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Summary

There has been much discussion in the past about the
inequitable distribution of N.H.S. resources between
different regions. This paper examines the distribution
of hospital resources in terms of current revenue and
beds in different specialties in eight regions (49 area

health authorities). Variations between A.H.A.s are far
more important than those between regions, and indeed
they are so large (even in the acute specialties) that it is
doubtful whether some A.H.A.s can be considered to be
offering a comprehensive service. In the light of these
findings the paper explores policy problems involved in

trying to secure a more equitable distribution of N.H.S.
resources at a time of financial stringency.

Introduction

The geographical maldistribution of health resources, notably
doctors, nurses, and beds, is an international problem. Even
leaving aside the question of matching resources to health needs
-which are difficult to define with precision and more difficult
still to translate into specific requirements for particular forms
or levels of care-there is no health system which has yet managed
to achieve even the far more crude objective of equal access

to resources for the total population. There are considerable
differences in the distribution of resources both in a free-market
health system like the United States' and in a planned system
like Soviet Russia.2 In a mixed system, like France, the best-
endowed region has almost twice as many beds as the worst-off:
there are 8-3 beds per 1000 population in public and private
hospitals in Alsace as against only 4-3 in the Nord.3 There
are also large differences between and within the various Lander
in Germany.4 When there is no rationing by price, there tends
to be rationing by the geographical availability of resources.

This is the background to one of the endemic problems of the
N.H.S.: that of securing a more equitable distribution of
resources between different parts of the country. From the start,
it has been acknowledged that the actual distribution reflects
more closely the historical inheritance of the N.H.S. than
present-day requirements, however these may be defined-
whether in relation to population numbers and structure, or

morbidity and mortality patterns. But attempts to change this
situation have had only limited success. There are still large

variations in the list sizes of family practitioners in different
parts of the country5; similarly there are considerable variations
in the provision of community health services.6 Neither seems
to be positively related to particular local health requirements.

NEW FORMULA

One of the most frequently discussed variations has been that
in the resources allocated to the hospital services of the different
regions,7 8 not surprisingly since these resources account for
two-thirds of the N.H.S.'s total budget. Indeed, in 1970 the
Department ofHealth and Social Security in effect acknowledged
the need to allocate funds more rationally by introducing a

formula 9-since refined but not fundamentally altered-for
distributing resources to the regions. This new formula was

designed to bring about a more equal distribution of resources

over a 10-year period; even so, it willnot remove all inequalities.' 0

But regional variations are of only limited significance: they
have probably attracted so much attention because of the lack
of information up till now about the distribution of hospital
resources at the subregional level. The fact that a particular
region is well or badly endowed does not necessarily tell us

anything about provisions for specific communities within it.
This paper, therefore, examines the distribution of hospital
resources within the regions, and looks at the variations between
area health authorities. It is the function of each A.H.A., in the
words of the white paper" introducing the plans for reorganiza-
tion, to provide a "comprehensive health service designed to
meet the needs of the communities within its districts." So
it is essential to know just how well or badly placed different
A.H.A.s are to carry out this comprehensive function. This sort
of analysis is all the more relevant for future policy making at
a time when the issue of priorities in the distribution of resources
within the N.H.S. has gained added urgency because of the
overall scarcity of funds.

Data and Their Limitations

To obtain data about the distribution of resources by A.H.A.s,
we drew on the area profiles that were prepared by the shadow
authorities as part of the preparations for reorganization. These
were obtained either directly from the A.H.A.s or from the
regions, and we have collected information about 49 areas in
eight out of the 14 English regions. The eight include two
with resources, measured in terms of money spent per head of
population, well above the national average (the South West
Thames and Mersey, with 41% and 7% above the national
average respectively), some around the national average (the
South Westem and Yorkshire) and some well below it (West
Midland and Trent, - 15% and -23% respectively). Through-
out the figures refer to the financial year 1971-2 and include
current expenditure on the hospital service only; for the sake of
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simplicity, the postreorganization names of the regions have been
used.
When asking the shadow A.H.A.s to prepare profiles the

D.H.S.S. gave specific guidance as to the way in which the
information should be presented.12 In practice, though, some

A.H.A.s seem to have ignored this guidance. This may be
understandable in terms of the many competing demands on

understaffed teams of officers. Furthermore in some cases the
profiles had to be completed before the final boundaries of the
A.H.A.s had been settled in detail. So the information in the
profiles is not always presented in a consistent form, is some-

times incomplete, and occasionally not entirely accurate.

RELATIVE DISTRIBUTION

In table I we have presented the data in terms of the relationship
between the level of provision in each A.H.A. and the national
average. This deliberately puts the emphasis on the relative
distribution of resources, as distinct from the absolute amount

BRITISH MEDICAL JOURNAL 8 FEBRUARY 1975

of money spent and beds available in any one A.H.A. For it is
clear that the actual amounts are sometimes inaccurate, and in
any case will have changed since 1971-2. But there is no evidence
that a revision of the figures would lead to much change in the
pattern of relativities as distinct from the position of any

particular A.H.A. The case for publishing the data at this stage
-despite their imperfections-is that they raise some basic
policy issues which are unlikely to be affected by future revisions
and which need debating without waiting for statistical perfec-
tion. Hopefully the D.H.S.S. will eventually publish its own

figures of the distribution by A.H.A.s of resources, in all their
various dimensions.

There is a further gap in the data. Administrative boundaries,
as everyone knows, do not necessarily correspond to hospital
catchment areas. This problem is particularly acute in con-

urbations like Birmingham, where the new local authority
boundaries often do not match the existing patterns of health
provision. Figures about resource provision, it may be argued,
may give a misleading impression about the availability of health
care unless they are supplemented by information about cross-

TABLE I-Distribution of Hospital Resources by Area Health Authorities for Eight Regions, 1971-2

Cheshire 865 -11 39 -25 0 -28 77 122 -17 -18 42
Liverpool* 607 62 38 192 130 90 -47 -69 99 105 31
St. Helens 377 - 34 13 5 - 25 -12 - 100 165 -43 -44 -60
and Knowsley

Sefton 425 -15 -6 71 23 -1 19 -90 -12 -10 -18
Wirral 355 -10 -2 60 85 95 -86 -77 17 21 -23

65
36

-55

-19
-40

Berkshire
Buckinghamshire
Northamptonshire
Oxfordshire

Avon*
Cornwall
Devon
Gloucestershire
Somerset

Croydon
Kingston and
Richmond

Merton, Sutton
and Wandsworth*
Surrey
West Sussex

Barnsley
Derbyshire
Doncaster
Leicestershire*
Lincolnshire
Nottinghamshire*
Rotherham
Sheffield*

Dorset
Hampshire*
Isle of Wight
Wiltshire

624

505

Oxford
-10 1 -11 1 7 49 -37 27 20
-29 -24 -29 -33 -54 -54 -39 9 5
-32 -15 -36 -9 17 -59 -24 -9 -8

3 24 -21 -19 60 71 43 6 2

South Western
901 14 23 33 - 7 32 190 -42 36 37
378 -30 -7 -38 -41 -30 -39 31 -5 4
896 - 14 14 - 32 0 -18 46 18 6 18
467 -36 -18 -45 -22 5 -100 4 18 21
386 - 17 21 -44 -38 -40 29 77 17 26

South West Thames
334 N.A. 35 N.A. N.A. N.A. 331 4 0 N.A.
250 N.A. 30 N.A. N.A. N.A. -13 170 -9 N.A.

680 N.A. 58 N.A. N.A. N.A. 40 105 26 N.A.

1111 N.A. 32 N.A. N.A. N.A. 124 86 4 N.A.
627 N.A. -19 N.A. N.A. N.A. -28 11 1 N.A.

Trent
225 -51 -55 -22 -29 -31 -100 -88 -8 -7
885 -37 -31 -63 -45 -39 -45 -21 -29 -28
280 -18 -15 -29 - 7 -14 69 -64 56 54
798 -40 -27 -63 -31 -58 -13 -26 -9 -10
503 -14 16 -26 - 6 - 8 58 35 2 5
973 -17 -23 -28 -10 4 -53 -31 -21 -21
243 -62 -60 -57 -39 -65 -100 -100 -33 -34
572 34 20 12 22 43 19 -2 32 38

Wessex
554 -18 10 N.A. N.A. N.A. -39 63 -5 8
1353 -21 -4 N.A. N.A. NA. -13 46 -15 -17
110 -12 6 N.A. N.A. N.A. -14 52 -41 -28
676 -10 5 N.A. N.A. N.A. -26 4 9 10

-19
-23
49

-19

-5
24
24
10
66

0

-38

29

-23
-34

-29
-12
-12
-15
-1

-15
-5
34

36
-25
19
56

West Midlands
Birmingham* 1098 10 4 2 8 34 -28 0 14 20 20
Coventry 337 - 30 -44 -24 -24 21 -100 - 95 8 7 - 25
Dudley 294 -40 -40 18 22 - 9 -56 -86 -18 -22 -33
Hereford and 559 -12 46 -28 -13 -20 68 61 - 7 -8 16

Worcester Ill
Sandwell 330 -69 -74 -57 -51 -60 -100 -100 -49 -47 -55

Shropshire 337 -22 -3 -43 9 155 -95 -3 -1 -1 51
Solihull 192 20 74 - 2 22 -38 292 21 114 96 - 30
Staffordshire 962 N.A. 3 -35. -28 -5 -33 51 -17 -21 31
Walsall 273 -50 -10 -45 -8 -63 296 -100 -28 -31 -41
Warwickshire 456 N.A. 9 -10 -6 -18 133 - 8 -6 -11 23
Wolverhampton 268 N.A. -37 -38 -12 -50 -100 -78 25 N.A. -32

Yorkshire
Bradford I 461 -13 10 18 3 -22 -11 -31 48 54 23
Calderdale 195 - 33 -21 - 5 -5 -12 -10 -88 31 41 59

Humberside 838 - 25 -7 -39 -15 -14 -12 -26 4 6 11
Kirklees 369 -13 15 N.A. N.A. N.A. -86 95 56 63 55
Leeds* 737 2 0 4 -16 20 -15 -8 -15 -18 0
N. Yorkshire 628 -15 21 -6 3 22 3 10 8 11 66

Wakefield 302 1 49 21 31 96 27 109 -3 11 38

1
-9

53
-5

-9

-6
-11

9
40

5

-44

17

-20
-56

-20
-9

7
-8
-5
-5
16
32

-12
-22
-24
53

25
-3
-19
20

-49
54
8

61
-17
54

N.A.

21
44
17
51
-1

55
51

*Teaching Area. tBeds per female in age group 15-44. .Beds per person in age group 65 and over.

tBeds per female in age group 15-44. tBeds per person in age group 65 and over. N.A. = Not available from profile.*Teaching Area.
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TABLE iI-Coefficients of Variation* for the Distribution of Hospital Resources by A.H.A.s in Eight Regions, 1971-2 (Standard Errors of the coefficients of Variation in
Parentheses)

Provision per Capita

Current
Expenditure

Overallt coefficient
of variation

Lowest coefficient
of variation
for any region

Highest coefficient
of variation
for any region

29-2 (3 5)

5-6 (2 0)

39-7(11 4)

General General
Total Medicine Surgery

30-1
(3 3)
5-8
(2-0)

45-1
(11 4)

51-5
(7-2)
14 1
(5-1)
51-7
(20 3)

35-1
(4 4)
16-9
(6.1)

44-5
(16-6)

Traumatic
and

Orthopaedic
Surgery

48-7
(1-2)
32-1
(11*1)

64-4
(18-6)

Beds

Mental
Handicap

94.9
(16-0)
16-0
(5 8)

121-8
(51-7)

Mental
Illness

69-5
(9-8)
18-2
(6-7)

111-7
(66-0)

Maternity
Maternity (Adjusted)

29-9
(3-3)
12-6
(4 0)
50-2
(19-5)

31-1
(3 7)
9-8
(3-1)
52-0
(20 4)

*Calculated from absolute values of per capita provision.
tFor all 49 A.H.A.s in our sample or for as many as the data is available (see table I).

boundary patient flows: the balance of patient exports and
imports, as it were, for each A.H.A.
Such data could, in fact, be computed using the hospital

inpatient statistics13 which show the geographical distribution
of patient flows. But such information, while interesting, could
again be positively misleading. To show that there are currently
cross-boundary patient flows is not to demonstrate that these
are desirable. In some circumstances, when the hospital facilities
in a neighbouring A.H.A. are more accessible because of
geographical propinquity or easier lines of communication, this
may be a rational response to irrational boundaries. But in other
cases, when the flows reflect the lack of local facilities, then the
export of patients may reflect a failure to provide appropriately
sited and accessible services. In other words, it is essential to
distinguish between flows of convenience and flows of necessity,
if need be by detailed local studies. If cross-boundary flows
reflect difficulty of access within the A.H.A. of residence, this is
likely to restrict the use of health servicest4: an undesirable
because an arbitrary form of rationing. They may also impose a

considerable financial burden on members of the community
because of the travelling costs involved for patients and their
relatives.' 5

Findings

The variation in spending on the hospital services between
regions, as already noted, is from + 41 00 to -23o%. The single
most important, and unambiguous, conclusion to emerge from
table I-which sets out the deviations from the national average
in each A.H.A. for expenditure per capita and for various types
of hospital beds-is that the range of variations within regions
is far greater. For example, in Trent the range for expenditure
is from +34%0 to -62,o. The importance of variations in
spending between A.H.A.s becomes more pronounced still if
the figures for A.H.A.s in different regions are compared:
the range then becomes from +620% in Liverpool (Mersey) to
-69°o in Sandwell (West Midlands). Teaching areas account
for some of the high expenditure figures in the table: these
A.H.A.s, it could be argued, fulfil a wider, regional role, and
thus require more resources. Interestingly, the region with the
least variation between A.H.A.s-Wessex-is also the region
where the teaching hospital is a relatively recent creation.
Some of the variations reflect the complementarity between

A.H.A.s already discussed. Many patients in Barnsley (-51°h)
and Walsall (-50%)-both areas with relatively small popula-
tions-in fact use the facilities in neighbouring Sheffield and
Birmingham. The flow is not, of course, always from the small
to the large A.H.A.s: many patients in the eastern part of
Birmingham A.H.A. are served by Solihull. The pattern of
complementarity is not consistent: for instance, Cornwall
(-30%) has as its neighbour another below-average A.H.A.,
Devon (-14%).
The evidence is summarized in table II, where we use co-

efficients of variation to measure the degree of variation in

resource provision both between all the A.H.A.s in our sample
and within regions. In the latter case, we present only the figures
for the regions with the highest and lowest coefficients of
variation in each case. Taking expenditure, this shows that
while the coefficient of variation (c.v.) for all our A.H.A.s is
29-2, the most homogeneous region has a coefficient of 5-6 as

against one of 39 7 for the most variable. (As our analysis is
primarily concerned with A.H.A.s as the units of provision,
we have purposely not weighted the coefficient by population
size.)

BED DISTRIBUTION

Total expenditure figures may conceal as much as they reveal.
They do not tell us anything about how the financial resources

are used. It is, therefore, worth looking at the distribution of
beds. Unsurprisingly, the figures for the total number of beds
by A.H.A. tend to follow the figures for total spending. Once
more there are enormous variations: c.v. =30 1. At one extreme
there is Solihull with 74% more beds than the national average;

at the other, there is its West Midlands neighbour, Sandwell,
which is 74% below the national average. But sometimes the
figures for expenditure and beds move in opposite directions,
so underlining what is a crucial point for the interpretation of
the data. This is that expenditure reflects not only the numbers
but also the mix of beds: that is, the higher the proportion of
"cheap" beds-for example, those in hospitals for the mentally
ill (national average 1971-2 weekly cost per patient £25-45)-
in an A.H.A. the lower will be its total expenditure per head
for any given total of beds, while conversely the expenditure
will rise the greater the proportion of expensive beds in the acute
specialties (,C78 58 a week in regional acute hospitals with more
than 100 beds).'6 Thus, to take two examples from Mersey,
Cheshire spends 11% less than the national average but has
390/o more beds, while Liverpool has 38% more beds but spends
620/0 more than the national average. This is because Cheshire
is an example of the concentration of beds for the mentally ill
and handicapped in large institutions on the fringe of conurba-
tions. Similar examples include Kingston in the South West
Thames and Solihull in the West Midlands.

Inevitably the presence in an A.H.A. of large institutions for
the mentally ill or handicapped, serving a much wider popula-
tion, tends to give a somewhat misleading picture of the distribu-
tion of resources. These institutions are due to disappear
eventually under current policy and, with them, the distortions
they cause. The table therefore provides (wherever available)
figures of bed provision for the main acute specialties. Those for
general medicine, general surgery, and maternity are particularly
interesting, since it can be supposed that A.H.A.s should aim
to be reasonably self-sufficient in these basic specialties. In the
absence of special local circumstances-for instance, the
geographical proximity of facilities in a neighbouring A.H.A.,
or an extraordinarily healthy population-a shortfall in these
specialties would seem to indicate that the local community

Geriatric
and

Chronic
Sick

32-0
(3 5)
18-6
(5-1)
44-4
(16-6)

Geriatric
and

Chronic Sick
(Adjusted)

30 5
(3-4)
16-0
(4-1)

52-5
(26 7)

,. _

- --

I
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is getting less than average access to health care. In some
instances, therefore, the variations for these specialties are even
greater than those for the overall figures of expenditure or bed
numbers. For example, in general medicine (c.v.=51 5) the
range is from -63% in Leicestershire and Derbyshire (Trent)
to +192% in Liverpool. In general surgery (c.v.=3541) it is
from -45% in Derbyshire to + 130% in Liverpool.

POPULATION SPECIFIC SPECIALTIES

Slightly less dramatic, but still very considerable, variations
are apparent in the case of geriatric and chronic sick beds
(c.v. =32 0) and maternity beds (c.v. =29 9). These are interest-
ing also in that they are population specific, and it is thus possible
to examine the provision of beds in relation to the size of the
client groups. The former have been taken to be the over 65s,
since data for the more vulnerable over 75s were not consistently
available in the profiles; the latter have been defined as women
in the 15-44 age bracket. In the case of the geriatric and chronic
sick beds, the effects of such an adjustment is sometimes to
increase the disparities. It emphasizes the deficiency of such
beds, in terms of the population at risk, in West Sussex and
the Wirrall for instance, though in other A.H.A.s-with a less
elderly population-the effect is in a reverse direction, as in
Buckinghamshire and Doncaster. Even more interesting, pos-
sibly, are the adjusted figures for maternity. Not only is it
national policy to move towards having all births in hospital,
which would suggest homogeneity in the provision of beds in
terms of the relevant population, but on social grounds it could
also be argued that ease of access is particularly important, and
that therefore each A.H.A. should be reasonably self-sufficient.
In practice, though, the variations are remarkably high-and
are certainly not smoothed out with any consistency by adjusting
for the relevant population. The figures also hint that there
may be differences in regional policy-for example, variations
for maternity beds in the South West are much less than
variations for any of the other acute specialties.
The number of beds available is, of course, only an imperfect,

proxy measure of the health care provided. To quote the latest
report of the Hospital Advisory Service, "A large number
of beds does not necessarily mean an active or effective service ...
It is clear that the success of a department depends less on the
number of beds than on the way the beds are used."'I7 But
in the absence of better measures it is still the best way of
assessing the distribution of scarce resources, since manpower
can rarely be related to specialty by A.H.A.

Policy Implications

There are two conclusions which must not be drawn from our
data, whatever the temptations. Firstly, no firm conclusion
should be reached about any particular A.H.A.'s level of
provision: the data, because of the nature of the area profiles,
allow questions to be asked but do not guarantee sufficiently
accurate information about any individual authority. Secondly,
it cannot automatically be assumed that any A.H.A. which has
resources below the national average should get more. The
national average is a sliding one: the number of beds per capita
has continued to fall in line with D.H.S.S. policy, which is to
reduce them even further. Thus A.H.A.s with a below-average
provision may simply be a few years ahead of those with an
above-average level of resources. Similarly, the criteria for
deciding an appropriate level of provision are far from self-
evident: formulas, whether based on equal spending per head
of population or equal spending per particular at risk groups
of the population, can be criticized on the grounds of ignoring
local circumstances or morbidity patterns.

But, all this said, the main implication of the data survives
both reservations about its accuracy and uncertainty about the
criteria for allocating resources: variations in provision between

A.H.As are so gross that a number of conclusions for policy
making follow inescapably.
The most self-evident of these is that any attempt to achieve

greater equity by levelling up the most deprived A.H.A.s would
be very expensive, since they fall so far below the national
average. The cost of such a levelling-up process can be computed
in terms of current expenditure, and indeed the exercise has been
carried out in the Oxford region where it has been calculated
that it would cost just over J5m. per year (an increase of about
10% on the 1971-2 regional budget) "to bring all areas up to the
level of the best for each service."'8 In addition to such in-
creases in current spending, greater equity would require a
heavy investment of capital which, in present circumstances,
does not seem a realistic short-term policy option.

ROBIN HOOD POLICY

Some of the grosser variations could no doubt be eliminated by
up-grading the non-capital elements in the worst-off A.H.A.s,
which means in effect compensating for having few beds by
making those that are available more intensively staffed and so
increasing the patient through-put. This points to two policy
options. The first would be to redistribute resources away from
the richest A.H.A.s to the poorest. Such a Robin Hood policy
could produce fairly quick results, but the frictional costs-
in terms of local opposition and resistance by the staff-would
be high. It might also mean less efficient utilization of existing
resources. The second option would be to ensure that any extra
funds that become available are steered to the worst-off A.H.A.s
while the rest stand still. Such selective incrementalism would,
however, take a very long time to show results at a time when
very few extra resources in real terms, after allowing for inflation,
are being made available to the N.H.S. and public services in
general. In either case, though, there is one clear implication:
that a policy of redistributing resources to the regions is in-
adequate unless there is also an effective policy for redistributing
them within the regions.
To say that there should be such a policy is, of course, to

beg the question of what the objectives should be in distributing
resources to the A.H.A.s. To what extent should it be the aim of
policy to make A.H.A.s self-sufficient, at least so far as a "basic
package" of the main acute specialties are concerned ? And to
what extent can those A.H.A.s which are heavily dependent on
the services of a neighbouring authority-either because of the
lack of resources or because the "natural" flow of patients is
across the boundary-be expected to offer a comprehensive
service ?

This last point leads to a still wider consideration. One of
the main criticisms of reorganization has been that it has created
too many administrative tiers: the D.H.S.S., the regions, the
areas, and the districts. Our data suggests that, in many in-
stances, the A.H.A. may be dispensable. Why have such an
authority if its boundaries do not make sense in terms of the
distribution of health care resources but are the by-product, as it
were, of local government reorganization whose logic (if any)
is not necessarily the logic of health care provision? The other
side of this particular coin is that, for the foreseeable future,
handing over control of the A.H.A.s to the local authorities-
whether directly, or as the result of changes in their member-
ship-would not seem a realistic policy option. While most local
authorities are self-sufficient, whatever the level of the services
they provide, the same is not true of many A.H.A.s.

We thank Mrs. Naomi Connelly, for her help in extracting
the data from the profiles.
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Joint Consultants Committee
The Yoint Consultants Committee met on 21 Yanuary at the Royal College of Surgeons of England, with Mr. Alan Parks
in the chair.

Membership Changes

The Chairman welcomed back Mr. A. H.
Grabham after his recent illness and re-
ported changes in the Committee's member-
ship. Dr. M. M. Burrows had been ap-
pointed to fill the vacancy caused by the
appointment of Dr. C. E. Astley as one of
the vice-chairmen, and Dr. Cyril Scurr had
been appointed to replace Professor J. G.
Robson on his appointment as a Vice-
chairman. The Chairman further reported
that Mr. 0. J. A. Gilmore had replaced Dr.
R. B. Hopkinson as the junior representa-
tive, that Professor Sir Fergusson Anderson
had replaced Sir Andrew Kay, and that Mr.
W. Drummond and Dr. E. M. McIlrath had
replaced Dr. A. W. Wright and Dr. J. H. D.
Miller.

Assessment Scheme for Overseas Doctors

The main item discussed by the Committee
was the assessment scheme for overseas
doctors (published in the B.M.7., 7 Decem-
ber 1974, p. 606). Sir John 'Richardson,
President of the General Medical Council,
attended the meeting for the discussion.
The Committee's view was that doctors

from overseas should be required to pass a
written examination followed by a clinical
examination to the level of the British quali-
fication. It saw the attachment scheme as
a period of adaptation and not a test of a
man's ability. Furthermore, the J.C.C. ob-
jected to the recognition for ful registration
under reciprocity of qualifications when the
G.M.C. was not allowed to inspect in the
country of origin.

Sir JoHN RICHARDSON made it clear that
the G.M.C. had not the power to compel
anybody to take its test who under present
law had the right to full registration under
reciprocity, but it was hoped that new
legislation would alter that situation.

It had been argued strongly that doctors
should be assessed overseas, he continued,
but the Government would not help in
arranging the assessment and was not pre-
pared to put pressure on overseas countries
to facilitate the tests. Furthermore, India
and Ceylon had now refused to allow the
Educational Council for Foreign Medical
Graduates' examination to be taken in their
oountries.
The G.M.C. had asked the non-university

examining bodies if they could set up a
test, said Sir John. The G.M.C. wanted a
language test th-at was meaningful and the
type of knowledge test that would embrace
the clinical side as opposed to the acadenic.
It had also asked that the test should not be
one given at the time of qualification and
before preregistration year but should be
suitable for a man who would fill S.H.O.
posts. Two of three bodies consulted had
advised that they could not manage to have
a clinical examination. Tihe Scottish Triple
Qualification Board was confident that by
using peripheral hospitals it could organize
a clinical examination. The Conjoint Board
and the Apothecaries were adamant that
they could not. After a long discussion, it
had been agreed that a test could be estab-
lished which it was hoped would be superior
to the E.C.F.M.G., and that it should be
linked with an improved clinical attachment
scheme. The test would evaluate the candi-
date's ability to comprehend and to express
himself in English, both spoken and written,
as well as ihis professional knowledge.

TEMPORARY REGISTRATION

If a man wished to be temporarily regis-
tered, Sir John continued, he would sit the
test, and perhaps the result might be: "As
this man is so good and his English is so
clear it would be a waste of time to attach
him, and we recomunend the G.M.C. to
register him temporarily." The G.M.C.
would, of course, use its own discretion in
the matter. It would also receive notifica-
tions that a doctor's English was so bad or
his knowledge inadequate (or both) that
there would be no point without further in-
struction for that man to be attached.
Many doctors would fall in the middle and

the G.M.C. and the candidate would both be
informed that in the opinion of the Tem-
porary Registration Assessment Board the
candidate could go for an attachment. The
assessment would have to be for at least
two weeks before the man could look for a
job. At the end of that time the G.M.C
would ask for a detailed report (for which
it would pay a fee) and inquire whether
other people had been involved in the
assessment. Participation in the assessment
scheme itself-and the Department -had
agreed to this-would also attract an
honorarium.

Sir John said that the G.M.C. was sure
that it had prepared a better clinical assess-
ment scheme than the E.C.F.M.G. would
offer. It could be argued that it was desir-
able to have a clinical examination but he
still could not believe that a properly oon-
ducted attachment scheme should be
inferior to any clinical exmamination.
The G.M.C. hoped to start the scheme

in June and proper notice had to be given
to those who would do the testing. An
embarrassing situation could arise if there
were great delays for reasons beyond the
G.M.C.'s control. He hoped that the J.C.C.
would support the improved attachment
scheme. If that were not possible in time
the G.M.C. thought that the present scheme
was better than nothing.

10 000 Doctors Seeking Entry

Dr. CyRIL ScuRR pointed out that apprehen-
sions had been expressed not only about
temporary assessment but also about auto-
matic registration of certain foreign medical
graduates. He recalled that he had been a
member of the first working parties set up
to study the feasibility of the temporary
registation assessment, and at that time,
he had argued that foreign doctors wishing
to work in Britain should pass the M.R.C.S.,
L.R.C.P., the Scottish triple qualification, or
the L.S.A.

It had been claimed that about 10 000
such doctors were currently seeking admis-
sion to the U.K. and that 3000 were to be
"processed" in the next 12 months. Of those,
1500 holding Indian and similar qualifica-
tions would be exempted from assessment
and entitled to automatic registration by
the G.M.C.
At another national committee it had been

represenited recently that the G.M.C. did
not visit, as regularly as it might, overseas
medical schools whose degrees it recognized
for practice in the U.K. In Dr. Scurr's view
those policies were wrong. The G.M.C
could not in honour recognize qualifica-
tions when it could not inspect. Inspec-
tions here showed that there were many
overseas doctors who were registrars of
five to eight years' standing who rarely,
if ever, sat- higher examinations. They were
merely using whalt were regarded'as train-
ing posts as a permanent job offering them
a higher standard of living than they could
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