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Medical professional advisory machinery inWales

Report of joint professional working party

On 17 January (p 239) we published the report of the joint
working party that had examined medical advisory and repre-
sentative machinery in England in the reorganised NHS. A
similar working party was set up in Wales chaired by Dr W C D
Lovett, principal medical officer. The working party consisted
of three members nominated by the Welsh General Medical
Services Committee, three by the Welsh Committee for Hos-
pital Medical Services, and three by the Welsh Committee for
Community Medicine, and one member acting for the provost
of the Welsh National School of Medicine. Its report is set out
here.

The working party considered machinery at the levels of the
health authority, of the new proposed health unit, and the
all-Wales level.

The health authority and its relation to doctors

The present proposal for the organisation of the Health
Service in Wales is that the eight existing area health authorities
remain but that in the five multidistrict authorities the district
tier of administration should disappear. The recommendations
of this working party are applicable to such structure but are
equally valid should it be decided to subdivide or rearrange some
of the existing areas into new health authorities.
The responsibilities and functions of the new health authori-

ties will, it is understood, be broadly the same as those of
existing area health authorities and it appears to be unnecessary
to set them out or discuss them in this report.
Medical input into the proceedings of the new authorities

will be derived as at present from three sources.
(1) From the authority's medical officer at present designated

area medical officer, who is required, by his job description, to
act as an independent source of medical advice to the authority.

(2) From medical members of the authority.
(3) From the area medical committee, the statutory body

set up in accordance with Section 19(3) of the National Health
Service Act 1977, as representative of the medical practitioners
working in the areas of the authorities.

(1) It is not considered to be within the remit of this working
party to comment or discuss the functions of the authority's
medical officer, including his functions as a source of medical
advice to the authority, as these are set out in the job description
of his post.'

(2) Most area health authorities in Wales have at present
three medical members, a general practitioner, and a hospital
practitioner appointed by the Secretary of State on the nomina-
tion of various medical organisations, and a member, in most
cases a doctor, appointed by the Secretary of State on the
nomination of the University of Wales. It is understood that
there will be similar medical membership of the new health
authorities. This working party is not concerned with the
mechanism whereby the University of Wales's representative
is selected but it is its understanding that the other two medical
members of the authority are chosen for their individual
qualities and to give their own views on all matters being
discussed by the authority. They are not there to represent
doctors working in the area of the authority or the body or
bodies nominating them; nor are they the source of formal
medical advice to the authority: they will however naturally
have a concern to ensure that the authority has taken proper
account of the medical professional view in reaching its decisions.

That is to say these persons are a source of medical input but
not of medical advice.

Medical members are appointed by the Secretary of State
after consultation with various medical organisations but it is
the considered view of this working party that, rather than seek
nominations from a wide range of organisations, Section 2(2)(a)
of Schedule 5 of the National Health Service Act 1977, where
it refers to bodies representative of medical practitioners in
the area of the authority, should be interpreted as referring
only to the area medical committee, which is the body recog-
nised by Statute as being so representative, and to no other
body.

In view of the large populations of some areas, and the wide
geographical spread of others, the working party believes it is
desirable to increase the medical membership ofsome authorities.

(3) The third source of medical input and a major source of
medical advice to the authority is the committee elected by and
recognised as representative of practitioners in the area of the
authority already referred to.

Such a committee should be fully representative of general
practice and of hospital practice and should be accepted by all
medical practitioners in the area of the authority as representing
their views and authorised to speak on their behalf. It is agreed
that equal representation of hospital practitioners and general
practitioners is generally desirable and that normally the
chairmanship and vice chairmanship of the committee should
be held, the one by a principal in general practice and the other
by a hospital consultant with periodic interchange.
With these provisos it is the view of the working party that

it is for the practitioners working in a given area to agree among
themselves on the exact form and constitution of the medical
committee: some may wish to use the model constitution,
based on a cogwheel structure for hospital practice and an
LMC type structure for general practice set out in paragraph
3(b) of appendix Bi to circular WHRC(74)1; others may prefer
a geographically based system wholly divorced from "cogwheel";
special circumstances in some other areas might demand a
different system again. It is for the medical profession in the
area of the authority to determine the structure which suits
them best and for them to demonstrate to the authority that it
is properly representative of all medical practitioners.
Whatever form of structure is arrived at it will be for the

committee to select two of its members, a general practitioner
and a hospital practitioner, who may be the chairman and
vice chairman, or who may be nominated ad hoc, to be the
members of the authority's team of officers. Provision should
be included that if at any time either one of these nominated
representatives is unable to carry out his functions a properly
nominated deputy may act in his place. This is on the assump-
tion that the new authorities will have a team of officers identical
in composition with the team of officers of the existing single
district area health authorities, that is to say four officers of the
health authority and two clinical representatives. The working
party regards the inclusion of two such clinical members in
the authority's team of officers and their involvement in all
team decisions as absolutely essential and would welcome
assurance that reference to a "team" in paragraph 11 of the
document Patients First2 is to be construed as including such
membership.
The working party wishes to emphasise the necessity for the

allocation of a proper amount of paid sessional time to the two
representative members, sufficient to enable them to discharge
their function effectively. It also wishes to emphasise the
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importance of their being provided with adequate secretarial
assistance and services.
The role of these two representative members of the team

of officers is to act as the representatives of their clinical col-
leagues, able to put their point of view to the authority and
able to an extent compatible with retention of the trust of their
colleagues to commit them to proposals put forward by the
authority.

It will be the right and responsibility of the clinical members
of the team to attend meetings of the authority with their
officer colleagues and to tender advice: although the team will
normally agree on the advice to be tendered to the authority
the clinical members of the team must be at liberty to put for-
ward their own individual or joint views should there be
failure to agree. It is an essential part of the role of the clinical
representatives on the team of officers to report back to their
colleagues on actions taken by the authority, and to explain
the reasons for these decisions.

The organisation of doctors at unit level

The working party wishes to stress the vital importance of
the full involvement of doctors in the management of all
health units. At the same time it recognises that the wide
variation in geographical area, population served, and function
of units which seems likely to occur make it difficult to lay
down hard and fast rules for ensuring that such involvement
occurs. The consultative document mentioned that a unit
might comprise a single large hospital, perhaps with some
satellite hospitals and often the associated community services;
a group of smaller hospitals; community services for a defined
geographical area; or client care services (better referred to
as in the Welsh version as patient care services)-for example,
a mental illness hospital with psychiatric community services.
Plans being prepared by areas include not only these but
other types of units, all of widely varying size, and the working
party wishes to record its view that some of the present pro-
posals will make it difficult to secure satisfactory medical input.

In these circumstances it is the view of the working party
that they can fulfil their task best by laying down basic prin-
ciples, which must be met in every unit, leaving it to the people
working in each unit to arrive at a structure which will best
enable them to satisfy these principles.
The first principle, already stated but which cannot be

reiterated too often, is that no management decision which
can have any effect on medical services or the care of patients
should be taken by the unit managers, whom the consultative
document defines as "an administrator and a nurse of ap-
propriate authority," without prior consultation with, and the
agreement of, an appropriate member of the medical profession
working in, or whose work is associated with or affected by
the unit.

If this consultation and involvement is to be effective, it is
essential that the defined"unit managers" be aware of exactly
which member of the medical profession they will need to
involve in decision making, whether this be an urgent decision
or a longer-term plan, on any particular point. It will therefore
be for the medical profession concerned in any way with the
unit to select spokesmen able to take urgent decisions on their
behalf.

It is considered unlikely that a single spokesman will be able
to cover the whole field of medical opinion in the normal
course of events. It appears probable that every unit will
require a general practice spokesman, for even if the unit is
concerned exclusively with hospital services, decisions made on
its management will have an impact on the general practitioners
carrying continuing responsibilitY for the population it serves.

Units providing hospital services will require a spokesman
able to speak for these services and if the services provided
include very different types of service-for example, acute
hospital services and psychiatric services-then there may be
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a need for two spokesmen to cover the different facets of service
provided. Similarly a unit including two separate major hos-
pitals might require two hospital service spokesmen.

At the same time there is a danger of having too many
spokesmen, for in that case there is a risk of none of them
being able to take a wide view and the possibility of the unit
managers securing the agreement to a management decision
of a spokesman whose interests are peripheral to that decision
and who may not therefore be fully seized of its implications.

It is implicit in this arrangement that doctors agreeing to
act as spokesman for their colleagues at unit level should be
prepared to familiarise themselves with medical policy and
management matters as affecting their unit and that means be
found of easing their clinical burden and providing them with
a measure of support to enable them to play an effective part
in the management of the unit.

It is for the doctors working in a unit to decide how their
spokesmen are to be chosen. It is to be expected that the general
practitioner representative will be nominated by the local
medical committee while the hospital representative or repre-
sentatives will usually be elected by a medical staff committee
or a medical executive committee, but this is a matter for local
decision. It is important, however the spokesmen are chosen,
that they retain the confidence of the colleagues who choose
them and meet these colleagues regularly to ensure that they
are kept fully informed of any developments in the unit.
There is also advantage to be gained by unit managers regularly
attending such meetings of doctors by invitation.

It is necessary to make provision at unit level for input from
the authority's department of community medicine. It is highly
desirable that one named community physician, as a part of his
duties, take a particular interest in, and act as point of contact
between, the unit and the department of community medicine.
This community physician must be involved in management
decisions by the unit managers on matters with which he is
concerned and must be available to attend meetings in the unit
as necessary. It will also be a function of this individual to
complement and co-ordinate the views of clinical spokesmen,
should the need arise, and to ensure that clinical spokesmen
have been involved in all appropriate management decisions.
In addition it will be the function of the community physician
to act as an informed source of local and national policy guidance.

The organisation of medical advice at the all-Wales
level

The working party are convinced that the present constitution
of the Welsh Medical Committee is satisfactory, that the present,
essentially geographically based structure is the right one, and
that a specialty basis of representation, at the cost of geographical
representation, would be undesirable. They consider that the
specialty subcommittees are an essential part of this structure
and that the recent amendment to the rules of the Welsh
Medical Committee, whereby chairmen of specialty sub-
committees are enabled to attend meetings of the committee
to put the views of their specialty when necessary meets the
need for specialty representation.
The working party has reviewed the membership of the

Welsh Medical Committee. It considers it essential that the
eight area representatives, each representing one of the areas
of Wales, should continue. The "craft" committee representa-
tion should remain as at present-that is, four representatives,
one of whom is a junior, from the Welsh Committee for Hos-
pital Medical Services; four representatives, one of whom is
or recently was a trainee, from the Welsh General Medical
Services Committee; and one representative of community
medicine. They recommend, however, that because there is
only one representative of community medicine, it should be
permissible, as applies to other lone representatives, for this

continued on page 756
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TABLE II-Payments for regular or essential users from 1 April 1980

501-1000 cc 1001-1500 cc 1501-2000 cc Over 2000 cc

Lump sum £266 C310 £395 £395
Rate per mile
up to 9000 12-9p 14 5p 17 7p 19 5p

After 9000 miles 6-9p 7-6p 8-9p 10-8p

If there is a disagreement between a hospital doctor and his
employing authority over classification as a regular or essential
user there is a special appeals mechanism under which the
employing authority will refer the matter to the DHSS, who will
consult the profession's representatives.
The new rates were not announced until 20 December 1980,

but they are backdated in England and Wales to 1 April 1980;
in Scotland the starting date was 20 December 1980. Hospital
doctors who have claimed any milage payments since that time
should ensure that they receive any supplementary payments
now due to them. A few individuals with a high annual milage
may find that the new rates are initially not so advantageous as
the standard rate payments under the previous scheme. In that
case they may continue to be paid on the old rates until such time
as it becomes advantageous for them to change.

Loans for car purchase

The new rules contain advantageous provisions for loans for
car purchase for doctors who qualify for the first time as regular
or essential car users in the NHS. They are entitled to a loan at
21% flat rate of interest, provided that the request for the loan is
made within three months of such classification or of taking up
the post (whichever is the later). This provision does not apply
to doctors who become regular or essential users from 1 April
1980 simply as a result of the new rules. But those who qualified
since that date as regular or essential users either because of
taking up a new post or because of a change in their duties may
apply for a low-interest loan; they should do so by 20 March
1981 -three months from the date of the circular. The maximum

loan available is £2750 and is repayable over a period of up to
five years.

In some cases doctors may be offered a suitable Crown car; in
those circumstances a low-interest loan will not be granted even
if the doctor refuses to accept the vehicle. In determining
whether a Crown car is "suitable" the authority may take various
factors into account such as the total official milage, reliability,
the need to carry heavy or bulky equipment, and local road
conditions, etc. The DHSS has accepted that the suitability
question is one that may be the subject of appeal under the
Whitley Council appeals procedure.
Loans for car purchase at the Treasury rate of interest current

at the time the loan is taken out may be granted by the employing
authority from time to time to regular or essential users under
the same conditions as for the low-interest loans. The minimum
period between such loans is three years or 50 000 miles (official
and private), whichever occurs sooner.

Good deal for the NHS

Even with these new improved arrangements, the NHS does
well out of the fact that most official milage travelled by hospital
doctors is in their own vehicles. If the NHS had to provide
transport for all the official journeys made by hospital doctors
the cost would be far greater-and the implications for the
Treasury worrying.
One of the main problems that the profession's negotiators

faced was that negotiations on behalf of other NHS staff were
being conducted concurrently in another forum. In any future
similar negotiations the profession's representatives will want
assurances at the outset that their discussions will be completely
independent. That was, after all, why doctors left the cumber-
some Whitley machinery.

References

Department of Health and Social Security. Personal transport arrangements.
Advance Letter (MD) 5/80. London: DHSS, 1980.

2 Anonymous. Br MedJ7 1981;282:85-6.

Medical professional advisory machinery in Wales-continued from page 754

member to be represented by an alternate if he is for any
reason unable to attend. The working party took note of the
fact that community medicine, unlike other specialties, has no
specialty subcommittee: they recommend to the Welsh Medical
Committee that such a subcommittee be established, to repre-
sent not only community physicians, but also clinical medical
officers working in the community health field.

Reviewing the membership further, the working party
consider that two representatives of the Welsh National School
of Medicine are a necessary and desirable part of the committee.
They reviewed the relationship between the Welsh Medical

Committee and other national medical and related committees.
It is their view that although the Welsh Medical Committee
must be the main policy-forming committee in medical matters,
it should not attempt to take over the functions of committees
working in a narrower field either with an executive role, or
advising on matters which essentially implement broad policy.
The Welsh Medical Committee should not, therefore, attempt
to take over the functions of the Welsh Manpower Committee,
or the Welsh Medical Postgraduate Education Committee. At
the same time it is very desirable that these committees be
aware of and to an extent be guided by, the views of the Welsh

Medical Committee and its subcommittees: it is considered
that this objective is satisfactorily attained by the present
constitution whereby the chairmen of these committees are
members of the Welsh Medical Committee. A similar argument
applies to the Welsh Committee for Locally Organised Research,
and the membership of the chairman of that committee on the
Welsh Medical Committee should continue.
The working party believe that links between the Welsh

Medical Committee and the Welsh Scientific Advisory Com-
mittee should be close: the arrangement, whereby two repre-
sentatives of the Welsh Medical Committee are nominated to
serve on the Welsh Scientific Advisory Committee, should
continue.
The working party wish to emphasise very strongly the

importance of the Welsh Medical Committee as a major source
of advice on strategic planning of the Health Service in Wales.
On medical matters its advice must be pre-eminent. It therefore
wishes to stress the importance of the committee being con-
sulted at early stages of the preparations of any strategic plans
for the Health Service, so that the committee can influence

continued on page 757
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Junior hospital staff
Hours of work

The following table shows the total number of hours per week for
which junior hospital doctors are contracted in England and Wales.
This comprises a basic working week of 40 hours plus additional
time spent working, standing by in hospital, or available on call at
home, including provision for covering the annual and study leave

of colleagues where appropriate. No information is available on the
hours during which these doctors were actually working but these
would, according to the DHSS, be significantly fewer than the hours
shown. These figures, which relate to 30 September 1980, were given
in a recent Parliamentary written answer.

All medical
Specialty groups and dental

Grade/hours specialties
(% of

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) total staff)

All junior grades:
Number of hours contracted 3063 1119 1200 855 190 2391 1343 2619 200 1726 702 596 1962 1751 491 35 20243

0!IC O'I o, o,./ ol O' 0t %t / 0/ 0/ 0/ U, 0
I /0Jo 0 .0 /0 /.,0 ,0 / 0 /0 %

40-60 12 21 37 52 289 22'5 13 07 10 06 326 312 07 132 440 600 8-4
64-80 17 6 7-8 218 147 116 217 95 7-6 60 8-1 277 32 6 15 8 634 5-7 17-1 19 1
84-100 566 46-3 51-9 465 26'3 28'4 389 439 355 53-2 274 260 732 188 130 17-1 437
104 or more 24 6 43 8 22 6 33-6 33 2 27-4 50 3 47 8 57 5 38-1 12 3 10 2 10-3 4 6 37-3 5-8 28-8

Senior registrar:
Number of hours contracted 120 74 133 108 58 130 176 139 28 79 232 225 313 278 59 2 2154

0 ,/ O l, o ° 'o % '0 /0 .0 /0 i No /0
40-60 51 81 8'3 6'5 207 1'5 35 14 3'6 - 289 71 19 291 271 500 111
64-80 133 203 158 56 207 185 102 2'2 - 114 177 40'9 198 432 68 - 206
84-100 35-8 39-2 413 27 8 224 208 30-1 108 - 27-8 340 34-7 610 205 8'5 500 32-4
104 or more 45-8 32-4 34'6 60 1 36 2 59-2 56 2 85 6 96-4 60 8 19 4 17 3 17 3 7-2 57 6 - 35-9

Registrar:
Number of hours contracted 616 193 238 229 78 404 362 630 72 422 234 285 803 705 136 4 5411

0' O 0 0/ O' O' O / O'/O O 00

40-60 19 2-6 42 70 35.9 30 14 10 - 05 39-7 558 09 102 42-6 500 90
64-80 197 57 160 135 90 116 78 56 - 55 291 284 123 691 111 25-0 202
84-100 46-9 36 3 474 428 167 300 378 330 36-1 393 209 126 770 170 176 - 38-6
104 or more 31'5 55-4 32-4 36-7 38'4 55-4 53 0 60 4 63-9 54 7 10 3 3-2 9 8 3-7 28 7 25-0 32-2

Senior house officer:
Number of hours contracted 1032 838 766 432 50 1753 750 652 91 1188 231 76 844 766 158 29 9656,/ 0 0 , / O/ 0' 0' 0 E0 /0/ 0'O 0' 0/

.0o /0 ,o 0 0 0 0 /0 . /0 /0 o " % %
40-60 18 16 30 49 300 29'5 07 02 1 1 05 29'9 145 01 102 228 621 86
64-80 209 72 25'5 190 60 253 107 97 12-1 8-6 36-8 250 177 654 38 172 20-9
84-100 58 7 48'8 53'5 500 42 0 27-6 41 2 47'8 46-1 59 8 264 447 74-1 200 17 1 17 2 45-8
104 or more 18 6 42 4 18-0 26-1 22-0 17 6 47 4 42-3 40 7 31 1 6 9 15 8 8-1 4-4 56 3 3'5 24-7

House officer/dental house officer:
Number of hours contracted 1295 14 63 86 4 104 55 1198 9 37 5 10 2 2 138 - 3022

%) % 00 00 0u0 0' 0/ 0/ % %,0( 0 .0 ,0 ,U 'u /U () o % .0 % ,0 /0 '0 /o %
40-60 0 1 - - - - 4'8 1 8 0-8 - 54 - - - - 76-8 - 4-1
64-80 14'5 71 111 81 - 3'8 3-7 83 111 13'5 200 20-0 - 1000 2'2 - 106
84-100 614 64-3 714 62'8 750 45 2 418 513 33-3 51'4 600 700 1000 - 5-8 - 54 1
104 or more 24 0 28-6 17 5 29-1 250 46-2 52-7 39-6 55 6 29-7 20-0 10 0 - - 15 2 - 31 2

The data relate to the following groups of specialties:
(1) General medicine, etc (5) Dermatology (8) General surgery (13) Anaesthetics
(2) Paediatrics Genitourinary medicine (9) Cardiothoracic surgery (14) Psychiatric specialties
(3) Geriatric medicine (6) Accident and emergency (10) Obstetrics and gynaecology (15) Dental specialties

Rheumatology and rehabilitation Traumatic and orthopaedic surgery (11) Pathology (16) Other
(4) Other medical specialties (7) Other surgical specialties (12) Radiology, etc

Medical professional advisory machinery in Wales-continued from page 756

their final form, rather than being asked for its views on plans
which have already been finalised.
The working party has given very careful consideration to

the relationship between the Welsh Medical Committee and
the proposed Welsh Health Council. It is its view that the
Welsh Medical Committee can expect to provide the representa-
tive of the medical profession on the Welsh Health Council,
and to be involved in its deliberations, but such involvement
must not detract from the role of the Welsh Medical Committee
as the principal source of professional advice on medical
matters for the Secretary of State. It is essential that this advice
be direct to the Secretary of State and not be filtered through
the Welsh Health Council, neither would it be acceptable for
the advice of the Welsh Health Council to be considered as of
equal standing on purely medical matters.
The working party also considered the relationship of the

medical profession to the proposed Committee of Authorities
dealing with the co-ordination of NHS training and manpower,

referred to in paragraph 43 of the document The Structure
and Management of the National Health Service in Wales.3 It
is its firm view that it would be quite improper for this proposed
committee to concern itself with medical training and medical
manpower. These are matters which must be reserved to the
Welsh Committee for Postgraduate Medical Education, and to
the Welsh Medical Manpower Committee, subject to the
overall policy advice of the Welsh Medical Committee.

References
Welsh Office. Management arrangements for the reorganised National

Health Service in Wales. Cardiff: HMSO, 1972.
2Department of Health and Social Security. Patients first. London:

HMSO, 1979.
3 Welsh Office. The structure and management of the National Health

Service in Wales. Cardiff: HMSO, 1980.
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