satisfactory state than undergraduate medical
'ducation, with a single important exception. Within the
rast few years, and in response to the influential report
Achieving a Balance — Plan for Action (Department of Health
ind Social Security, 1987) the Department of Health, the
ritish  Medical Association (BMA), the royal colleges,
miversities, research councils and other interested bodies,
ave come together on JPAC (the Joint Planning Advisory
“ommittee), to order the numbers of doctors at different
evels in the major hospital specialities. This should mean
hat in future there should be fewer ‘log-jams’ with well-
jualified doctors unable to progress further along their
areers due to a shortage of more senior posts, despite the
arge numbers of more junior posts needed to satisfy the re-
juirements of the service. As a result there are now agreed
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and published targets for senior registrar and consulta:
appointments within all of the hospital specialities (Anor
1989), and a much needed element of long-term plannir
has been restored into postgraduate medical training.

Nevertheless, postgraduate medical education has bee
fragmented and somewhat unsatistactory, particularly -
the l“lObpltal specialties. The dissatisfaction of doctor
especially in pre-registration posts, has been highlighte
(McManus et al., 1977; Biggs, 1989) and training schedul
have been criticized (Select Committee on Science an
Technology 1987, p. 336).

Progress is now bemg made In co-ordinating the servic
and training needs of junior posts, setting standards, ensu
ing their attainment and funding the costs. Different bodie
are involved in this complex process. The training of pre
registration house officers is the responsibility of the univer
sity which awards the qualifying degree. The postgraduat
dean regularly inspects the posts and the individual holder
are assessed by their consultant or designated trainer. Al
doctors, whatever their ultimate specialty, after full registra
tion Lmdergo General Professional Training (GPT) in a wid
variety of junior (Senior House Office or Registrar) posts
The individual doctor can select a sequence of posts, some
times linked in a formal training programme, relevant tc
their future training. These posts are regularly inspected, at
are senior rggmtzar posts which give specialty training
Teams of inspectors are nominated, for example, by th
Joint Committees on Higher Medical or Surgical Training
(JCHMT, JCHST). Inspectors carry the ultimate sanction o
withdrawal of training approval for a post making it vir
tually unfillable by the employing authority.

On satisfactory completion of a training programme, the
individual receives accreditation and becomes eligible tc
apply for consultant posts. This monitoring and audit is
carried out by the various roval colleges representing the
different specialties and sub-specialties. The colleges are
largely responsible for setting standards, in conjunction
with national and international specialist societies, who
increasingly play a part in providing courses and training as
well as advancing their specialties through conferences,
promotion of research and publication of journals. Higher
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axaminations to obtain membership or fellowship of the
appropriate royal college are part of the training pro-
szramme and may either be by a peer reference entry exam-
mation, to select the best candidates for specialist training,
or an exit examination, passed by most, on completion of
raining,.

Obstacles in achieving these objectives have been the
xeessive junior doctor hours. They should have sufficient
ime to study, requiring a reduction in excessive hours of
wertime working, and be provided with study leave and
unding to attend courses, as well as gaining the necessary
raried practical clinical experience. The financial respon-
ibility for this lies with the NHS employer. From April 1991
egional postgraduate deans have an enhanced role with a
lefined budget to promote these activities in hospital. The
evised GP contract of 1990 gives financial incentives for
5Ps to attend, and postgraduate centres to provide, similar
ourses and training. Through a system of college tutors in
rach health district representing the different specialties,
unior doctors” progress is monitored with regular counsel-
ing and written reports.

To summarize, medical education and training, be it
mdergraduate or postgraduate, have been the subject of no
najor governmental study or initiative since 1968; its fund-
ng takes no note of its particular needs and makes little
eference to its special relationship to the National Health
ervice; and research into medical training is seen as a
narginal need by most of the bodies that might reasonably
e expected to be interested in it. The impression overall is
f a complex ship drifting without a pilot, its master and
rew unsure of their itinerary, and its owners unwilling to
lirect them.

Medical schools

Vithin London, but not elsewhere, the 1980s have seen
auch institutional reorganization of medical education,
notivated mostly by financial savings under economic con-
traints, rather than educational principle. As the decade
iegan there still existed the twelve medical schools that had
xisted together for a century or more. The Todd Report
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had suggested pairing into six schools; of the proposed
mergers two actually occurred as suggested. Almost all
medical schools in London have been involved in mergers,
significantly reducing their number. Institutional changes in
London may still not be complete, and rumour continues
about one school or another being vulnerable to closure.
Outside London, medical schools have shown neither
mergers, closures nor openings for a decade.

Medical students

For 25 years the number of students entering medical school
has climbed slowly, increasing steadily until 1985, followed
by a near levelling out (Figure 7.1). Current home entrants
to medical school, at about 3850 per annum, are much
below the Todd report recommendations, of 3500 in 19704,
4300 in 1975-9, 4700 in 1980-84 and 5000 in 1985-9. The
latter figure is indubitably unrealistic given the current
capacity of the NHS to employ doctors, and throughout the
1970s and 1980s there were fears of over-production of
doctors and substantial medical unemployment. That has
not happened, but the result is that many doctors still work
unacceptably long hours, often for 80, 100 or 120 hours per
week, which might be better covered by more doctors work-
ing less hours. However, with a system, unchanged for a
decade, in which over-time is paid at only 30% of basic rate,
it is financially irresistible for health service managers to
employ fewer doctors for longer.

Entrants to medical school have risen more slowly than
total entrants to university (Figure 7.1), and this has helped
medicine retain its cachet as an academically exclusive sub-
ject (with A-levels secondary only to Veterinary Medicine).
Such high A-level grades are a phenomenon of sudden
onset in the early 1970s (Figure 7.2), prior to which medical
students were not renowned for high academic qualifica-
tions. Analysis suggests that the rise in A-level grades
was principally caused by allowing entry without A-level
biology, thereby permitting sclection from the far larger
pool of applicants with A-levels in physics, chemistry and
mathematics (McManus, 1982). Numbers of applicants to
medical school therefore soared in the early 1970s, peaking
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From 1965 to 1990 not all universities were a part of the UCCA
scheme, and hence some growth in applications represents recruit-
ment to the scheme rather than true growth. Numbers of acceptances
are based on all universities, both those in and out of the UCCA
scheme,

Figure 7.1 Number of applicants and acceptances to University and
Medical School in the UK, 1960-90; UCCA (1965-89). Allen (1988)
p. 2; Royal Commission on Medical Education (1968) p. 148.

in 1973—-4, after which numbers slowly declined. From 1973
to 1981 there was a steady rise in entrants’ A-level grades,
suggesting that decreasing applications were due to the loss
of the least well qualified applicants. Since 1981 that situ-
ation has changed. Numbers of applicants continue to
decrease, increasingly so since 1983, but now there are signs
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From 1989 the scoring system changed so that grades of A, B, C, D, E,
at A-Level were scored as 10, 8, 6, 4 and 2, and grades of A, B, C, D,
and E at AS level were scored as 5, 4, 3, 2, and 1. A score of 13 before
1989 is therefore equivalent to a score of 26 from 1989 onwards.

Figure 7.2 The proportion of all home entrants to medical school and
to universities overall, in the UK having more than 13 points at
A-Level (scoring A = 5, B = 4, C = 3, etc.), based on three A-Level
subjects, or their equivalent in A-Levels, Source: UCCA (1965-89)
Note; data not published for 1972; data for 1969-82 based on a 10%
sample, and hence sampling error of observations is greater,

that the A-level grades of entrants are also declining. The
slightly decreasing quality of medical entrants in the past
decade must be seen against a background of a general
overall increase in the A-level grades of university entrants,
reflecting in part a scarcity of university places during 1980-
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83 during which time numbers of applicants continued
to rise, allowing universities to select better qualified en-
trants (Figure 7.2). Within a few years it seems that medical
schools may well be unable to attract the well-qualified
entrants they have become used to.

The dedlining popularity of medicine for well-qualified
university applicants reflects, in part, the increasing dis-
satisfaction of doctors with working conditions (Figure 7.3),
and their relatively well-publicized regret at having be-
come doctors. More specifically it also reflects the adverse
financial conditions for medical students. All university
students have suffered cuts in support grant in real terms
(Figure 7.4), Coupled with increasing contributions from
parental sources (which often are simply not paid by parents,
thereby lessenmb the grant yet further). For medical students
the pmblem is exacerbated by a 5 or 6 year course and by
clinical years involving 48 weeks of leachmg,, and hence no
vacations for employment to supplement the grant. The
problem will become more acute if universities are forced to
implement ‘top up fees’, i.e. additional teaching fees paid
by students themselves. Top up fees would almost certainly
diminish further the numbers of well-qualified apphcants
and additionally compromise the fragile finances of medical
students. In recent ycm‘; medical students” dependence
upon overdrafts and bank loans has grown. Without private
means it seems that financial disincentives can only make
medicine less attractive to educationally well-qualified but
financially less well-off applicants. The institution in 1990
of overdrafts (‘student loans’) as a part of funding will
axacerbate the situation, particularly for groups such as
mature students, for whom the proportion entering medical
school has been unchanged for two decades (Figure 7.5),
despite repeated government calls for increased “access’ to
higher education. Repeated presentation of the arguments
oy the British Medical Association (BMA) on behalf of its
student members has not altered the government’s willing-
ness to accept that the financing of medical students rep-
resents a special case.

In most medical schools the medical course lasts 5 years
(typically two years pre-clinical, followed by three years of
clinical). Addltlonallv about one in five students intercalate

L e T o, — | ST, N S
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Doctors were from three groups which had qualified in 1966, 1976 and
1981. Doctors were interviewed during 1986 and 1987.
Figure 7.3 Percentage of British Medical Graduates who had “ever

regretted their decision to become doctors’. Source: Allen 1 (1988)
p. 292.

an additional year between pre- clinical and clinical to study
a basic medical science in de pth to gain an intercalated
degree, typically a BSc. Studies have suggested that the
intercalated degree is an important step in training clinical
research scientists (Evered ef a/., 1987). Funding of inter-
calated degrees is not automatic and normally is not covered
by local authority grants (except at Oxford and Cambridge).
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Figure 7.4 The size of the student support grant in pounds per
annum; the student support grant expressed relative to the retail price
index (RPI) and the average earnings index (AEL), the prant for 1978-9
being set at 100; and the average percentage of the grant being con-
tributed by parents. Source: Social Trends (1990)

For many years the MRC funded most intercalated BSc
students, seeing these awards as part of its training of
medical researchers. However, in the early 1980s the
Treasury informed the MRC that it could only finance
medical research and not education; at present MRC grants
are therefore being phased out. The result in England and
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Figure 7.5 The proportion of mature entrants (over 21 years of age)
to UK Medical Schools. Source: LCCA Statistical Supplements. Data
not published for all years; data for 1971~ 3 based on a 10% sample.

Wales has been a growing proportion of students obliged to
find alternative funding for intercalated degrees, typically
funding themselves or relying on charity (Figure 7.6). Of
note is that very few students are funded by industry,
despite government exhortations to the private sector.
Particularly intriguing is that the situation is entirely dif-
ferent in Scotland, where most students have been funded
by the Scottish Education Department (SED); that has con-
tinued and few students depend on self-funding or charity.
Treasury policy in England and Wales must therefore be
seen not as part of any educational or other principle deter-
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Figure 7.6 Sources of support for UK medical students taking inter-
calated degree courses. Source: British Medical Association (1990).

mined by government, but merely as an expedient for sav-
ing a small amount of moneyv. Approximately 600 medical
students continue to take intercalated degrees, partly
because they appear to recognize its educational value and
partly because the degree will help them obtain scarce jobs
in a seller's market.

Women in medicine

The largest single change in medical school entrants in the
last 30 years has been a rapidly rising proportion of women,
a change which started in universities as a whole between
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1965 and 1970, and has continued progressively ever since.
At present there are no signs of ‘topping out’” even though
almost 50% of entrants are now women (Figure 7.7). Intri-
guingly, until about 1976 fewer women entered medicine
than entered university as a whole, but since then the situ-
ation has reversed, perhaps reflecting an increasing number
of women studying science at school. As women have
entered medical schools, so inevitably and inexorably they
have qualified as doctors 5 and 6 years later. Subsequently
they have entered many specialities, in hospital and general
practice, so that the proportion of women doctors has risen
consistently for at least a decade, and probably two decades
(Figure 7.7). Of interest for medical research is that women
are now well represented even within such high prestige
posts as the Wellcome Trust’s Senior Research Fellowships
in Clinical Science, a male bastion for its first 16 years of
existence (Figure 7.8). The full effects of such a large-scale
transformation of a once male-dominated profession, to a
more equal sex balance (and in some specialities to a female
predominance) have not yet been worked out. One import-
ant change was that the Department of Health, worried
especially about the careers of women doctors, commis-
sioned the research published as Doctors and their careers
(Allen, 1988). lIts principal conclusion seemed to be that
although women doctors experienced some particular career
problems, the criticisms of career development affected both
female and male doctors. An immediate concrete result was
that the DH and professional bodies examined the particular
career barriers presented to women doctors, and JPAC now
includes part-time training posts, for doctors of either sex,
within its quotas.

Medical teachers

University teachers have been under government pressure
for the past decade, as is reflected in cut backs in overall
university spending in real-terms, which in the early 1980s
resulted in cuts in student numbers (Figure 7.1). Recent
increases in admissions, in 1989 and 1990, have had to be
carried out at ‘constant funding’. Academics themselves
have been under financial pressure from such cuts, and
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Figure 7.8 Numbers of male and female Wellcome Senior Research
Fellowships in Clinical Science. Source: Wellcome Trust (1989).

1986 saw the first industrial strike action by members of the
Association of University Teachers (AUT) in support of a
pay claim. Medical school teachers are divided into two
clear groups: pre-clinical teachers, nowadays mostly non-
medically qualified, and paid on the same scales as other
academics (irrespective of medical qualifications); and clin-
ical academics, whose pay has been tied to NHS scales.
Recent years have seen two problems of funding. Attempts
have been made to pay clinical teachers less than NHS
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doctors, this being resisted by the BMA. In addition doctors’
pay has been protected while other academic salaries have
been allowed to slip (Figure 7.9). Consequently the gap
between pre-clinical and clinical salaries has widened to the
extent that few medically qualified teachers are willing to
work in pre-clinical dt‘parlnwnta Finally it must be noted
that although clinical teachers have been paid the same as
their hospital colleagues, the cost of their salaries has not
been fully met by government provision, universities mak-
ing L,[)Od the bht)]tfﬁ“ which represented 17.9% between
1982-3 and 1987-8 (Committee of Vice-Chancellors and
Principals, 1987).

‘Working for Patients’, the white paper in 1989 that pre-
ceded the Natl(mal Health Service and Community Care
Act 1990, contained only one noncommittal paragraph
about medical education and research, and the implications
of new methods of funding for medical education are far
from clear. The delivery of education is increasingly being
moved into the managerial structure (Bayley, 1990), both in
hospital trust and directly managed units. Current links
between the health service and clinical teaching, particularly
in teaching hospitals, may be threatened and there is un-
certainty over the future of the current informal arrange-
ments whereby NHS staff carry out clinical teaching while
clinical academics see and treat patients. The mix of con-
ditions treated in individual hospitals may become distorted
by hospitals opting to develop profitable specialities, thereby
diminishing the breadth of clinical experience available
for students. In hospitals that opt out and become self-
governing, the arrangements for ensuring that teaching
is protected are unclear, and it is possible that financial
pressures on staff could decrease motivation to teach.

Clinical research could also be at risk. Self governing
hospitals will determine their own salary structures, and
the present parity in salary between academic staff and
clinical staff is unlikely to be maintained. Higher costs of
treatment in research oriented hospitals may alternatively
run the risk of making such hospitals less economically
attractive, particularly after ‘opting-out’, which could ad-
ditionally undermine both clinical research and clinical
teaching.
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Figure 7.9 The earnings of UK non-clinical academic staff in
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1981 (= 100). Source: Association of University Teachers (1990).

Medical schools lost nearly 25% of UGC/UFC funded staff
between 1979 and 1986 (Figure 7.10), with the result that
teacher:student ratios have increased from 1981 onwards
(Figure 7.11). Although during the same period the total
number of academic staff employed in medical school has
grown (Figure 7.10), this has been due only to staff on
short-term contracts, drug-company money, posts funded
by charities, and the like. Quite naturally such staff often



Medical teachers 141

Numbers
2500 e

2000

1500

1000

500

_

1979-80 198384 1986-87

Year

B University funded [/Z27] Non-univ. funded

Figure 7.10 Total number of medical academic full-time staff in UK
nedical schools, funded by versities and by non-university
unding. Source: Academic Medicine Group (1989),

10 not see teaching as their primary ra-”apomibi]itv so that
eaching has an ever decrcasing priority in the eyes of
medical school staff. The sit wtmn was exacerbated b\ the
UGC/UFC surveys of 1986 and 1989 of research quality in all
university departments (and it has as yet made no attempt
to assess teaching quality). The result, as a Lancet editorial
put it, was an order of priority for clinical academic staff
of ‘Patients first, research se ond, te aching third". And in-
deed any medical school (or indeed medical school teacher)
which does not look to its research output — or particularly
the research grant income since that seems to be the actual




142 Medical education, training and research

Pupils per teacher

5
4 =
3 | L [ 1 i L 1 1 1 L I
1975 1980 1988
Year

—e— (Great Britain —ap— Scotland

Figure 7.11 The ratio of clinical tcaching staff to clinical medical
students from 1973 to 1985, for Great Britain and for Scotland
(expressed as full-time equivalent teaching staff divided by full-time
equivalent academic staff). Source: Hansard (1987).

criterion of ‘success’ — is likely to find itself increasingly
vulnerable in the cold economic climate in which medical
schools now operate.

Medical research

Medical practice and medical research are opposite faces of
the same coin: good research stimulates good practice and
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vice-versa; and talented students are attracted into medicine
by the opportunity to do gnnd research. Medical schools,
like universities in general, have a dual responsibility for
teaching and research; and good research opportumtlee
attract medical graduates to teach and research in medical
schools. The past decade has seen medical research paral-
leling medical education and science research in general, in
showing a continual downwards trend in opportunities,
finance and support. The situation is made more acute
by recent advances in fundamental and applied biological
science during the past decade, particularly in molecular
genetics and cell biology; these permeate almost all areas of
medical research and practice, are expensive to run, and
require a sustained effort over years, rather than stop-go
policies based on short-term funding. Not surprisingly
many talented researchers therefore choose to work abroad,
particularly in North America, where support is indubitably
setter. The size of the ‘brain drain” is often disputed, but its
axistence seems beyond question. Talented researchers also
require an infrastructure of well-trained support staff, but
these also are being tempted to non-scientific jobs offering
setter pay, career prospects and morale, so that experienced
laboratory staff and technicians are also now at a premium.

The measurement of the quality of scientific research
output is difficult. Making sense of the bibliometric data
s not easy, but Smith (1988a) has reviewed a number of
nternational comparisons and there seems little doubt that
UK funding of science docs not compare well inter-
nationally, and that the situation has deteriorated for several
decades, with an acceleration in the 1980s. Smith quotes
‘he gloomy conclusion of one report: ‘Britain’s hopes of
cemaining a leading scientific power can only be described
1s slim in the light of the results from this international
comparison of funding’ (Irvine and Martin, 1986). The de-
cline can be seen both in funding and in research output,
measured as total biomedical research papers published
sach year, and by citations of those papers by other re-
:earcherb, all of which decline or remain static while other
countries’ contributions are mostly rising.

In medical research itself there are several indices of
changing finance and altering research opportunities. The
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grant-in-aid of the Medical Research Council (MRC) ha
been pegged at a constant amount in real terms since 19812
although in practice since salaries have increased at a greate
rate than the Retail Price Index (against which the MRC’
budget has been kept level), the result can only mean lowe
salaries or less researchers. When coupled with inflatio
costs for scientific equipment being greater than for reta
prices in general, the resultant is a cut of about 10% pe
annum in real terms (Smith, 1988b). Total spending o
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Figure 7.12 Estimates of overall expenditure on medical research at
19812 prices. Source: Smith (19880,



medical research has increased in real terms (i.e. adjusted
for retail price inflation) throughout the 1980s (Figure 7.12),
due mainly to increased spending by the drug industry
(principally on routine rescarch for its own short-term com-
mercial ends), and to increased spending by the major
medical research charities (such as the Imperial Cancer
Research Fund, the Cancer Research Campaign, the Well-
come Trust, the British Heart Foundation, and the Arthritis
and Rheumatism Council, which alone spent £119.2 million
on research in 1988-9, a figure comparable with the MRC's
income). Once again, although Figure 7.12 paints an ap-
parently optimistic picture, inflation for scientific research
probably means that overall it only represents level-funding
(Smith, 1988b). Total spending by medical charities (funded
by public donation) now cxceeds that of the MRC, and
supports a majority of medical research workers and pro-
jects (Choy et al., 1990). The 1980s have seen a shift of
financial responsibility for medical research from the public
purse to the voluntary sector, in effect privatizing medical
research, with a concomitant loss of public control and
accountability.

Arguments could be put torward for the potential bene-
fits of such ‘privatization’ of medical research, due to a
decentralization and a devolution of decision-making,
resulting in a wider range of projects and initiatives, and a
broader, more responsive, fund-raising base. However,
although there may be such benefits, it must be seen that
privatization does not guarantee freedom from political
influence. On the contrary, it may impose greater constraints
on the direction of research and thereby curtail academic
freedom. At present the academic standards supported
by the major charities are high, and peer review of grant
applications seems to be uscd by most charities. However,
charities need not always be so punctilious. Unlike the
MRC, which is in principal responsible indirectly to Par-
liament for its actions, most medical charities are totally
autonomous. The proliferation and hence fragmentation of
privately funded research also reduces any possibility of
larger scale more directed research attacking important
problems from different vantage points. If this trend of
funding continues, there is a strong case for more effective
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mechanisms to be established for regulating the quality o
the funded research.

The rapid development of charitable, non-governmen
expenditure on research, and its effects upon perception.
of research priorities, can be gauged from the large sum:
being spent on cancer rescarch by the Imperial Cance
Research Fund and the Cancer Research Campaign. The
MRC has now effectively retreated entirely from supporting
this major clinical area and ceded all control to the charities
Whilst pragmatically a sensible solution for optimizing
limited research funds in a time of financial contraction
it is surely serious that no official body now supports thic
major research area, and hence control has been relinquishec
over the nature, quality and direction of research.

As real-term MRC funding has decreased, so it has
funded fewer and fewer of the applications made to it, be
they research studentships, or project grants (Figure 7.13),
the result in the latter case being the increasing rejection
rate of alpha-rated projects (i.c. projects meriting finance
on scientific grounds), a phenomenon found in other re-
search councils as well as the MRC (Save British Science,
1990). The result is that applications to the MRC have de-
creased (Figure 7.13), and there has been a concomitant
increase of application and funding by charities such as the
Wellcome Trust (Figure 7.13). In late 1990 the crisis of MRC
funding was such that it found itself unable to fund 89
projects it had already approved, and funding was deferred
to the next financial year; the presumed result is that future
funding will need to be cut back yet further.

Medical research in the United Kingdom suffers from
a lack of funding and a loss of morale, with subsequent
knock-on effects upon medical education and practice. In
1988 the House of Lords Select Committee on Science and
Technology summarized the problems of medical research
thus:

‘It is not only that funding is so inadequate that good

research proposals are not supported; it is not only that

career prospects in research are often dismal; it is not
1

nly that patient care frequently inhibits research activity,
iportant as all these factors are. The overriding cause of
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the collapse of morale is the impression, right or wrong,
that neither the NHS nor the DHSS demonstrates any
awareness of the importance of research nor is prepared
to devote time, effort and resources to promote it.”
(Quoted in Smith, 1988c.)

he latter deficiency is beginning to be corrected by the
reation of a National Health Research Authority. Its role
nd its budget are not yet clear, and also in particular
rhether it will be financed by reducing other existing re-
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search funding. Nevertheless in a valedictory message to h
successor in the new authority (Department of Healtl
1990b), the DH'’s chief scientist felt obliged to warn of
legacy of confusion, conflict, and a widespread perceptic
that the Department’s rescarch programme has failed -
match expectations’ (Anon, 1990a).

The 1980s can be seen as the lost decade for UK medic
research (and in a valedictory editorial to Mrs Thatche
Nature argued that it was lost for all research, principal
due to the cabinet having no background in, experience ¢
interest in, or understanding of the needs of science; Anor
1990b). While bio-medical research opportunities have e
ploded, government financed research has been chronical
underfunded, and research charities have been required
shore up the shortfall. The opportunties for the 1990s sees
grim, with underfunded laboratories, outdated equipmen
disillusioned researchers and a lack of trained technical staf

Acknowledgements

We are grateful to the following organizations for their hel
in preparing this chapter: Association of Medical Researc
Charities, British Heart Foundation, British Medical Assoc
ation, Cancer Research Campaign, General Medical Counci
[mperial Cancer Research Fund, Medical Research Counci
Save British Science, University Hospitals” Associatior
Wellcome Trust.



In the Best of Health?

The status and future of health care
in the UK

Edited by
Eric Beck

Consultant in Gastro-Enterology,
Whittington Hospital,
UK

Susan Lonsdale

Senior Lecturer in Social Policy,
South Bank Polytechnic,
UK

Stanton Newman

Reader in Medical Psychology,
University College and Middlesex,
School of Medicine,

UK

David Patterson

Consultant in Cardiology,
Whittington Hospital,
UK

CHAPMAN & HALL
London - New York - Tokyo - Melbourne - Madras



Published by Chapman & Hall, 2-6 Boundary Row, London SE1 8HN

Chapman & Hall, 2-6 Boundary Row, London 5E1 8HN, UK
Chapman & Hall, 29 West 35th Street, New York NY10001, USA

Chapman & Hall Japan, Thomson Publishing Japan, Hirakawacho Nemoto
Building, 7F, 1-7-11 Hirakawa-cho, Chivoda-ku, Tokyo 102, Japan

Chapman & Hall Australia, Thomas Nelson Australia, 102 Dodds Street, South
Melbourne, Victoria 3205, Australia

Chapman & Hall India, R. Seshadri, 32 Second Main Road, CIT East, Madras ¢
035, India

First edition 1992
© 1992 Chapman & Hall

Typeset in 10.5/12 pt Palatino by Best-set Typesciter, Hong Kong,.
Printed in Great Britain by St. Edmundsbury Press, Bury St Edmunds

ISBN 0 412 38710 7

Apart from any fair dealing for the purposes of rescarch or private si
criticism or review, as permitied under the UK Copyvright Designs an
1988, this publication may not be reproduced, stored, or transmitted
or by any means, without the prior permission in writing of the o
the case of reprographic reproduction only §
licences issued by the Copyright Licensing,

cordance with the
wv in the UK, or

with the terms of licences issued by the appropriate Reproductior
Organization outside the UK. Enquiries concerning reproductio
stated here should be sent to the publishers ot the London address |
page.

The publisher makes no representation, express or implied, wi
accuracy of the information contained in this book and cannot accept
lehpun'-lblhty or liability for any errors or emissions that may be mad

A catalogue record for this book is available from the British Library

Library of Congress Cataloging-in-Publication data

In the best of health?: the status and future of health care in the
UK fedited by Eric Beck .. [et al.].—1Ist ed
p. cm.

Includes bibliographical references and e,

ISBN 0-412-38710-7 (pb)

1. National Health Service (Great Britaing 2. Medical policy—Great |
3. Public health—Creat Britain. 1. Beck, ric R

[DNLM: 1. Delivery of Health Care—organization & administration— tial
Britain. 2. Delivery of Health Care—trends-—Great Britain. 3. Health Status
4. Stale Medicine—Great Britain.
W B4 FAL 13]
RAJ395.GAI52 1992
362, 1'0941—dc20
DNLM/DLC

for Library of Congress 91-23467

CIr



Contents

Contributors
Acknowledgments
Preface

Joreword
ntroduction

1

10

Responses to changes in demography and
patterns of disease

Nicholas Wells

Primary health care

Andrew Haines and Stephen Iliffe

Preventive medicine and health promotion
Mark McCarthy

Measuring outcomes in health care

Ray Fitzpatrick and Karen Dunnell
Recruitment and remuneration in health care
Graham Scambler

Prospects for Nursing

Virginia Beardshaw

Medical teaching, training and research
Chris McManus and Diana Lockwood

The voice of the user in health care

Judy Allsop

The move to community care with special
reference to mental illness

David Hunter

Support and care for people with physical
disabilities

Susan Lonsdale

vii
xi

XV
xXvil

21

43

60

87

103

123

149

167

180



vl Conlents

11 Waiting lists
Myfanwy Morgan

12 The introduction and costs of new technologies
Barbara Stocking

13 Administrative and financial management of
health care services
John Perrin

14 Competitive tendering of support services
Robin Milne

15 Private sector health care
Joan Higgins

16 International comparisons of health expenditure
Robert Maxwell

References

Index

326
349



