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Reorganzzatzon- 974 or i984?

Three Doctors' Dilemmas

FROM A SPECIAL CORRESPONDENT

Continuing the discussion among the three doctors I started
last week, the subject turned to that of the community physician
-the new medical man (or woman) described in the Hunter
report. All three thought that this job could be exciting-for
the district community physician could be the key person in the
whole reorganization. He would be the one who would know
which committee was doing what, what the health care planning
teams were up to, what the district or area management team's
recommendations were, and what the area health authority
thought about them. At district level he could get to know all the
hospital doctors and general practitioners personally. In the
first instance, he would probably have been in the public
health service and would therefore be familiar with local
authority health services. Dr. Shaw insisted that the district
management team would not be "his" team but, as the full-time
medical person, the district nursing officer would naturally
look to him. If he saw eye to eye with the district administrator
it could be "their" team. Dr. Smith thought that this would
put the sort of "old boy net" he had always found to work well
on to an official basis. Some doctors, he said, had expressed
fears that the district management team would be "snoopers",
but this was a politician's view, and most G.P.s were only too
glad to be consulted-especially if the information was being
collected for the benefit of the general practitioner service.

Dr. Shaw thought that "monitoring" was an equally in-
appropriate term. A community physician could talk to G.P.s
for specific reasons-for example, to say that only 60% of
vaccinations had been achieved and what could be done about
it? He had been amazed by the spirit of co-operation that
could be obtained. Perhaps the community physician could not
do everything; would the district administrator be equally at
home with G.P.s ? Dr. Smith could not see why not. He and
his partners were moving from a group practice to a health centre,
and had wanted two big rooms for teaching. The official design
guide said that that was impossible but both local and national
administrators had accepted reasoned arguments that they
should be provided-as well as many other modifications to the
health centre.

Cynicism and Pessimism

Mr. Crombie agreed with these views but wondered rather
cynically if they would really work. He was one of two ophthal-
mological advisers to the regional board who had visited all six
ophthalmological units in the region. He had been amazed on
occasions to find out how little the board knew of what went on
in some of these units and, though the advisers had made
numerous recommendations for each unit-and hoped to visit
these units again soon-they did not expect many of their
recommendations to have been even considered let alone
carried out. The regional health authority might well be just
as out of touch. Mr. Crombie continued that in his hospital
(the teaching hospital) management in the form of the Cogwheel
system had been introduced, but there was frustration at the
level of the divisional executive committees, as much of their
hoped-for power had not been delegated to them as yet. The
hospital staff committee (all of the consultants) had had talks
on reorganization but had found it all very confusing and had
had little help from the administrators. Their main fear was of
even less voice under the new system. Already it was proving
difficult to have meaningful communications with administrators
at all levels, and the general feeling was that very often these
administrators were out of touch. Mr. Crombie was rather
pessimistic about administrators, in that few of them offered
very much in the way of constructive help but were interested
when doctors undertook administrative changes themselves
and they actually worked. These people were concerned with a
flat administrative horizon. If anything disturbed this horizon
their job was to pat it down, step on it, suck away its foundations
and preserve its level qualities. The N.H.S. had perhaps not
had the best administrators, not only at board level but also
at the Department. It seemed to be an established fact that
D.H.S.S. did not figure very highly in the hierarchy of Civil
Service appointments.
On the other hand, he thought, the management approach

could help in non-medical areas. There was no integrated
personnel service in the health service so that it fell down, for
example, on labour disputes, but Mr. Crombie doubted whether
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there were people of the right calibre to undertake the new
management jobs. Dr. Shaw had been reassured to some extent
by meeting younger, brighter men but, although Dr. Smith's
Department of Family Medicine of Newcastle University was
beginning to attract recruits from far afield, no-one felt that
capable administrators would be attracted to the city. Mr.
Crombie asked whether they would all be paid the same salary
and was sceptical about the field officer/staff officer relation
between the district areas of each staff. He thought that the
administrators should be paid more but given more responsibility
and possibly less security.

Political Sop

There was no enthusiasm for community health councils, which
all thought were a political sop, and similarly the Ombudsman
was thought to be of doubtful value particularly as Sir Alan
Marre was already Parliamentary Commissioner for Administra-
tion.
Any mood of pessimism, however, was lifted by Dr. Shaw,

who regarded the 1974 changes as but a step in the development

of health care. Co-operation between the local authority and
general practitioner had been increasing rapidly and he was
content to push ahead with the best ideas in the new arrange-
ments. Of course the M.O.H. had always been rather inde-
pendent-with the rates behind him. This position would be
lost, unfortunately perhaps to the detriment of both local
authority and area health authority. The official link would be
the joint consultative committee, which was a highly political
body and also had to await the outcome of local government
elections. But both he and the general practitioner could get
at the administrators safely while the hospital doctors were more
vulnerable to bad administration.
These three doctors concluded that they understood what the

1974 reorganization would mean at least at the district or area-
without-district level. It would probably improve the public
health and the general-practitioner services more than the
hospital service. Perhaps this was a reasonable swing of the
pendulum from the original hospital-centred health service,
which had proved so expensive. It was certainly in tune with the
current public concern for the patient in the community, in
most of whose lives the hospital played a significant but only a
small part.

Any Questions?
We publish below a selection of questions and answers of general interest

Definition of Incest

Is sexual intercourse between an adopted brother and an
adopted sister incest?

No, almost certainly not. The offence of incest seems to de-
pend upon sexual intercourse between persons within a
specified degree of consanguinity. The basis of the law appears
to be eugenic.' Incest in England was not a crime at common
law or at all until 1908 when the Punishment of Incest Act
was passed. Until then it was solely a matter for the ecclesia-
stical courts since the offence depended on the Levitical de-
grees rubricated by the Church. In Scotland there has been
an Incest Act since 1567 and the intercourse prohibited is that
between the relations specified in the eighteenth chapter of
Leviticus.
Today the law relating to incest is to be found in the Sexual

Offences Act 1956; section 10 (1) of which provides that it is
an offence for a man to have sexual intercourse with a woman
whom he knows ,to be his grand-daughter, daughter, sister, or
mother. It is immaterial whether the girl consented, but the
Crown must prove the relationship and the fact that the accused
was aware of it at the time of the offence. For an offence
under section 10 (1) the Court may inflict a sentence of up to
seven years imprisonment, though if the girl is under 13 the
maximum is life. Under section 11 (1) it is an offence (also
punishable by a maximum of seven years imprisonment) for a
woman over -the age of 16 to permit a man whom she knows
to be her grandfather, father, brother, or son to have sexual
intercourse with her by her consent. It is expressly provided
in the Act that the words "brother" and "sister" include half-
brothers and half-sisters, and the provisions of the Act also
apply whether the relationship between the accused and the
person with whom the offence is committed is traced through
wedlock or not. Step-parents and step-children are not in-
cluded.

It is a curious fact that the Adoption Act 1958 and previous
Adoption Acts contained no provisions affecting the law of

incest, even though by section 13 (3) of the 1958 Act for the
purpose of the law relating to marriage it is provided that the
adopter and the person whom he has been authorized to adopt
are deemed to be within the prohibited degrees of consanguin-
ity. The only rights and duties vesting in the adopter once the
adoption order is made are those in relation to the future
custody, maintenance, and education of the infant: see section
13 (1). Those rights and duties vest in him as though the child
had been born to the adopter in lawful wedlock. In a Scottish2
case it has been held that while an adoption order brings the
adopter and the person he adopts within the prohibited de-
grees of consanguinity as regards the law relating to marriage,
it does not bring him within the ambit of the incest law. In
that case the defendant had had sexual intercourse with his
wife's illegitimate daughter by another man, whom the couple
had then adopted. The Court held that neither the fact that
the girl was the defendant's wife's daughter nor the fact that
she was his adopted daughter could ground a charge of incest.
Lord Milligan said that it might well be that Parliament
thought 'that by forbidding marriage between the adopter and
the adopted person it was also providing that sexual intercourse
between them should be incestuous, but it had not said so.
From this precedent (which would almost certainly be follow-
ed in England) one may deduce that the relations that the law
of incest prohibits are those between persons tied by blood. It
follows that intercourse between adopted brother and adopted
sister would not be a crime, nor for that matter intercourse
between an adopted child and his non-adopted sibling. Only
if the adopted children shared the same "real parents" would
they be committing an offence. Notwithstanding that inter-
course between adopted brother and sister is not a crime the
fact that it had occurred would doubtless in the case of a child
under 16 lead a magistrates' court to make an order committing
the child to the care of the local authority. Doctors who detect
this state of affairs should consider getting in touch with the
local welfare officer.

I Smith, J. C., and Hogan, B., Criminal Law, 2nd edn. London,
Butterworths, 1968.

2 H.M. Advocate v. McKenzie, Scots Law Times, 1970, 81J.
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