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Looking at Reorganization
Mention the words "reorganization of the N.H.S." to the
average doctor and his face assumes a look of glazed incompre-
hension. Often it seems that a minority of clinicians with a
facility for committee membership have joined with pro-
fessional administrators in devising a new language, used like
afraternity ritual to baffle and exclude outsiders, while for those
not in the charmed circle even the reasons for the upheaval of
reorganization still remain a mystery. Yet the new system has
now completed its first year; and last month the B.M.Jf.
arranged an informal conference at Chichester of doctors,
administrators, and social scientists to examine what has been
achieved and what may be expected in the future. The con-
ference proceedings (see p. 729) are being published in a
shortened form in this and the next two issues of the journal.
Why, then, was the N.H.S. reorganized? Undoubtedly a

powerful impetus came from the reform of local government,
and a fundamental feature of the new service is that the
boundaries oftheareahealthauthorities are identical with those
of the new local government areas. But strong pressure for
reorganization also came from those in the health professions
who believed that the division of Bevan's N.H.S. into three
units-hospitals, G.P.s, and public health-was artificial and
clumsy. Integration of all the health professions into a unified
service would, they claimed, solve many of their problems.
Many other factors added to the jumble of emotional, political,
and philosophical motives of those calling for reorganization
in the '60s, ranging from Richard Crossman's wish to break
the power of the "mediaeval baronies" (the hospital con-
sultants) to a conviction at Westminster that the Health
Department's plans for underprivileged groups such as the
chronic sick could be carried out only by a stronger heir-
archical system of management.
Much of the underlying philosophy of reorganization was

apparent in the Department's management manual' for the
new Service. "The general aims in reorganization," said the
Grey Book, "are first, that there should be a fully integrated
Health Service in which every aspect of health care can be
provided by members of the health-care professions and
second, that this care should be provided so far as possible
locally and with due regard to the health needs of the com-
munity as a whole." It went on to talk of co-ordination of
health education, prevention, diagnosis, treatment, rehabilita-
tion, and the local government services, and the need to get
doctors and dentists to contribute more effectively to N.H.S.
decision-making. The key features were to be the integration
of the health services in districts with a population of 250 000-
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300 000; the participation of clinicians in management;
multidisciplinary teams at each level; clear allocation of the
responsibilities ofthe members of an authority and its officers;
decentralization of decision-making, balanced by national and
regional strategic direction; and flexibility in arrangements.
The reorganized Service was intended not only to make

better use of resources by greater efficiency (a claim made for
every new management structure since the Pharaohs) but also
to correct the disparities among regions and among specialties
-a redistribution of the resources available. The new system
of authorities and advisory committees would establish
priorities between conflicting claims. Such decisions are
always a daunting task when the claims are made by clinicians
used to the exercise of unfettered authority in their own
specialties, and they must inevitably be unpopular, at least on
occasion; yet paradoxically the official view (as expressed in
the Grey Book) was that the conflicts should be resolved by
multidisciplinary teams and that their decisions should be
reached by consensus.

Adoption of the consensus philosophy might, then, be seen
as a self-imposed handicap for the new structure (though any
alternative might well have been rejected out-of-hand by the
representatives of the health professions). Another factor
which has contributed to confusion in the first year was the
lack ofany clear guidance on the functions ofthe various levels
in the structure: in effect, the extent of the "delegation down-
wards and accountability upwards" was left to be fought out
among individual districts, areas, and regions.
More fundamental, perhaps, were three adverse factors

which could not be blamed on the architects ofthe new Service.
Firstly, the social services had been excluded from the N.H.S.
by the Seebohm proposals2 put into effect3 in 1970. All the
hopes for community health teams had to be qualified by the
exclusion of part of the team from the "integrated" health
service. Secondly, general practitioners-valuing their status
as independent contractors-had maintained that inde-
pendence by the creation of family practitioner committees;
in effect this meant that the extent of their integration with the
rest of the N.H.S. was left to their own individual discretion.
Finally, and disastrously, in the year of reorganization the
economic state of the nation was precipitated into retrench-
ment rather than growth, so that all plans for expansion had
to be frozen or cut.

Yet despite these problems the reorganized Service splut-
tered into motion and got through its first year well enough
for many of those concerned to believe that the structure is

NO. 5973 PAGE 705

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5973.705 on 28 June 1975. D
ow

nloaded from
 

http://www.bmj.com/


706 BRITISH MEDICAL JOURNAL 28 JUNE 1975

fundamentally right. As one of the speakers at Chichester
observed, "Reorganization has given us the framework; now
we've got to get changes in decision-making-the Department
and the politicians have got to devolve decisions down to
district level." The sort of decisions that are being and should
be taken at the district level will be examined next week, when
the first year's experience will be reviewed.

1 Department of Health and Social Security, Management Arrangements for
the Reorga-zized Health Service. London, H.M.S. O., 1972.

2 Report of the Committee on the Local Authority and Allied Personal Social
Services, Cmnd. 3703. London, H.M.S.O., 1968.

3 Local Authority Social Services Act, 1970.

Nature and Nurture in
Childhood Obesity
Up to one third of babies in Britain are too fat during their
first year of life, and though the prevalence of obesity during
the school years drops to around 6% it rises sharply again in
adolescence, especially in girls, and may once more approach
20-30%. The treatment of established obesity in children (at
least in those attending hospital obesity clinics) is so poor,
with 80% relapsing and remaining obese in adult life, that
increasing attention is being paid to prevention during infancy
and childhood. Any planning of effective preventive measures
requires knowledge of the relative importance of the various
aetiological factors, and this information is at last becoming
available.
There is known to be a genetic component in the causation

of obesity, but it has been difficult to separate this true genetic
effect fro.m the contribution made by environmental factors
-which also tend to run in families. Brook and his colleagues
have exanined (p. 719) the relative contributions of genetic
and environmental factors by measuring skinfold thicknesses
in 222 pairs of like-sex twins of whom 78 were monozygotic
and 144 dizygotic. They concluded that genetic factors ap-
peared to be more important in determining trunk fat (estima-
ted by subscapular skinfolds) than limb fat (estimated by
triceps skinfolds). Genetic factors played a greater part in
determining limb fat in girls than in boys. Above 10 years of
age it was found that heritability was high for both trunk and
limb fat in boys and girls, but for younger children environ-
mental influences appeared to be of greater importance, and
only in the trunk fat of younger boys was the degree of
heritability high. The study contained only few twins who
were actually obese and no special investigation of these was
possible; the results of the study therefore strictly only apply
to heritability of skinfold thickness over the normal population
range, and the findings could be different in obese individuals.
Nevertheless it is clear that genetic factors are more important
in determining the amount of adipose tissue in childhood but
that they do not operate to the same degree at all ages, that
their influence differs between the sexes, and that the site of
fat deposition is also under some degree of genetic control.
Further studies are now required to determine whether, and
to what degree, genetic factors continue to operate in adult life
and also the mechanism(s) by which they cause excess fat
deposition.
The implications of these findings-if indeed they are

applicable to obese children-are that obesity may be reason-
ably easily prevented in younger children by controlling
environmental factors, but that in older children prevention or

treatment by environmental adjustments is likely to be more
difficult because of the strong genetic component operating
at this time, to which may be added the difficulties of parental
control over adolescent eating habits.
The two major environmental causes of obesity are an

excess of energy intake and a reduction in energy expenditure;
the two often operate together. At all ages there is a wide range
of nutritional individuality so that energy requirements to
balance expenditure can vary as much as twofold between
children of the same age, sex, and weight. In the first few
months of life excess energy intake is likely to be the main
factor producing obesity. Only a small proportion of babies
are breast fed, and artificially fed infants have accelerated
growth in both height and weight;1 2 many of these babies will
also be fat. Most artificial feeding regimens neglect the concept
of nutritional individuality, and when coupled with the
tendency to give over-concentrated feeds,3 and the early
introduction of solids4 this tends to promote an excess energy
intake. In older children the relative contribution of energy
intake and output to the causation of obesity is less easy to
determine. Scant information is available on prepubertal
children. In one study of boys and girls aged 2-11 years the
heavier and taller children had greater energy intakes,5 but it
cannot be assumed they were fatter, and there was no informa-
tion on energy expenditure. In studies on groups of 14-year-
old children Durnin et al.6 found that over a seven-year period
there had been an increase in body fat in the boys but a
decrease in mean energy intake; they speculated that there
had been a diminution in physical activity, but were not able
to prove this by the methods currently available. More atten-
tion should undoubtedly be paid to the role of physical activity
in both the genesis and management of childhood obesity.

If current knowledge can be translated into action, pro-
grammes to prevent childhood obesity should probably vary
at different ages. For babies the major emphasis should be on
better infant feeding4 by education of parents and parents-to-
be. Advice on diet and exercise should be given at an early
stage to the parents of the small proportion of younger school-
children who show signs of getting too fat. During puberty
and in adolescence special attention should be paid to family
history and effort concentrated on giving advice to those
children and young people in whom genetic factors appear
most likely to operate. Such advice should include encourage-
ment to increase energy expenditure as well as to control food
intake.

1 Taitz, L., British Medical Journal, 1971, 1, 315.
2 Ritchie, C. D., and Naismith, D. J., Proceedings of Nutrition Society,

1975, 34, 118A.
3Wilkinson, P. W., et al., British Medical3Journal, 1973, 2, 15.
4Present Day Practice In Infant Feeding. Report on Health and Social

Subjects, 9. London, H.M.S.O., 1974.
Cahn, A., Journal of American Dietetic Association, 1968, 53, 476.

6 Durnin, J. V. G. A., et al., British3Journal of Nutrition, 1974, 32, 169.

Research in Dentistry
Dentistry may well be defined as "what dentists do"-yet
what they do is often ill understood even by their colleagues in
general medicine. Dentists are known to be concerned with
diseases of the teeth and their supporting structures and with
the prevention and treatment of caries and periodontal
disease in particular; they are also keenly interested in the rest
of the oral cavity, its structure, function, and diseases. Since
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