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By the end of the Second World War, the British voluntary
hospitals were broke. The Act of 1946 provided that hospital
building was to be financed by the Central Government out of
general taxation and national insurance contributions. However,
capital funding from the government has always been inadequate
to replace buildings (some dating from before the First World
War), and to maintain them.

To remedy this, the private finance initiative (PFI) was in-
voked. Private finance was to design, build, own, and operate
hospital services; the hospitals were to be leased back to the
National Health Service (NHS) for, on an average, 30 years.
Though a number of schemes have been approved and building
has already started, controversy has raged over whether PFI is
cheaper than public funding. The whole concept has been op-
posed by the British Medical Association (BMA), and the BM]
has published an editorial and four articles which seem to demon-
strate that PFI is the more expensive option. Apart from consid-
erations of ultimate cost, there is clear evidence that bed comple-
ments and staffing levels are being cut by private funders to
conform not with clinical need, but to achieve profitability. These
trends are in direct conflict with the government's stated policy of
increasing staffing levels and reversing the decline in bed capa-
city. Dr Richard Smith, editor of the BM], has written: 'Most
institutions on the scale of the NHS end not with a bang but a
whimper ... one possible end game is that the middle classes lose
confidence in the service and begin to make other arrangements.' 1

This would ultimately leave a rump system dealing only with
emergencies and the indigent. Certainly, confidence in the NHS
seems to be ebbing away; the recent scandal about paediatric
cardiac surgery in Bristol' and the national shortage of midwives
have shown up serious deficiencies in the service. Recently, the
Prime Minister, Tony Blair, has admitted that it will take 10 years
to turn the NHS around. He is probably right, but votes will be lost
at the next election if some improvement in performance is not
clearly visible.

Letter from Glasgow

A new look at fluoridation of water supplies has been promised by
the government, with a view to strengthening legislation on
fluoridation if the enquiry is supportive of universal fluoridation.
There is overwhelming evidence that fluoride protects against
dental caries, yet in England and Wales less than 10% of the
population receives fluoridated water.' Opponents purport to
have found an association between fluoride and cancer, osteo-
arthritis, and the incidence of fractures. However, the claims
about cancer and osteoarthritis have not been substantiated, and
the risk offracture is only marginally increased by fluoridation.

Fundamentally, the issue is an ethical one in the sense that an
individual can only avoid drinking fluoridated water from his or
her domestic supply by buying expensive bottled water: there is
no practical opt out. Curiously, the opponents of fluoride have
raised no objection to the addition of chlorine to water supplies.
It is hoped that the new review will stimulate rational discussion
on the subject, rather than the hysterical nonsense which has
characterized previous public debates.

If there was a journal of irrelevant research, the following two
items should certainly appear in it. Dr J. Manning of Liverpool
University" has found that men (not women?) with unusually long
ring fingers are more likely to become depressed. And, Viagra
will delay the drooping of cut flowers by as much as a week.' The
necessary dose is 1/50 of that needed for male resurgence.
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JOHN BLACK

THE ARBUTHNOTT REPORT-CUTTING THE CAKE IN
SCOTLAND
The resources for health services are useful measures of what
priority is given to health care (as opposed to health per se) in a
country. So I thought it would be useful to describe some of the
funding issues facing the National Health Service in Scotland
(NHSiS). This is set in the context ofthe new Scottish Parliament
(elected in May) and the new Scottish Executive (government),
which is a coalition of the Labour and Liberal Democrat parties in
Scotland. The new Minister for Health is Ms Susan Deacon. You
will recall the previous Scottish Minister of Health was Sam
Galbraith, a neurosurgeon. He is now the Minister for Education

and Children. Ms Deacon has not worked in the NHS but, like
many others, has personal experience of the NHS as a patient and
carer. There are no intentions of introducing any radical changes
to the existing policies regarding the health service, but nonethe-
less the Scottish Executive and Ms Deacon will want to put their
imprint on the NHS.

So as far as funding the NHSiS, whit's the talk of the steamie,
as they say in Glasgow. Or in Queen's English, 'what is it that is
preoccupying people'? In truth, nothing is different from any
other health care system-how to meet the health care needs of
people in an effective, efficient and equitable way. 1

In recent years, there has been real growth in the NHSiS budget
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and 1998-99 was no different. In 1998-99, £ 4800 million (US$
7200 million: £l=US$ 1.50) was spent by the NHSiS or £ 938
(US$ 1407) per head of population, an increase of 5% from the
previous year. As regular readers of this letter will know, the bulk
of this comes from taxation-83% from general taxation, 11%
from the NHS share of National Insurance contributions, and 6%
from charges, for example, for prescriptions. The fact is that the
NHS accounts for nearly one-third of public expenditure in
Scotland.

It is interesting to see the impact of this increase in resources
on the number of staff. In 1998, there were III 700 whole-time
equivalent (WTE) staff employed in the NHSiS, compared to
116300 in 1988. This is out of a total population in Scotland of
5 million people. However, the past ten years have seen large
numbers of ancillary and manual posts being contracted out and
to make a true comparison, ancillary and manual staff need to be
excluded. On that basis, the WTE staff have increased by 9.5%,
from 90 698 to 99 314. The different staff working in the NHSiS
in 1998 was:

Nursing staff (excluding nurse teachers
and nurses in training)

Medical and dental staff
Professions allied to medicine,

e.g. physiotherapists
Others (excluding ancillary and

manual staff)

All this expenditure and expansion of staff may be good, but
there is concern not just about the overall level of funding for the
NHSiS but also about how the resources are distributed. This fits
in with the Scottish Executive's view of tackling health inequali-
ties, including inequalities in access to health care. In Scotland,
'monies are given to the 15 health boards who commission health
care from providers which are, in the main, acute hospital and
primary care NHS trusts. Consequently, as well as ear-marking
additional funding for the NHSiS, the previous administration, as
promised in the White Paper on the NHSiS Designed To Care2-

set up a Steering Group under Professor Sir John Arbuthnott,
Principal and Vice-Chancellor of Strathclyde University. The
Group had the remit oflooking at the allocation of resources to the
NHSiS which are 'as objective and need-based as available data
and techniques permit, with the aim of promoting equitable access
to health care'."

Significantly, the Group did not have any remit over the
overall size of the resources for the NHSiS.1t covered hospital and
community health services, general medical services (GMS)
provided by general practitioners and the general practitioner
prescribing budget. This accounts for 80% ofthe total expenditure
in the NHSiS. The elements of the NHSiS funding which re-
mained outside the review were: centrally allocated funds (12%);
Family Practitioner Services (5%); and capital (3%).

Professor Arbuthnott had very distinguished members in the
Group helping him and he also had an Expert Group to tackle the
epidemiological, statistical and economic workings contained in
the report. The Group built on work done previously, but which
was now out of date. It had been in 1977 that a Working Group on
Revenue Resource Allocation had recommended in their report,
Scottish Health Authorities Revenue Equalization (SHARE),4 a
fairer basis for distribution of resources to health boards for
hospital and community health services. The SHARE approach
used four measures to determine the level of resources that health
boards should receive. For each health board these were:
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I. The population served by each board.
2. The age-sex composition of the population of the board.
3. A measure of relative needs (beyond the population size and

age-sex distribution of the population) using standardized
mortality ratio (SMR) for each health board in the under-65-
year-olds as a measure of need.

4. A measure of any unavoidable excess costs associated with
delivering health care in sparsely populated areas.

The principles of the Arbuthnott Group in recommending a
formula to allocate resources were underpinned by a number of
explicit principles. These were (the first three being most impor-
tant):

1. Equity-to each health board according to its need
2. Objectivity-the formula to be, as far as possible, evidence-

based
3. Transparency-the formula to be reasonably transparent to the

non-expert
4. Practicality-the formula to be updateable annually
5. Relevance-be explicit about the extent of the evidence base
6. Stability-avoid undue turbulence in allocations to health

boards to allow rational planning
7. Responsiveness-the formula to be able to respond to changes

in need
8. Eealuability=-the formula to be able to be tested objectively

against the criteria of increasing equity to health care.

These four elements from the old SHARE formula were
retained in the new formula although the data used within it are
stated to be more 'evidence-based'. In summary, the new formula
proposed by the Group takes into account the following:

1. Population-the population served by each board asdetermined
by the General Register Office of Scotland mid-year population
estimates.

2. Demography-the national average costs of use of services by
age and sex group, taking account of higher inpatient care
required by a more elderly population, the varying costs of
different specialties, and the length of time spent in hospital
varying with age.

3. Morbidity and life circumstances-morbidity, mortality and
socio-economic circumstances, e.g. deprivation, poverty and
ethnicity taking account of the supply of health care and
inequalities in health care between boards.

4. Excess costs-rurality and remoteness factor after allowing
for community services needing excess time to deliver health
care and extra skills, which health staff may need to deliver a
comprehensive and flexible service. It also applies remoteness
adjustments to particular hospital care programmes, and
adjustments for general practice services because the number
of people served per general practitioner is lower.

The impact of all this is, as always when cutting up any cake
whose size remains the same, that there are winners and losers.
Most dramatically, if the new funding formula was applied to the
1999-2000 allocations, Greater Glasgow Health Board (which
has the highest proportion of deprived communities in Scotland)
would 'gain' by just under 2%, whilst Lothian Health Board
would' lose' by 4.5 %. These are considerable amounts of money,
with Greater Glasgow Health Board's budget this year being
£ 715 million (US$ 1072.5 million) and Lothian Health Board's
£ 528 million (US$ 792 million).

However, the Group makes it clear that the change in funding
formula needs to be implemented over a period of time rather than
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at once and that the impact of change should be reviewed annu-
ally. More importantly, assuming an overall increase in the health
budget year-on-year, the move to parity under the new formula
should be done by differential growth so that a general levelling
up takes place, allowing all 15 health boards to get some real
increases in funding each year.

The Arbuthnott Report is currently out for consultation and
already there are mutterings about the assumptions made and the
complex formulae employed to calculate the funding allocations.
The issue is, at least, in the open and the Scottish Parliament and
Scottish Executive will want to consider fully both the Arbuthnott
Report and the comments it attracts.

Despite its faults, the Arbuthnott Report is a step forward. My
feeling is that it is likely that the Report's recommendations will
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be accepted, with some changes to meet the criticisms expressed,
and the more refined formula will be employed to allocate resour-
ces to the 15 Scottish health boards.

REFERENCES
I Scottish Executive Health Department. The NHS in Scotland-Quarterly Bull No 7.

SEHD, Edinburgh, Aug 1999.
2 Scottish Office Department of Health. Designed to care-renewing the National

Health Service in Scotland. Stationery Office, Edinburgh, 1997.
Scottish Executive Health Department. Fair shares for all: Report of the National
Review of Resource Allocation for the NHS in Scotland (The Arbuthnott Report).
SEHD, Edinburgh, Jul 1999.

4 Scottish Home and Health Department. Scottish Health Authorities Revenue
Equalisation (SHARE). SHHD, Edinburgh, 1977.

H. S. KOHLI

HUMAN EGGS FOR SALE-FOR LEGAL
REPRODUCTION!
It seems that the USA is the only nation in the world where the
marketplace drives a trade in gametes and genes. In a country
where sale of people's organs for transplantation is illegal, it is
interesting to note that it is perfectly legal for young women to sell
their eggs to people wanting babies. Sperm banks have been
extant for a long time and men have been selling their sperm for
decades. Yet, their efforts are worth about US$ 50-100 these
days, while the price of donor eggs is rising, as evidenced by
advertisements all over college campuses on bulletin boards,
newspapers and the Internet.

The choice of women is often related to the desires of the infer-
tile couple regarding their pseudo-offspring. A recent advertise-
ment read, 'Intelligent, athletic egg donor wanted: US$ 50 000'.
It is legal for wealthy couples to demand certain genetic traits in
exchange for money.

The annals of this method of modern human reproduction
harken back to 25 July 1978, when the world's first 'test-tube'
baby' was delivered in Oldham, England. Named Louise Joy
Brown, she was healthy (Sib 120z). Her conception occurred in a
petri dish, in vitro, from the egg and the sperm of a working-class
couple that had tried for years to have a child. The incident
received worldwide attention and was severely condemned by
religious groups and even some renowned scientists as playing
God' and tampering with human procreation. Dr Patrick Steptoe
and his partner Robert Edwards had worked underground for
years, as had many others, to avoid the religious and political
fallout from such experiments, somewhat like the current state of
science in the field of human cloning. The process of in vitro
fertilization received its major impetus when Steptoe found that
he could extract eggs from the ovaries of infertile women, using
a laparoscope, a fibreoptic instrument he pioneered for minimally
invasive abdominal surgery. In 1966, he teamed up with Edwards
who had, by then, developed a method to fertilize the eggs in the
laboratory. After several failures, and 30 pregnancies that did not
last more than 10 weeks, they decided to implant the dividing

embryo into the uterus in the eight-cell stage, compared to the
fertilized egg after 100 divisions. Today, these artificially assisted
pregnancies are commonplace-an estimated 30 000 have taken
place during the past twenty years. The method is one of many
options available to would-be parents-from using frozen em-
bryos and surrogate mothers to picking the number, sex and genes
of their offspring. There has been an explosion in multiple births,
and conception is possible without sex.

In 1984, a woman gave birth to a child who was genetically
unrelated to her. In Melbourne, Australia, scientists implanted a
donor's fertilized egg into the uterus of another woman. This year
there will probably be some 5000 egg donations in the USA. And
the field is gaining rapidly in sophistication. There are around two
hundred private egg donor agencies that offer comprehensive
patient donor databases that may include 300 women. Donors
and recipients are matched with great precision. Donors in their
twenties and thirties, donors who are married and have children of
their own, models and actresses, college students with very high-
grade point averages to add to choices for height, colour of hair
and eyes and hereditary background, are sought after by agencies
who charge about US$ 2500 for match-making services. Market-
ing strategies are ingeniously spread through movie theatres,
magazines and college literature. Agencies advise recipients to
log on to Internet sites where they can review pictures of willing
donors with their detailed personal profiles that include their
health history, educational backgrounds, accomplishments and
personal statements.'

The process of egg donation is a laborious and painful one. The
donor is injected with Lupron for about three weeks. This shuts
down ovarian function so none of the ova ripen and none of the
egg follicles develop. This is followed by daily injections of
combined follicle-stimulating hormones-Pergonal and Metrodin
-which serve to swell the ovaries to the size of oranges, and bring
up a cluster of ripening eggs. After eight days or so, a final injec-
tion of human chorionic gonadotrophin is given and after 36--48
hours, under general sedation, with intrauterine ultrasound guid-
ance, eggs are suctioned out, one by one, with a needle. There are


