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guishable, but is completely unresponsive to treatment with
antibiotics, anticoagulants, or anti-inflannnatory drugs such
as prednisone, but runs a more protracted course over one
to two years.
Other laboratory investigations are non-specific. Anaemia

now is moderate rather than severe and white cell count
rarely shows a considerable leucocytosis and is often normal.
The E.S.R. is raised and may not return to normal for sev-
eral weeks after the completion of therapy. Occasionally it
is very high (over 100 mm in the first hour), and in these
patients there are often signs of immune complex disease
with typical changes in plasma proteins and the presence
of antiglobulin factors. Response to renal function tests is
often impaired due to the presence of chronic glomerulone-
phritis, and the significance of microscopic haematuria has
already been stressed.

Part II of this lecture will appear in next week's issue.
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Reorganization-I974 or i984?

Regional Hospital Boards to Regional Health Authorities
FROM A SPECIAL CORRESPONDENT

In 1974 as regional hospital boards disappear from the scene,
regional health authorities will make their entrance. Mr. R.
Dobbin, secretary to the Newcastle Regional Hospital Board,
explained to me what this will mean in his region. Ihe
presen.t regional hospital board is responsible for 32 hospital
management committees covering the counties of Nor-
thumberland, Cumberland, North Westnorland, Durham,
and part of the North Riding. In the reorganization the
regional health authority will become responsible for the
Barrow area and Westmorland, which is now
administered by the Manchester region; on the other hand,
the Northallerton H.M.C. in the North Riding will go to the
Leeds regional health authority. Nevertheless, the population
of just over 3 million served by the regional health authori-
ties will remain about the same as at present.
The new authority will encompass nine area health

authorities, four of which will be coterminous with the new
local authority counties of Northumberland, Cumbria, Dur-
ham, and Cleveland; and five with the new metropolitan
districts of Newcastle, North Tyneside, South Tyneside,
Gateshead, and Sunderland. The area joint liaison com-
mittees will probably recommend that these five will be
areas-without-districts, whereas the county area health
authorities are likely to be divided into something like 12
districts based on district general hospitals or groups of hos-
pitals providing a district general hospital service.

All staff of the regional hospital board will be trans-
ferred to the regional health authority, except for those who
may have been appointed to the top posts-some of which
are being advertised at present. The preamble to the N.H.S.
Reorganisation Bill says that the reorganization should not of
itself lead to an increase in staff, but Mr. Dobbin thought
that, as the Department had been encouraging the develop-
ment of personnel and traiing services, an increase of staff

would be needed. Nevertheless, this increase was a tendency
that already existed, and was not due solely to the reorgani-
zation.

Planning Processes
Mr. Dobbin estimated that the new planming processes at
district and area level would take perhaps three to five years
to come fully into operation and that they should not pro-
duce any significant extra work at regional level. The hos-
pital building programme, for example, was already outlined
for the next ten years-though new thoughts on community
hospitals might alter the plans a little. But planning at area
and district level would initially be concerned with rede-
ploying and making better use of staff and services, as well
as organizing the new service.

Plans for expanding the actual premises of the regional
hospital board were already being considered, and the offices
were thought to be suitably sited for the headquarters of the
new regional health authority. Currently every year the
board was spending about £80 million on the hospital ser-
vices-f which 70% went on salaries (a third of this on the
nurses). But as the new regional health authority would also
have to finance the community services the future budgets
would not be strictly comparable with those at present.

In the past the regional hospital board had usually taken
the initiative in liaising with the local health authorities-
particularly on building requirements. But in future, Mr.
Dobbin suggested, most of the liaison would take place at
area level through the joint consultative committees. So far
as professional liaison was concerned, the Act did require re-
gional professional advisory committeees, but he thought that
these would not be composed of the same people who
would serve on the area professional advisory committees.
On the other hand, quite possibly the regional health author-
ity might continue with the system of specialist advisers to
the regional hospital board and the same specialists might
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also advise their area health authorities-otherwise clashes of
advice might well occur.
According to the Bill the regional health authority will

appoint the members of the area health authorities, with the
exception of the chairman, who will be appointed by the Sec-
retary of State, and the local authority and university repre-
sentatives. Mr. Dobbin explained that to do this the regional
health authority would consult the authorities, who at present
are invited to submit names-including the regional hospital
boards, hospital management committees, executive councils,
and local health authorities. Preliminary informal consulta-
tions will be carried out by the D.H.S.S. to provide the
shadow regional health authority with the names of people
who might be considered as members of area health authori-
ties.

Regional Services

Another function of the regional health authority will be to
manage the services "deployed from a regional base." These
include the regional cancer organization, the blood trans-
fusion service, and also the ambulance services. In the New-
castle region there will probably be an ambulance service for
each of three area authorities and a fourth for the five
metropolitan area health authorities and Northumberland; at
present each local health authority had its own ambulance
service. The establishment of a new post of regional am-
bulance officer has been suggested.

Regional health authori-ty chairmen will be expected to
maintain contact with one another and the Secretary of
State and his staff. But Mr. Dobbin said that this was
nothing new: the chairmen of the regional hospitals boards
met in London every month with their departmental coun-
terparts, and so did the secretaries, senior administrative
medical officers, treasurers, architects and so on. Mr. Dob-
bin himself held a meeting of hospi;tal management commit-
tee group secretaries every month and the chairman of the
hospital board met hospital management chairmen in the
region every six months.

I asked Mr. Dobbin whether he thought consultan;t medi-
cal staff should be appointed at region or area level (at
present consultants are appointed by the regional hospital
board and the board delegates appointments of senior regis-
trars and registrars to selection committees). He considered
that if area health authorities made their own appointments
it would create a better relationship between the area health
authority and the consultants. What was more, it would avoid
the occasional tendency of consultants to bypass their area
health authority because they are employed by the regional
health authority.

Allocating the Budget

Mr. Dobbin was enthusiastic about the proposed regional
team of officers, particularly their role in planning and exe-
cuting the capital building programme. When the N.H.S.
had started his board's capital building budget had been
£250,000-but this had now grown to £LOm per annum.
Spending this money had had to become a multidisciplinary
business. Thus over the last two years, the chief officers' for-
mer monthly meeting had become a planning group and this
would be put on a formal basis by the creation
of the regional team. The team would include the
regional medical officer, regional nursing officer, regional
works officer, regional administrator, and regional treasurer.
We then discussed the position of the regional medical

officer in the new set-up. He will be the professional head of
the administrative medical officers in the region, but not in
charge of them, and his functions would be similar to those
done by the present senior administrative medical officer. In
Newcastle the S.A.M.O. had already started to "develop in-
formation systems," as the Grey Book had recommended,
and this would continue. Moreover, the regional medical
officer would be also concemed with postgraduate education
and research, though as yet there were no proposals for
customer-contractor research using the money the D.H.S.S.
would be acquiring from the M.R.C. budget under the
Rothschild proposals. The really new feature of the regional
medical officer would be his concem for both general-
practitioner and community health services-these would be
dealt with largely at area level.
Though he would be dealing with a wider field, the func-

tions of the regional administrator would be little different
from those of the secretary to the regional hospital board,
Mr. Dobbin continued. He would be secretary to the
regional health authority and responsible for the organiza-
tion and management of the administrative services provided
by the region. He would also be responsible for the general
administrative co-ordination of the regional team and jointly
responsible with the other members for the functions dele-
gated to it by the regional hospital authority.

Finally, it appeared that there would be little ad-
ditional money for all this reorganization, and New-
castle was fortunate to have most of the regional
departments and staffs already established. The fur-
ther developments recommended could reasonably be ex-
pected to follow gradually after April 1974, as funds became
available. He hoped that the Health Department would
make sure that the regions would be treated in a balanced
manner, so that some of the present day inequalities were
evened out.
A bibliography of the official reports mentioned in this series appears in

the Suppkment (p. 158).

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

Hysterical Hemianaesthesia

Is there any easy and immediate way of detecting hysterical
hemianaesthesia and differentiating it from an organic lesion?

The accurate answer is No. A hysterical symptom can mimic
any symptom of organic origin. It is true 'that as a rule hyst-
erical hemianaesthesia has a sharper margin and is more com-
plete but more fluctuating than a hemianaesthesia of organic
origin. It also reaches the midline whereas the organic variety
falls short. There may, too, be inconsistencies. Thus, if deep

sensation is lost and both sense of passive movement and joint
sense are affected, co-ordination in fine movements may be im-
possibly well preserved. A hysterical hemianaesthesia, moreover,
may be susceptible to suggestion, and the patient's behaviour
in ot;her respects may be abnonnal. However, all the foregoing
distinctions could be known to a sophisticated patient. There
are therefore no reliable short cuts.
A full history is desirable but it would probably be very use-

ful, especially if time is short, to get information from a re-
lative. This might reveal previous dissociative episodes and,
perhaps, recent stress that might have acted as a trigger and
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