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Reorganization- 974 or i984?

The Area Joint Liaison Committee and Area Profile

FROM A SPECIAL CORRESPONDENT

The National Health Service Reorganisation Bill requires the
Secretary of State to establish Regional Health Authorities (in
England only) and area authorities, which may be Area Health
Authorities or Area Health Authorities (Teaching). To try to
find out what this will mean in practice I talked to Dr. D. L.
Wilson, Medical Officer of Health for Newcastle upon Tyne.
He started by saying that the present population of Newcastle
upon Tyne was 217,220. The new area, which will be coterminous
with the new local authority area, will also take in parts of
Northumberland (Gosforth, Castleward, and Newburn) to give
a population of around 303,910. The new area health authority
will not exist at all until the Act receives the Royal Assent, and
then only in shadow until April 1974. Nevertheless, to make the
changeover the Department of Health and Social Security had
asked the present authorities to establish joint liaison committees
to co-ordinate the preparatory work for this.

In Dr. Wilson's area the University Hospitals Hospital
Management Committee (now the only hospital body), two
local authorities (Newcastle and Northumberland), and two
executive councils (for Newcastle and Northumberland) had
each appointed two officers to the joint liaison committee, of
which he was chairman. The principal regional officer also
attended and the committee had started to meet monthly last
September. This committee was responsible for recommending
just how many districts should be set up in the area, but there
were many reasons why the committee was certain to recommend
that the area should be a single district one.
The local authorities involved in the local authority

reorganization had so far been concerned with their own prob-
lems, and had not yet turned to getting local authority/health
authority arrangements going. The upheaval of moulding the
present pattern in Newcastle into the new moulds of district
authority, metropolitan county, water authority, and area health
authorik-y was obviously formidable. Moreover, when I talked to
Dr. Wilson the results of the local elections had not been
announced and these might change the attitudes. For this
reason decisions had not been hastened, but it meant that the
new local government would have to do its homework quickly
to be ready for April 1974. Places which were not expecting
change, such as nearby Gateshead, would be better prepared.

Co-option and Working Groups
The joint liaison committee had also enlarged itself from eight
administrators and two doctors (the Medical Officers of Health
for Newcastle and Northumberland) by co-opting the Chief
Nursing Officer of the hospital group and the Director of
Nursing Services in the local authority, two general practi-
tioners, and two doctors from the Cogwheel in the university
hospitals. Several working groups had been set up-on staff
and manpower resources, finance and budgets, training, and the
nursing services. A small executive subcommittee had also been

established to make sure that things kept going forward-
including the "area profile," which was due to be ready in May.
The regional department of the D.H.S.S. had held an afternoon
conference to hear the views of staff and professional organiza-
tions and of trade unions. But the joint liaison committee
members were keeping their own staffs informed and were
about to produce a newsletter. Dr. Wilson had himself kept
local authority staff up to date. "The trouble is," he said, "that
those outside the joint liaison committee think there must be an
awful lot going on about what's going to happen to individuals.
But in fact the committee cannot decide policy or change. We
are just putting together the plans of the authorities concerned."
For the public at large Dr. Wilson had answered questions from
the Press but there had not been a lot of public interest in either
N.H.S. or local authority reorganization.

Dr. Wilson thought that the task of the joint liaison committee
had also been more difficult because the circulars and recom-
mendations from the D.H.S.S. had been coming rather irregu-
larly. For example, the finance working group had reached
agreement on what needed doing and then the appropriate
circular had arrived. Nevertheless, their three tasks-the area
profile, the recommendations about districts, and the accom-
modation were now firmly in hand.
Accommodation for the new authority was a complicated

question. Dr. Wilson would like the new area health authority
premises to be accessible to all its parts and to the local authority.
Nevertheless, the latter was also expanding so that the area
health authority headquarters would probably have to move to
separate offices, though the D.H.S.S. was alarmed by the
overall national cost of these changes. All the area finances had
been transferred to one computer so that the existing services
could carry on and be paid for, in spite of the fact that the new
team of chief officers could not be appointed until after the
N.H.S. Reorganisation Bill had been passed. This meant that
integration in different fields-for example, community services
and various hospital divisions-would occur at different speeds
over two or three years. In some of these, such as midwifery-
in which only 2% of deliveries now occurred at home-integra-
tion was well advanced. All these matters would be the concern
of the district management team, or, in Dr. Wilson's single
district area, the area management team-though this could
not be set up until the area health authority was in action.

Dr. Wilson said that most of the area profile had been drawn
up. The geographical, sociological, and economic characteristics
were known, and the Registrar General was to provide a
population breakdown. Informed guesses had been made about
some vital statistics, and others had been taken from Dr.
Wilson's annual report. Thus it was established that the number
of handicapped children and old people in the area was
higher than the national average. The task of providing more
information about morbidity would be one for the area manage-
ment team. Even though figures for the area profile were com-
paratively easy to obtain in Dr. Wilson's area, he thought that
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it would be much more difficult to be accurate in areas where
the reorganization involved several overlapping bodies. But
even his staff,figures would be 18 months out of date by April
1974 as changes were occurring all the time.

Overlap

There was also the problem of overlap between health areas.
Thus in the Longbenton urban district (which will belong to
North Tyneside) many people had been rehoused from the city
and their general practitioners, with potentially falling lists, had
opened branch surgeries there. This was a community that
the joint liaison committee felt should be treated as part of their
area. With other communities the links were not quite so strong,
but Dr. Wilson thought that there were no real boundaries for
people's care, and that if the right number of beds and services
were provided, people would go there eventually. Such prob-
lems, he hoped, could be treated fiexibly and informally.

In all the reorganization the job of the medical officer of
health would have to change most because his post would

no longer exist. On the other hand, if his job had been worth
doing, work would have to be continued: that was partly as a
physician-not to individuals, but to the community as a
whole-and partly running the services. The concept in the
Hunter Report of the physician to the community could be
developed in very many ways, though his independence or
hierarchical status would need to be defined. In Dr. Wilson's
single district area this status would be that of the area com-
munity physician. But who, Dr. Wilson asked, would be
responsible for the school health side, epidemiology, child
health and handicapped children, and geriatrics-for which he
now had senior medical officers? He did not know what would
happen to his present senior medical officers, and their position
-which had not yet been considered by the joint liaison com-
mittee-needed to be clarified.

Finally Dr. Wilson considered that integration arising out of
the reorganization would really be a gradual process, which
would eventually improve the Health Service. Because the
Newcastle area already had a long tradition of co-operation
between the services it might not make much immediate impact,
but the change was an essential step towards improving the
balance between the hospital and the community services.

Any Questions?

We publish below a selection of questions and answers of general interest

Clonorchis sinensis

A 40-year-old Chinese woman is known to have a heavy infes-
tation with Clonorchis sinensis. At operation she was found to
have worms in the biliary tract. She has recently had an epi-
leptic fit. What investigation and treatment should be under-
taken?

When a patient suffering from a heavy helminthic infection
has an epileptic fit one immediately considers the possibility
that it is caused by an aberrant worm or ovum, though this
is not a recognized complication of infection with
Clonorchis sinensis. Neurological investigations for other
causes however should be carried out.
The fluke produces damage to the biliary tract and this may

predispose to cholangitis due to Escherichia coli; in addition
ova may find their way into the liver parenchyma and there
stimulate granulomatous formation, with resultant liver des-
truction and biliary obstruction. Specific treatment of the
fluke infection with sodium antimony tartrate, chloroquine, or
bithionol has had little success but hexochloroparaxylol has
been effective. Earlier reports from China by Chung and
others' advised high doses of 500 mg/kg/day for up to 24
days; good results were reported and side effects were not
important. Lower doses such as 30 mg/kg on alternate days
for 10 doses may also eradicate the infection. Where bacterial
cholangitis is also present surgical drainage and antibiotic
treatment is essential.2

Chung, H. L., et al., Chinese Medical-Journal, 1965, 84, 232.
'McFadzean, A. J. S., and Yeung, R. T. T., Transactions of the Royal

Society of Tropical Medicine and Hygiene, 1965, 59, 179.

Pipe and Cigarette Smoking Habits

Why do pipe and cigar smokers usually not inhale though the
satisfaction they achieve from smoking is said to be similar to
that of cigarette smoking?

One reason why pipe and cigar smokers are less inclined
to inhale is because the smoke is subjectively much more
irritating than cigarette smoke. When inhaled, cigar smoke
also produces a greater bronchial reaction than cigarette
smoke.' This takes the form of immediate narrowing of the
bronchi on smoking. The mainstream smoke of most cigar-
ettes is slightly acid while that of pipes and cigars is usually
alkaline.2 It is not certain how much this accounts for the
difference in irritancy. However, it is claimed that the nico-
tine in alkaline smoke (as from pipes and cigars) is ab-
sorbed through the buccal mucosa but in the case of acid
smoke (as from cigarettes) this requires inhalation into the
lungs.2 Thus with pipe and cigar smoking nicotine may be
absorbed and satisfaction gained without inhaling. But this
explanation is an oversimplification. Not only is complete
evidence lacking but there are some confficting findings. For
example, urinary nicotine studies show that excretion rates
are equally low after non-inhaled smoking and similarly raised
after inhaled smoking irrespective of whether cigars, pipes, or
cigarettes are smoked.3 This suggests that nicotine absorption
depends very much more on the degree of inhalation than
on the type of tobacco used.
Another factor is the personality of the smoker. Cigarette

smokers tend to be extraverted whereas pipe smokers are
usually introverts.4 Thus while one type of personality re-
quires a rapid intake of nicotine to achieve satisfaction it is
quite conceivable that a different personality should obtain
equal satisfaction from non-pharmacological components such
as the sensorimotor ritual of smoking. More information is
required before a complete and unequivocal answer to the
question can be formulated.

1 Robertson, D. G., Warrell, D. A., Newton-Howes, J. S., and Fletcher,
C. M., British Medical 7ournal, 1969, 3, 269

2 Smoking and Health New, Second Report, Royal College of Physicians.
London, Pitnman, 1971.

3 Kershbaum, A., and Bellet, S., Geriatrics, 1968, 23, Jan.-June, No.
3, 126.

4 Eysenck, H. J., Tarrant, M., Woolf, M., and England, L., British
Medical 7ournal, 1960, 1, 1456.
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