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growth. Again swabs from the input port yielded a heavy
growth of S. marcescens. The output port was sterile.

STERILIZATION

The manufacturers state that the unit can be sterilized in a
high-vacuum autoclave. To confirm this the filter unit was
left in a high-vacuum autoclave for one week during which
it was subjected to 110 successive 134°C sterilizing cycles.
The entire range of experiments described above were then
repeated and the bacteriological results were identical.

FILTER RESISTANCE

Resistance was measured in centimetres of water at airflow
rates of 15 litres and 45 litres per minute after the filter had
been exposed to a water aerosol for four hours. There was no
measurable increase in resistance.

SODIUM CHLORIDE FLAME TEST

At the conclusion of all these experiments the filter was sub-
jected to the sodium flame test procedure in accordance with
British Standard 3928. It achieved a result better than 0-001%
where the flow rate through the filter was 625 litres per
minute.

Conclusions
Siliconization of the filter medium appears to have solved the

problem of water saturation and represents an important ad-
vance in filter design. The experiments performed on the new
Williams anaesthetic filter after prolonged exposure to a
water aerosol failed to show loss of bacterial filtering efficiency
or increase in airflow resistance. The efficiency of the filter
remained unimpaired after subjection to 110 autoclave steriliz-
ing cycles.
Such a filter placed between the patient and a mechanical

ventilator or anaesthetic equipment should eliminate the need
for decontamination. Over a period of time, however, it is
possible that small particles of debris and mucus might ac-
cumulate within the interstices of the filter material, increas-
ing its resistance to airflow. For this rea-son the manufacturer
recommends that the filter be returned for yearly servicing. It
is, however, reassuring that none of the filters returned for
servicing has shown any increase in airflow resistance.

The Williams anaesthetic and respiratory filter is available from
Foramaflow Ltd., Frimley, Surrey.

We acknowledge the help given by Mr. D. Lowe, of Forama-
flow, who performed the sodium flame test.
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Reorganization-I974 or i984?

The Metropolitan District of Gateshead
FROM A SPECIAL CORESPONDENT

British Medicaljournal, 1973, 2, 654-655

Though 94,680 people now live in Gateshead (south of the
river Tyne from Newcastle) from 1974 for health and local
government purposes it will more than double in size by
taking in surrounding areas which up to now have been in
County Durham. Dr. Gyles Riddle, a general practitioner
in Gateshead, and member of the General Medical Services
Committee of the B.M.A., told me what the implications of
this change were. To start with, the No. 1 Regional Health
Authority would be responsible for all branches of medicine
in the Newcastle region. The Region would be sub-
divided into nine areas, of which the new Gateshead would
be one. But Gateshead itself would not be further sub-
divided into districts-in other words, it would form a single
district area.

Dr. Riddle was at pains to emphasize the differences be-
tween the terms used in the local authority reorganization and
those used for the new N.H.S. In local authority terms Tyne-
Wear would be a metropolitan county, itself divided into five
metropolitan districts. Each of these local authority metro-
politan districts would be coterminous with an
N.H.S. area, administered by an area health authority.
The area health authorities which corresponded to
metropolittan districts, both in Newcastle and elsewhere,
would usually be "areas-without-districts." To confuse mat-
ters further, the word "district" crops up again in local
authority terms, because their non-metropolitan counties are

to have district councils. These may or may not be coter-
minous with an N.H.S. district. In such a county the local
authority will provide social services which may be divided
into districts which are not necessarily coterminous with
N.H.S. districts. "The only thing you can clutch at," Dr.
Riddle concluded, "is that the area health authority is coter-
minous with its local authority." This was, however, an
advance on the present arrangements.
So the new metropolitan district of Gateshead will have an

area health authority, with a single area management team.
The new population will be about 220,000 and will therefore
correspond fairly closely to the average National Health Ser-
vice district described in the "Grey Book." Dr. Riddle thought
that the needs outlined for such a district were probably
about right for Gateshead.

Method of Election

How were the authorities going to be appointed, I asked.
Some thought the members were to be elected, but this was
not true, Dr. Riddle said. The chairman and the members
of each regional authority were to be appointed by the
Secretary of State. At the area level, doctors and nurses
would be among the members; four members would be
appointed by the corresponding local authority (probably
from those who took an interest in the social services) and
the remainder, including the chairman, by the regional
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health authority-who would consult interested bodies such
as BM.A. divisions, local medical committees, voluntary
services, and others. These last members would be appointed
for their expertise in management. "But there is no nonsense
about democracy in this," Dr. Riddle emphasized, "it is
purely management, with just a couple of doctors put on."

Dr. Riddle then turned to the new family practitioner
commi,ttee (F.P.C.), which each area health authority was
required by the Bill to establish. Though the area authority
was responsible for administering the contracts of indepen-
dent contractors-medical, pharmaceutical, dental, optical,
and so on-it would delegate the responsibility for family
doctors to the family practitioner committee, whose func-
tions would be laid down in regulations by the Secretary of
State. Thus the intention was ito transfer the functions at
present carried out by the executive council to the family
practitioner committee. So far as the professions are con-
cerned the structure of the new family practitioner com-
mittee was easily grasped, for it would have the same com-
position as the present executive council; half the members
appointed by the interested professional parties, eight by the
successor to the local medical committee, three by the den-
tists, two by the pharmacists, two by the opticians-that is,
15 professional members as before. Of the other lay 15, four
would be appointed by the corresponding local authority,
and the remaining 11 will be appointed by the area health
authority and one must be a member of the area health
authority. Since at present nine lay members were
appointed by the local authority (and reflected local politics)
and the remainder by the Minister (not political), the local
authority representation would be diminished.

Professional Advisory Committees

The new arrangements also included provision for profess-
inal advisory committees to the Area Health Authority. At
the suggestion of the General Medical Services Committee
in London-who had been circularizing local medical com-
mittees for the past two years-almost every new area now
had a shadow local medical committee. Thus in Gateshead
the shadow committee could now be consulted by the
shadow area health authority, for example, on who should
be appointed as the medical members of the area health
authority. Other bodies would also be consulted such as the
area council of the B.M.A., and hospital doctors, presumably
through the medical executive council of the local Cogwheel.
But the arrangements for appointing the medical members

of multidisciplinary professional advisory committees at area
or district level were rather more complicated. These would
consist of general practitioners and hospital doctors elected
by their colleagues, from a lot of names provided by the local
medical committee and the Cogwheel medical executive
committee. The chairman and vice-chairman (one a general
practitioner, the other a hospital doctor) would then serve
on the area management team, together with the commnunity
physician, nursing officer, finance officer, and administrator.

This team is a powerful group which is going to manage
on the basis of data it collects for itself and with policy that
is passed down to it from above. "People can't grasp this,"
Dr. Riddle emphasized, "the team will run the affairs of
health in the area, from day to day. Through their health-
care planning teams they will also look at the problems in
the area; submit to the area health authority their ideas for
doing certain things; and if these are within the overall
policy of the Department they will be instructed to carry
them out." For example, they might have to decide between
buying an E.C.G. machine for a health centre and a fibre-
optic cystoscope for the genitourinary operating theatre. The
difference from the present set-up would be if the decision
was made against the cystoscope then the surgeon would no
longer be able to go to the hospital management committee
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-because it will no longer exist. Another hypothetical situa-
tion, Dr. Riddle suggested, might be if ithe man-agement
team put up a project to deal with family planning in
Gateshead by using a mobile caravan. If this was put for-
ward after consideration by a team representing all the
health interests, such a project would carry more weight than
schemes proposed at present by various hospital and com-
munity groups one after another.

Is Representation Democratic?
Dr. Riddle had heard no doctors objecting to these new
arrangements. He had heard objections by lay members of
the executive councils that the representation would not be
properly democratic. "But do you really want to manage a
highly technical, complicated, and expensive medical service
by amateur politicians or by professionals?," he asked. There
was still the community health council which would look
after the interest of (the consumers, although Dr. Riddle did
not know if this body would be or could be effective. He was
not impressed by my suggestions that the management teams
would be snoopers. "Whoever gave you the idea that the
management teams are going to go round practices?," he
asked. In any case, doctors' premises (including those rented
in health centres) could not be inspected at present except
by ithe executive council, who must satisfy themselves that
they were suitable for the practice of medicine. Dr. Riddle
did not expect the N.H.S. regulations to be changed because
their revision had only recently been completed after a
seven-year stint with the Health Department. However, after
next April 1 health centres will be included as "premises
controlled by the Secretary of State." The community health
council would have the right to entry to any such premises,
so it appeared that doctors working in health centres-but
not those in independent premises-would be subject to in-
spection by the community health council as well as the
family practitioner committee. They might give conflicting
advice, Dr. Riddle suggested, and such a possibility had been
pointed out to the Department of Health and Social
Security.

In Gateshead, Dr. Riddle commented, relations with the
medical officer of health were excellent, and he felt that the
management team would be useful. If, as seemed likely, this
medical officer of health became their community physician
he would still have personal links across to the local author-
ity's social services. But the greatest snag in the arrange-
ments was the Seebohm Bill. Dr. Riddle himself had spent
the last two years on the working party on collaboration
between N.H.S. and local authorities. The whole existence
of this had resulted from that fact that, whereas the health
services used the social services, these latter were to con-
tinue under local authority control after 1974. Dr. Riddle
thought that the Seebohm Bill had been devised as a result
of political pressure to provide an independent profession
for social workers. The political reason for not undoing it
now was that the central govemment did not wish to antag-
onize the local authorities-their political grass roots-by
taking away their social services functions as well as their
health functions. Hence it had been necessary to spend two
years trying to bridge the gap, as health and social services
intermeshed so much. For example, the required number of
N.H.S. geriatric beds is related to the local authority old
people's accommodation. The solution was to be the statu-
tory joint consultative committee to deal with subiects affect-
ing both sides. Could it have statutory powers? Obviously, it
could not, because it would then have power to order the
local authority to, for example, build acconmnodation. In
other words there would be a body not elected by the rate-
payers with power to spend ratepayers' money. Similarly,
the area health authority might be ordered to pay for geria-
tric beds. So the final safeguard, Dr. Riddle concluded, had
had to be an appeal to the Secretary of State.
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