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for creating drama: if a ward has to be closed, this is a highly
visible (and controversial) issue. Community services lack such
dramatic visibility. If a few more elderly people have to wait
longer for their toe nails to be cut there is no clear-cut constituency
to protest. Again, if for different reasons, there was virtually no
discussion of family practitioner services. This was perhaps a
tacit recognition of the fact that the 1974 rhetoric about integrat-
ing these services into the NHS had turned out to be a sham in
practice, and that there was little that the members of an AHA
could do to influence independent contractors intent on main-
taining their autonomy and determined to repel any inquisitive
intrusions, such as requests for information, into their domain.

In this, as in other, respects, it is difficult to see that the
replacements of AHAs by DHAs will make a great deal of
difference to the role of authority members. Where abolishing
AHAs has meant splitting up a large area into smaller units,
authority members will be more accessible to local pressure
groups (professional and lay) as well as being better placed to
acquire first-hand knowledge about the actual services. To
what extent this will make it easier for them to be "more clearly
responsible for meeting local needs," in the words of Patients
First,9 remains to be seen. Greater accessibility will certainly
add to their information, and decrease the sense of remoteness
that afflicted many AHA members. But it will also increase the
risk that the information itself will be biased by the differential
ability of various interest groups to make use of access to define
"local needs."

Gladiatorial system

Lastly, the abolition of AHAs may weaken authority members
in at least one important respect. The two-tier system of officers
at both the district and the area level was much criticised
because of the duplication of responsibilities and the consequent

delays and administrative costs. But for authority members it
did represent an important safeguard. The gladiatorial system
meant that area officers would support the members' role in
challenging, testing, and probing the plans and policies being
pursued in the districts. In a sense, the members had an
independent course of advice. In future, they will have none.
Moreover, the fact that policy formulation and policy execution
now fall to the same set of officers will inevitably inhibit
members: if they challenge the policy formulation, they will
risk undermining the authority of those on whom they depend
for the smooth running of the district services. As so often, the
solution to yesterday's problems-those created by the 1974
reorganisation of the NHS-protnises to create a new set of
problems.'1
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National Insurance contributions 1982-3
The BMA has updated its guidance note,
National Insurance contributions, in the light
of the new rates and earnings levels, which
come into effect on 6 April. Many doctors,
particularly general practitioners and part-time
consultants, may have to pay contributions in
excess of the prescribed annual maximum
unless they make certain arrangements, which
are described in the note. The guidance note
contains advice for self-employed doctors,
including those holding salaried appointments,

and for salaried doctors, including those with
private practice earnings.

Notes on taxation and National Insurance
aspects ofemployment by doctors of their wives has
also been updated in the light of the Budget.
Members may obtain copies of the guidance

notes from their local BMA offices. They
should quote the title of the note required and
current membership number. A stamped-
addressed envelope (9 in x 6,- in) would help
speed dispatch.

BMA Notices

NHS reorganisation-changes in
division titles and boundaries

Notice is hereby given that, with effect from
1 April 1982,

(a) the title of the Cambridge and Isle of
Ely Division will be changed to "Cambridge,
Huntingdon and Ely Division";

(b) the boundaries of the Barking and
Havering Division will be conterminous with
those of the London boroughs of Barking and
Dagenham, and Havering and the district of
Brentwood in Essex;

(c) the boundaries of the Mid-Essex
Division will be conterminous with those of the
districts of Chelmsford and Maldon and, in
the district of Braintree, the parishes of
Bardfield Saling, Black Notley, Bradwell,
Coggeshall, Cressing, Fairstead, Faulkbourne,
Feering, Finchingfield, Great Bardfield, Great
Saling, Hatfield Peverel, Kelvedon, Panfield,
Rayne, Shalford, Stisted, Terling, Wethers-
field, and White Notley, and the areas of the
former urban districts of Braintree and
Bocking, and Witham.

J D J HAVARD
Secretary

Pay-bed increases

From 1 April the charges for pay-beds in
NHS hospitals will go up by an average of
1310%. There will also be increases of about
80% for non-resident private patients (day
cases and outpatients). The charges are legally
required to be reviewed every year and to
reflect the total estimated cost of providing
hospital services in the year ahead. A contribu-
tion for capital is added. A daily charge for a
private resident patient in a provincial teach-
ing hospital occupying a single room and pay-
ing the consultant(s) separately will be
,£106-50; in a London teaching hospital it
will be £133 60; in a mainly acute (non-teach-
ing) hospital it will be £85 60; and in a psychia-
tric.hospital it will be £37-10.
Income from private inpatients in England

in 1980-1 was C42 6m and from private
non-resident patients £3 8m. The estimated
total income from all patients in 1981-2 is
£52m.

Correction

From the GMS Committee

In the report on the manpower debate in the middle
column of p 761 (6 March) the first sentence below
the section on "University departments of general
practice" should read: "Of these, 1985 had been
from overseas, 358 were men born in the UK, and
1109 were women born in the UK."
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