In response

Purchasing research from or for the NHS?

The ethos of the competitive internal market in the
NHS threatens to
therefore been a cautious welcome for the recently

Squeeze ©ut research. There has

published recommendation [1] that a central fund
should be available explicity for research and develop_
ment for the NHS. The size of this fund will depend
not gnly o= priorities set by the central R&D commit-
tee, but also, as John Jamesg indicated in his editorial in
the last issue of the joyynal [2], o= convincing the
Treasury that clinical and basic medical research car-
ried out in the UK will 1 benefits for the NHS that
bring

are greater than purchasing the results of such
research carried out in other countries.

We hope that the arguments Set out in the letters
from an international galaxy of medical scientists

responding t° John James' challenge %ill help
purchasing executives in health authorities to secure

adequate central funding.
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Sir?In his editorial Mr John James asks 'Does it mat-
ter whether clinical research continues in the UK?
Would it be cheaper simply t© buy it from abroad?'.

If we take a short-term, economically-driven view of
things, the answers are: po, it does not matter, yes, it
would be cheaper. If we can import cars, Stereo sets
and washing machines, Why not research? Indeed, cost
is a major factor in competitive marketing, and a large
proportion of the products of research are freely avail-
able in the form of published papers. Thus, at first
sight there seems to be a good case for allowing other

countries' private * public enterprise t° provide the
funds (of course, if other countries were to develop

the same theory, clinical research would come to a
standstill worldwide) .

But the situation is more complex, because research
is not an isolated activity iR any community; indeed,
for clinical research specifically, we must consider at
least three different interfaces.

1. Clinical research and bedside medicine. The tradition of
clinical research has been to found research on

good patient care, and to improve patient <are
through the results of research. Thus, to sell the

best patient care to purchasers, as the new NHS
wants us to do, we must keep that two-way traffic
alive.

2. Clinical research and basic biological research. In the
past, advances in fundamental biOlOgy were ]_argely

driven Lyy the desire to discover the molecular and

cellular basis of how the body operates. But we are

now witnessing almost a reversal: the potential for

clinical applications, P°th for understanding
diseases and for treating them, has been one of the

strongest and most consistent movers of basic
biology as witnessed by the award of the Nobel
'
prize to Goldstein and Brown for helping to under-
stand heart disease, and to Varmus and others for
helping to understand cancer. If we cannot provide
the facilities for clinical research, basic biological
research too will have to be subcontracted to

foreigners.
3. Clinical research and industry. This is probably the

most important point With respect to the economy
of the nation. Clinical trials have been a corner-
stone of contemporary medicine. In order to docu-
ment the effjcacy of mew medicines, drug compa-
nies have greatly benefited from the universal
coverage offered by the NHS in the UK, which has
therefore been a favoured country for such studies.
This in turn has been a major factor in the growth
of the pharmaceutical industry in the UK. But
there is more to this than meets the eye. In the past
the pharmaceutical industry did mose of its own
R&D ; now some of the most spectacular money-

spinner medicines?such as erythropoietin and
G-CSF?have resulted from research carried out in

collaboration with non—profit institutions. With the

development °f increasing mumbers of diagnostic
gene probes, @nd socon, probably, ©f agents for
gene therapy, this type of collaboration will be
indispensable for the pharmaceutical industry. I

clinical and biological research ]_anguish, joint ven-
tures and trials will go elsewhere and eventually the

industry itselfwill 4o elsewhere.

Thus in the long—term it will not be economical to
give up on clinical research, for at least the reasons I
have given. I have refrained from dwelling on the
more traditional grguments ©f academic medicine,
namely the importance of a research-orientated envi-
ronment for the tegching ©f students and the training

of young doctors. I cannot help remembering, howev -
er, a notion arising from p., experience =some 20 years
ago M = major teaching hospital im Nigeria. The press-
ing question was whether it was justified to devote
time, effort and funds to clinical research in a country

in need of primary health care and of preventive

medicine. The answer given by my ™oSt respected

Nigerian colleagues was?within ]ipjtgpyes: because
they felt that the continued passive 'import' of the

product of research from abroad would be the surest

way t° perpetuate intellectual dependence after hav-
ing abrogated colonial rule. gyrely, Great Britain
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would not wish to become intellectually dependent in
an endeavour in which William Harvey, Charles Dar-

win and Archibald Garrod have led the world.
LUCIO LUZZATTO

Chairman pf Human Genetics, Memorial HOSpital—Sloan,
Kettering Institute, Nerv York
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