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egalitarian objectives. To test that assumption we examined a
recent authoritative statement of the principles that underlie
health service planning; the article in question emanated from the
planning and financial directorate of the USSR Health Ministry.2
Not surprisingly, the account restated well known generalities;

perhaps the most relevant is that there exists a unitary plan for
the health service, which in turn forms a constituent element in
the state plan for the economic and social development of the
USSR. The ideological bases for this planning, of course, are "the
principles elaborated by the direct participation ofV I Lenin and
creatively developed in subsequent years." In addition to making
such vapid statements, however, the article refers to certain
institutional factors that, by all apppearances, include major
obstacles to achieving equality of provision.
These factors arise from "democratic centralism," which may

be termed the Soviet theory of relations between central and
local government. Deriving directly from this theory are the
rights enjoyed by Union republics and more local "administra-
tive-territorial" units to develop their health services beyond the
level indicated in all-Union guidelines. Similarly derived-and
crucially important-is the interaction between the all-Union
''sector" plan for the health service and "territorial" plans that
strongly reflect the level of economic development in a given area.
No element of contradiction is perceived here by the source,
which affirms that: "The organic unity of sector and territorial
plans for the health service means that the growth rate of the
network of health service establishments and of their personnel is

planned in conformity with the growth rate of industrial enter-
prises, the agricultural economy, social and cultural establish-
ments, construction of dwellings etc in the area being planned
for."

Nevertheless, there is a strong possibility that territorial plans
will have a regressive impact, given the likelihood that economic
development will be greater in areas of existing economic
growth. In any event, the article makes no reference to in-
stitutional arrangements specifically designed to reduce geo-
graphical disparities regarding access to medical care for people
at equal risk. It is not possible, either from this source or from
any other known to us, to infer the existence of an overtly
redistributive formula and associated measures designed to
promote "territorial justice" within the health service. The
statistical data presented above strongly suggest that, unless the
concept of territorial justice is accepted, the Soviet health
service will continue to display spatial inequalities of substantial
dimensions.
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Letters to a Young Doctor

Administration

PHILIP RHODES

It is unbelievable that administration should be such a dirty
word among doctors. It would not be so if they understood
what it was and realised that they were concerned with it
every day of their lives. When two or more people meet to get
something done they need some rules by which to conduct
their business and they need to understand one another and the
basis on which their transactions are founded. Mostly these are
left to be understood between the two people, but everyone
knows what a mess this can lead to. In conversation or over the
telephone each thinks he knows what has been agreed between
them, but later the remembrance differs and each has acted in
ways that the other never thought possible.
Many friendships have been ruined and business partnerships

broken up because neither person has properly defined the
course of action to be pursued by each of them. They have not
appreciated that each has progressed from a different point of
departure along a quite different road. Misunderstandings may
then occur, each person assuming that the other knew what he
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was thinking and acted accordingly. Only after the event do
they realise that they were mistaken. Then comes anger that
the other silly fool agreed to one thing and then did another.
The scene is altogether too familiar. They did not even begin
to realise that they had never met on the same ground in their
assumptions, thinking, and the actions based on them. They
ignored the useful dictum, "You judge yourself by your in-
tentions and you judge others by their actions."

Reconciliation of conflict

All this may not matter too much in individual lives, but in
big organisations where several individuals and groups proceed
from unstated and badly thought out assumptions and beliefs
to a variety of actions some reconciliation of what they are
doing becomes essential. This is administration.

Courses of action by one person or a group may clash with
those of others. Sometimes by a little forethought clashes may
be avoided and tempers controlled or not allowed to rise. This
is administration too. Surgeons may wish to operate on cold
cases after 5 pm. Nurses do not wish to staff the operating
lists, nor do the anaesthetists or porters. Physicians may want
pathological or radiological investigations done at a time that
is unsuitable for the laboratory or the x ray department. The
varying needs and desires of the groups need reconciliation
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with one another so that some agreement may be reached on the
policies to be followed. No one will be fully satisfied by the
agreement, but each will be as little disturbed as possible. The
aim of administration is to facilitate the legitimate aspirations
of all groups.
A useful figure to have in mind is of each group having

before it and in the future a cone representing its aspirations.
At some time in the future it is inevitable that the boundaries
of some cones will impinge on one another. No longer can the
cone proceed to fashion itself by expanding wider and wider.
There is no further room. The edges come into contact with
those of other cones and have to be modified. The cones cannot
remain as regular figures. Other aspirations than those of the
primary movers have to be taken into account. In a military
dictatorship founded on force the aspirations of conflicting
groups can be swept aside. But in any organisation or institution
based on fairness, the rights of others, and democracy there has
to be some attempt at reconciliation of real or potential conflict.
The only acceptable way to do this is by consultation between
those concerned in a problem of conflict, however large or small.
This is negotiation, which is a part of administration.
When you write up the notes of a patient or fill in a request

form for pathology or for an x ray examination you are in a
process of administration. You are calling into play a group of
people to help you with the care of the patient. Your notes
will be read and acted on by many people. The people of the
pathology and radiology departments will act in a way that has
been agreed on in the past so that the request is fulfilled. The
reason it works is because by agreement-that is, administration
-the system is made to work. Each person in the system knows
what is expected of him and fulfils that task. Sometimes the
system fails. You might then go to the pathology or radiology
department to find out why there is failure and try by persuasion
to put the failure right and make the system work more aptly
in the future. You are then an administrator.

Team administration

Administration is obviously needed when a group of people
are asked to work together as a team for some purpose. Even if
it is something apparently as simple as asking a nursing sister
to arrange for a patient to be taken elsewhere in the hospital for
an investigation or treatment you are calling a team into play
by administration. An operating list is a form of administration.
It is a signal for a coordination of activity of many people. It
has had to be organised and constant usage has made it seem
that it has just evolved and become hallowed by practice. The
team work has become an ingrained habit. But if you have
worked in several different operating theatres you will know
that the system varies slightly from place to place, often accord-
ing to the whim of the sister, the surgeon, or indeed the theatre
porter. All is well while the system works, but when it does not
and someone becomes dissatisfied with it then the system has
to be looked at and analysed to put it back on a better course.

So as a doctor you are always an administrator whether you
like the role or not and whether you believe you are or not.
Many clinicians like to believe that they are autonomous and
that they have an absolute right to clinical freedom, but they
do not. As soon as they need the services of anyone else in the
care of patients they need administration so that efforts are
coordinated for the ends that they desire for their patients.
That means that the others they call on have their rights and
aspirations too which may not exactly coincide with those of
the clinician. These have to be taken into account by the
activity of administration.

Administration is not management. Management implies
that those with authority have power to order subordinates to
do something. This power the doctor does not have. He cannot
compel others to carry out his edicts. He cannot sack people
from their jobs; he cannot fine them or deprive them. He is
dependent on their goodwill, and his powers are those of moral
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persuasion. However informally the team has agreed to work
in certain ways, so that nurses, colleagues, and ancillary staff
will normally work with the doctor in certain established ways,
they are not compelled to do so except by the sanctions applied
by their own organisations and sense of professional responsi-
bility. The National Health Service is made up of many inde-
pendent professions, each with its own ethos, ways of working,
and responsibilities. The doctor has to recognise that he is
part of a team, sometimes its captain, and sometimes just a
player. Even when he is obviously the captain he does not have
absolute powers of command as a military man might have in
battle.

Line management

The most obvious line management is to be seen in the
military context. Superior officers have power to order sub-
ordinates to certain actions, and if these are not carried out
they have powers of discipline. Yet even these powers are far
from absolute apart perhaps from exceptional circumstances
such as war. No officer is empowered to act unreasonably and
normally his orders are based on consensus, and they must
come within the Queen's Regulations. These are interesting
for they are a form of administration defining rules of proper
conduct under a variety of circumstances. It is not normally
necessary to appeal to them. Relations between all ranks are
usually sufficiently obvious and satisfactory. But when things
go wrong they may be of great value. The law is similar, in that
relations between people can normally be established on an
informal understood basis, but if they break down appeal may
have to be had to the law, the repository of rules of conduct
between people and groups.

Getting things done in the NHS is usually a simple matter,
since most of the time most of the people know what is expected
of them and do it. They do not need much formal administra-
tion, so that they abide by informal administration and con-
sensus. They expect the system to work and in general it does.
But underlying it is a vast amount of hidden administration.
For every doctor in a hospital it has been estimated that there
are 13 other staff in support. Among them are nurses, midwives,
physiotherapists, radiographers, scientific officers, secretaries,
records clerks, cleaners, caterers, porters, boilermen, launderers,
and maintenance men. Their various essential activities have
to be coordinated by administration. They have to be paid and
their welfare considered. Drugs and equipment have to be
ordered. None of this can be done without administrators.

It has become fashionable and smart to complain about
administrators and their vast proliferation in the NHS. In fact
the criticism is unfair. The administration costs of the NHS
are about 500 of the total budget. In any comparable organisa-
tion-and it should be remembered that the NHS is the
largest employer of labour in the United Kingdom-the
administrative costs would be roughly 8°o to 1000. It could be
argued therefore that the NHS is understaffed with admini-
strators and that there ought to be more of them, better paid,
and of greater professionalism. And it should be realised that
industrial organisations have much more line management with
definite superiors and inferiors. The NHS has a wide variety of
semi-autonomous professions concerned with their proper rights
and demanding proper consideration. They refuse the full
implications of being managed and being told what they must
do or else. The only alternative is administration: persuasion,
consultation, and agreed policies. This demands meetings.
Meetings tend to be looked on as the bane of the active

doctor's life. They take him away from the real task of caring
for patients. They stop him doing his real work for which he
was trained and at which he functions best and without
hindrance. It is this last that appeals. He can get on with his
work in a supportive environment and atmosphere. In a meeting
he may find himself in conflict with others and their opinions,
which may be unfamiliar and distressing. There is no wonder
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that many doctors shy away from meetings at which they may
think that they are not in control. But it is no defence always to
argue the total primacy of clinical work. The job of a doctor
comprises so much more. He is not cocooned and autonomous.
He needs staff, equipment, buildings, and resources to do his
job. He is dependent on the society in which he works, and if
he wishes to influence it for what he believes to be the better
care of his patients he must recognise the importance of meetings
with others, so that his opinions can be heard and where he
has a chance of persuading others to help him forward with his
aspirations.

Informal administration is a matter of obtaining good
working relations on the job. This demands care for the feelings
and sensitivities of others and consideration. It needs sweet
reasonableness allied with firmness so that jobs get done.
Blustering and ordering are out of place, and only breed
resentment, anger, and bloody mindedness so that the enterprise
becomes inefficient and unpleasant for everyone.

Junior doctors must understand this. They tend to be birds
of passage in a hospital. If they unnecessarily sow seeds of
discord and dissension between themselves and nursing,
laboratory, and other staff their bad reputation is quickly
established and follows them everywhere. Consultant posts may
be lost several years later when such behaviour in the past is
brought up during the deliberations of an appointments com-
mittee. This is not to suggest that junior doctors should be
doormats. Far from it. Junior doctors are an essential part of
the team and have their rightful and honourable place in it.
But they must not domineer and be offensive to others. It is
possible to get cooperation and great help without this, though
some have more difficulty in doing this than others. There are
techniques for doing this that have to be learnt, and they
depend on understanding and considering the needs of others
in the team, just as clinical work depends on understanding the
patients.

In the next article I shall discuss formal organisation in committees.

Aviation Medicine

Problems of altitude

II: Decompression sickness and other effects of pressure changes

RICHARD M HARDING, F JOHN MILLS

Decompression sickness (dysbarism)

As well as hypoxia and hyperventilation rapid ascent to altitude
carries with it the threat of decompression sickness, another
potentially fatal condition. Though the precise mechanism has
never been unequivocally determined in man, almost certainly
decompression sickness results from supersaturation of body
tissues with nitrogen as ambient pressure falls, which leads to
bubbles developing in the blood and tissues.' This supersatura-
tion is due to the relatively poor solubility of nitrogen in the blood
so that the rate of fall of the partial pressure of nitrogen in the
tissues on ascent to altitude lags behind that of the absolute
pressure. The tendency for bubbles to form is greater as the
difference between the two pressures increases. Nuclei, such as
vessel wall irregularities, are needed around which bubbles may
form. Once established the bubbles grow in size and may be
carried by the circulation to other parts of the body where they
produce the various clinical manifestations of the illness.
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CLINICAL FEATURES

"The bends"-Joint pain is the most common symptom of
altitude and indeed of compressed air (divers) decompression
sickness; it is seen in about 74NZ of cases after exposure to
28 000 ft (8534 m) for two hours.2 The pain is probably due
to extravascular bubble formation around and within affected
joints and usually develops in a single large joint-the knee,
shoulder, elbow, or wrist, in that order of frequency. A mild
ache, characteristically made worse by movement, progresses to
a severe pain that radiates along the affected limb.

"The creeps"-Dermal manifestations are infrequently seen
(about 7 "',) and are probably due to bubbles being carried to
the skin from other sites. Formication and paraesthesiae may be
accompanied by localised rashes, urticaria, and mottling.

"The chokes"-Though also infrequent (about 5" ) respiratory
symptoms are serious features which if untreated lead to col-
lapse. They are probably due to a reflex response to the presence
of bubbles within the pulmonary microcirculation. Feelings
of chest constriction and retrosternal pain are associated with
coughing, which may become paroxysmal, when an attempt is
made to take a deep breath.
"The staggers"-Neurological manifestations are rare (about

100) and result from gas bubble embolism within the central
nervous system. They cover a variety of symptoms including
anaesthesia, paralysis, and convulsions. Visual disturbances
(about 2%) usually consist of blurred vision, scotoma, or
hemianopia. In an appreciable number of cases (about 9%) the
victim may develop malaise, anxiety, and a reduced level of
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