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This experience has, however, shown the weaknesses in the com-
munication system and has indicated how regional and area teams
of officers are likely to be distracted from their intended role as
planners if the D.H.S.S. continue to act in their present manner.
The D.H.S.S. should communicate directly with management
teams about all operational matters, only informing teams of
officers of these same matters so that they may carry out their
monitoring role. The divisions of the D.H.S.S. concerned with
planning and teams of officers can then concentrate on this
neglected aspect of the N.H.S. and a main reason for reorganiza-
tion. A.T.O.s were given a distinct role to do this, and R.T.O.s
must accept that their role is different from that of R.H.B.
officers.

Regional offices should become slimmer as their need to
become involved in the detailed planning is reduced. Neverthe-
less, A.T.O.s have not yet developed any planning expertise and
hence their initial work may be criticized. Thus R.T.O.s are
wondering whether they can risk devolution of functions. The
D.H.S.S. cannot afford to pay for two systems in parallel and
must decide whether to uphold the Grey Book concepts or not.
This is not merely to solve R.T.O./A.T.O. relationships but to
prevent D.M.T.s being downgraded, which is really the issue
for this paper.

Too Many Officer Groups?

The answer is probably yes, Qut I would suggest that this
excess lies between the region and the D.H.S.S. The D.H.S.S.
has created regional groups; nationally there is increasing
pressure for some form of regional government. Both indicate
that strategic health service planning is going to be treated like
any other form of socioeconomic planning and it would be
wrong for it to be separate. Thinking about the health of a
region should be part of planning for its future in terms of
population trends, industrial activity, development of housing
patterns, communications, education, and other personal social
service needs, etc. Given that some form of officer structure will
come with regional government, R.H.A.s will become obsolescent
because their functions of strategic planning will be absorbed.
Regional government will also solve another N.H.S. problem of
inequality between regions. The concept of strategic planning
makes sense in the West Midlands but is this true of Mersey,
Oxford, Wessex, and East Anglia on the one extreme and the
division of London into four at the other?

A Proposal For Change

Assuming a retention of A.T.O.s and D.M.T.s, A.H.A.s will be

Discussion
CHAIRMAN: In the final session we want to talk about the work
of the D.M.T. and whether it is valuable, and also our thoughts
for the future.

MISS ZENA OXLADE (1): Our D.M.T. has dealt with too many
residual problems which could have been tackled at a lower level.
We meet weekly for about two to three hours, and have extra
meetings for specific topics such as finance. We've toyed with
the idea of meetings for the four officers, but have rejected this
because these would exclude the elected representatives.

DR. G. COLEMAN (2): I spent a lot oftime in the hospital, learning
what went on and meeting people. I attend M.E.C. meetings
when the divisional chairmen come, and I learn a lot this way.
We have a weekly meeting, lasting up to four hours, and I have
a typical agenda here. It contains various continued minutes:
proposed reorganization of the emergency bed scheme; setting
up a hospital management team on maternity; to decide on a
quorum for the D.M.T.; communication with the C.H.C.;

the only N.H.S. statutory authority. I offer the following
propositions for discussion:

(1) Health is more likely to become a local authority activity
and A.H.A.s will be absorbed into county councils: already
mooted by local authorities but anathema to most N.H.S.
managers.

(2) Single district areas will not be big enough both to plan
and to operate services effectively: this syndrome was noticeable
in most of the smaller county boroughs before local government
reorganization.

(3) The metropolitan county should form the A.H.A. boun-
dary, so that most of the present single district areas become
D.M.T.s rather than A.M.T.s. Most of these areas are no bigger
than districts in multidistrict areas, but there would be problems
in Birmingham, Leeds, Liverpool, Manchester, and Sheffield-
quite apart from London-where there are multidistrict areas
within a metropolitan county.

(4) If the planning role for which one must be able to stand
aside from operational problems is to be carried out at a local
level, the multidistrict area offers the potential in the long run
for the most effective health service. D.M.T.s are more likely
to find informed understanding of their ideas and proposals by
a team of officers co-ordinating plans at an A.H.A. level: this
contrasts with the previous H.M.C./R.H.B. relationship, and
even there most R.H.B.s created area teams. D.M.T.s will not
be able to obtain support for their proposals without better
reasoned arguments than in the past: A.T.O.s, because of their
better understanding, will be more critical in their assessment,
particularly as they will have to advise the A.H.A. about the
allocation of resources to achieve agreed developments. This
complements the D.H.S.S. objective of better argued plans for
health care, which they need for discussion with the Treasury.

(5) Districts must provide data about the services they manage
but in return can expect information about the wider health
service to measure their own performance: new ideas about
N.H.S. information needs have not gained widespread credibility
so far, but good data is as essential to health care planning and
management as it is to clinical diagnosis.

Hereford and Worcester Area Health Authority, Worcester District,
Worcester

D. M. ROBSON, District Administrator

occupational health; waiting list for specialties; operational
policy for complaints (proposed forms attached); extended
leaves for employees with families permanently resident abroad;
district education and recreation fund; review of personnel
functions in the West District; car parking; final reports from
various officers; and other business.
MR. P. F. PLUMLEY (3): We meet for two hours a week. As I have

said, our year has been dominated by shortage of money. We
started off with an allocation of £200 000 short of our available
expected expenditure for 12 months and with inflation we've
been very short until January of this year, when money arrived
in a flood. It's been impossible to produce any coherent plan-
ning, though we've concentrated the A.H.A.'s attention on a
scheme for psychogeriatrics and not allowed them to go off on
another track.

MR. DAVID M. ROBSON (4): We meet twice a month, with meet-
ings lasting four hours, sometimes more. I service the D.M.T.
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without a committee clerk. Our discussions are usually private
occasionally involving someone with special expertise on a

subject. The minutes are short action notes attributing executive
action to the appropriate member of the D.M.T. Most of our
time-possibly too much-has been spent determining priorities
on requests for additional staff or minor capital projects. We
shall probably ask the four permanent members of the D.M.T.
to do more preparatory work on some of these before our meet-
ings.

DR. A. M. B. GOLDING (5): Our D.M.T. differs from the others-
we have the deans of the medical and dental schools sitting with
it. They are also members of the A.H.A. For good communica-
tions we have regular meetings with heads of deaprtments; the
ajdministrator has regular meetings with his administrative staff,
and so likewise does the district nursing officer. There are also
meetings with the unions from time to time. Our D.M.T.
sessions are held fortnightly, last for about five hours (including
lunch), and cover much the same sort of things as other people
have described. I think our work will get less as we learn to
delegate and determine what the various roles are.

Are all the Committees Necessary?

CHAIRMAN: Thank you. We should now turn to the committee
structure in the reorganized N.H.S. Should all these committees
be preserved ?

DR. R. G. S. BROWN (6): One shouldn't set up permanent bodies
to deal with occasional problems. This has happened particu-
larly with the area medical committee, a statutory body which
in our own area is desperately looking for a role. There's so much
happening at the district level-on both the D.M.C. and the
cogwheel divisions*-that there's little regular work left for it.
No should two committees be doing the same thing: locally

our D.M.C. is strong and the M.E.C. weak, so that the line is
straight from the hospital divisions to the D.M.C., where
proposals are considered by G.P.s, junior hospital staff, and
others. The M.E.C. meets once a year to elect representatives
to the D.M.C. In other areas, as Miss Lewis's paper showed,' the
M.E.C. is strong and the D.M.C. weak. It's difficult to see

these two bodies coexisting; one or other should go.
CHAIRMAN: By national or local decision?
DR. BROWN: I like flexibility, but there's a good case here for

central professional guidance. The B.M.A. is a good body to do
this.

DR. W. F. WHIMSTER (7): Is there any forum for all the con-

sultants to talk ?
DR. BROWN: Yes, we have a joint medical staffs committee.
CHAIRMAN: What about the practicability of scrapping the

area health authority altogether, as has been suggested ?
MISS JANET LEWIS (8): You could possibly do without the A.T.O
DR. J. M. FORSYTHE (9): Impossible. Are you suggesting, for

instance, that the A.H.A. should be able to decide on priorities
from, say, six D.M.T.s? How are you going to co-ordinate
medical advice to such outside bodies as the education depart-
ment?

MISS LEWIS: Priorities could be evaluated by getting the
districts together and decide on their own priorities; co-

ordination by asking the D.M.T.s to do this in turn.
DR. FORSYTHE: But the area is the statutory authority, which

has got to develop personnel policies. The ambulance service is
area-based and couldn't be devolved to the district. I would also
disagree that the A.M.C. is useless: it's examining broad policy
issues-such as day surgery and the role of the nurse.

DR. COLEMAN: But why has this got to be done at area level?
MR. PLUMLEY: The confusing aspect is this separate level of

planners rather than service officers.
DR. WHIMSTER: Could the staff and field officers be made

interchangeable ?
DR. BROWN: If there is to be an area authority it must have an

*Cogwheel is the machinery by which consultants form consensus opinions
on matters concerned with running the hospital service.
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A.T.O. to service it. If you have an A.T.O. sooner or later a line
relationship with the district is going to develop, for two reasons.
Firstly, in a four-district area there are 20 officers separately
accountable to the A.H.A., and their views inevitably will
require co-ordinating. Secondly, one of the A.T.O.'s functions
is to filter all the paper coming from above and below: the
process of filtering gives the body doing it some power.

MR. ROBSON: The A.T.O. hasn't yet developed the role
intended for it-at present they're still trying to manage the
Service. But you need to have chief officers looking at broad
policy and planning.

MR. PLUMLEY: The D.M.T. gets very angry when problems
it sees as urgent and important are not presented to the A.H.A.
because they have been "filtered off" by the A.T.O.

DR. GOLDING: Direct access by the D.M.T. to the A.H.A. is
essential. In our area the A.T.O. does not have the right to
prevent this, and I believe that any type of line relationship is
wrong.

DR. BROWN: Some D.M.T.s welcome the filtering function of
the A.T.O. because they don't want the A.H.A. seeing their
minutes and raising rather stupid questions.

DR. COLEMAN: In our case very little of what the D.M.T. sends
to the A.H.A. seems to reach it.

Is Every Tier Necessary?

DR. J. C. HASLER (10): But in an N.H.S. short of cash do we need
all these different levels looking at the same thing-developing
area and regional policies. These tiers aren't found in the
educational service. Areas were devised for liaison with local
authorities, but liaison is different from making policies and
running the service.

MR. ROBSON: It makes no sense for the D.M.T.s to work in a
vacuum: somebody must determine area-wide criteria and
policies. In a Health Service short of cash somebody must
initiate thinking about area priorities.

DR. BROWN: Why does this need to be done at the area level
and not by the region ?-

MR. ROBSON: Unless the R.T.O. has a massive supporting
organization they're not equipped to do this.

MR. PLUMLEY: I agree: we have no evidence that regions are
capable of doing this job. I've been very impressed that half of
us here think that the area should disappear and half that the
regions should go. The factor that bedevills everything in the
N.H.S. is the disparity between the amount of money available
and the input of opinion-from the D.M.T., the A.T.O., and
the A.H.A., not to mention the area medical advisory committee
and the nursing committee, etc. Then all these proposals go to
the region,-where the decisions will be even more remote from
decisions made by the area. I'd choose a parochial body every
time, based on the area.

DR. BROWN: Two main levels are needed: one where the
action is-the district-the other where a broader view can be
taken and comparisons with national figures made. Districts
may have been conditioned to lower standards by long depriva-
tion (for example, fewer consultants per 1000 population than
the national average) and the region is well suited to point this
out-the area is far too close to the district to be effective.

MR. RUDOLF KLEIN (1 1): Nobody has yet mentioned the area's
co-ordinating role with local authorities-is this going on?

DR. FORSYTHE: In my area two joint consultative committees
have been established with teams of officers; one with the
county on education and social services, the other with the
district councils on environmental and housing matters.

DR. GOLDING: For liaison, I would lay less emphasis on the
J.C.C. than on the A.H.A., on which of course representatives
of the local authority sit. It will be some time before the advant-
ages of eit er type of liaison are seen.

DR. COLEMAN: Our district has established a very good per-
sonal link with the social services departments, via the area

specialist in community medicine on the area authority-but
this is a local situation.

 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.3.5975.83 on 12 July 1975. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 12 JULY 1975

DR. WHIMSTER: In Newcastle the doctors expected the local
authority representatives to try to squeeze the Health Service.
In fact, they've been vociferous in their protests about the loss
of the two district hospitals, which are now not to be built.
Whereas the A.H.A. hasn't direct access to the D.H.S.S.
(having to go through the regions), the local authority members
have been to see the Secretary of State.

DR. BROWN: This is no argument for the existence of the
A.H.A. You could quite easily have local authority representa-
tives on an authority at district level.

MISS LEWIS: If this was done, there would be no more need
for community health councils.

DR. S. HORSLEY (12): Part of the problem is that if the area is
abolished all the lay representatives at the regional level are
appointed politically by the D.H.S.S.

CHAIRMAN: Is there a general feeling that one tier should be
abolished ?

DR. MARKS (13): I'm certain you must get rid of the region-
which our committee saw as being very weak. The work was to
be done in the district and management by the area, which the
R.H.A. was to co-ordinate. The power of the regions comes
because their appointments were made before the other bodies
were set up.

DR. WHIMSTER: And the former regional hospital boards con-
tained powerful people anyway, and they have stayed in front.

DR. MARKS: For odd services which must be provided on a
wide scale-neurosurgery and blood transfusion-you can have
a liaison committee between a group of areas or let the D.H.S.S.
do this.

DR. GOLDING: If you did this you would have to strengthen
the regional organization of the Department. The consequences
would be worse.

MR. ROBSON: No, because the D.H.S.S. is already doing the
job which the steering committee envisaged for the R.H.A.s.

DR. BROWN: Firstly, it's easier for the D.H.S.S. to deal with
14 bodies (the regions) than with 90 (the areas) ...

DR. MARKS: There's no regional education authority ...
DR. BROWN: . . . secondly, some of the areas are too small,

and, thirdly, each region is based on a teaching centre.
MR. KLEIN: Getting rid of the regions would mean amal-

gamating some of the smaller, non-viable areas.
DR. MARKS: But the health areas in London were determined

fairly arbitrarily-to suit the convenience of the teaching
hospitals.

MR. ROBSON: It comes back to the question of whether you
think the N.H.S. should be planned or not; if it should, it can't
be done solely by the D.M.T.s without some co-ordination of
their thinking.
CHAIRMAN: If planners are to decide priorities then reliable

information is needed. Mr. Plumley, you have strong views
about N.H.S. statistics.

MR. PLUMLEY: You had staff co-operation in obtaining data
20 years ago. But people have spent so much time collecting
data on which to build district hospitals and health centres
which were never constructed that they have become cynical.

DR. MARKS: But unless you organize a national data service
now I don't see how in 20 years time you will be able to see
whether the right or the wrong decision was taken.

MR. PLUMLEY: Perhaps the pattern of illness is changing so
much that it's not worth doing this.

MISS OXLADE: You should be collecting data the whole time to
monitor what's going on.

MR. PLUMLEY: If three or four doctors merely come and say
"there aren't enough nurses" can't a decision be taken on that
without waiting for statistics ?

DR. COLEMAN: You need data to be able to define what is
enough.

Personal Views

MR. PLUMLEY: Dr. Brown's paper talks of a chief executive who
should be held personally responsible for failure. How?
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DR. MARKS: The authority can't sack him, but it can demote
him or move him sideways.

MR. PLUMLEY: Yes, the pattern is that once appointed you
cannot touch anyone in the N.H.S. The only people you can
get at are the junior medical staff by not appointing them.
CHAIRMAN: Does the idea of a chief executive appeal to you?
DR. A. PATON (14): Yes, of course it does, this is back to the

hospital administrator or the hospital secretary. One of our
troubles is that we have nobody who will carry the can. The
buck never stops anywhere.

MR. PLUMLEY: I would like to see administrators appointed
on short-term contracts-say to them "here's three years do
something with them." And what's more I'd like a chief
executive who would be held personally responsible for failure.

MR. ROBSON: I don't think the people working in the Health
Service would be willing to give the chief executive this power.
If he thought resources were being malused would consultants
accept a decision to redistribute operating sessions, for example ?
CHAIRMAN: I'd like to end by asking each professional partici-

pant in turn for suggestions about improving the reorganization.
MISS LEWIS: I'd like to raise two possibilities about practical

alternatives to the four tiers: (1) considering creating only one
superior body to the district, intermediate between the area and
the region; (2) looking at the pattern in Wales and Scotland and
seeing whether this line relationship between the areas and the
districts is working any better than the four tiers in Britain.

MISS OXLADE: We must look at the system, recognize that it's
too expensive to change it again, go back to the Grey Book, and
see what good has already been produced by reorganization. The
present financial stringencies give us a good incentive to make
real savings.

DR. MARKS: If the N.H.S. continues, and under political
control, then the organization should be left alone for two or
three years-during which time we should educate the public
about our limited resources. If I was an executive and had to
make a decision I would abolish the regions and substitute
direct relationship of the regional officers of the Department
with groups of areas.

MR. PLUMLEY: We cannot do what the N.H.S. is trying to do
with the present money allocated, no matter how efficiently we
manage it. Without some account taken of inflation, without
relaxing the restrictive Treasury rules, I can't see the Service
surviving in its present form. But if I have to suggest a change,
I would also abolish the regions to make the Service as parochial
as possible.

DR. BROWN: Three suggestions-(1) rationalization: getting
the boundary of each district right, making sure that it reflects
sensible hospital catchment areas and so on. This must be done
before each district starts planning unnecessary district general
hospitals solely to make the Service pattern fit the administrative
structure; (2) simplifying the structure-two tiers, district and
region (which is far enough away from local political pressures
to decide rationally on priorities); and abolishing duplicating
committees, which waste a lot of valuable time.

DR. WHIMSTER: The B.M.A., particularly locally, has taken far
too little action and interest in the reorganized N.H.S. Its par-
ticular role is an educational one, educating doctors at the
district level.
CHAIRMAN: So as to strengthen the medical advisory mach-

inery ?
DR. WHIMSTER: Yes, and the negotiating side of the medical

service.
MR. ROBSON: I would like to see a clear definition of the

separate roles of officers between the area and the region. We
should also look at the recent proposal for a different type of
region based on regional government.2

DR. FORSYTHE: I would plead for peace: give everybody time
to settle down in their new jobs. There's one exception-unless
the D.H.S.S. starts devolving power downwards, there will be
little job satisfaction. Finally, the allocation of money to the
districts must be seen to be as fair as possible.

DR. HORSLEY: Several suggestions: (1) Better information
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systems and improved training for health care planning com-
munity physicians; (2) more autonomy at area level to initiate
own admissions policy (backed by the D.H.S.S.)-for example,
the treatment of patients who have taken overdoses; (3) A.T.O.s
should be on fixed, four-year contracts and sackable if they
don't achieve their objectives; (4) get in outside experts; in one
county it takes 76 people to pay out the wages. If Ford Motors
can do the same job with 30, then get outside advice to change
things; (5) urgently improved liaison with the social services;
(6) better co-ordination of policy from the D.H.S.S. and
(political) backing when local areas try to devise schemes to
cope with local problems.

DR. GOLDING: There is a need for each individual tier to
establish its role; though amalgamation might be desirable
eventually, it's not the time to merge the regions with the
Department, let's wait until we've had time to evaluate the ne-w-v
system.

DR. PATON: I'm a firm believer in the N.H.S. and desperately
want it to succeed. The acute hospital service is inevitably going
to run down: it's too expensive, too luxurious, and it's not doing
the right job. This will mean a corresponding expansion of the
community services, with far more liaison between hospital,
general practice, and the social services. Secondly, I'd like to
see far more support from the D.H.S.S., who tend to issue
statements to the press about a local crisis saying "we've got
things under control" when they know nothing about it.

DR. HASLER: As a practising doctor and somebody concerned
in training G.P.s I think that the health care planning teams are
one of the most important aspects of the N.H.S. For the first
time we have a system for looking broadly at problems. I hope
that these teams are going to consult widely, both to get the
correct information and to involve doctors and nurses in experi-
ments in new methods of care. It's very easy to knock the
N.H.S., and to some extent it's not fair-only 12 months from
reorganization-though I would agree that it's top heavy with
administrators. We must remain constructively critical about
what's happening.

DR. COLEMAN: Are we going to continue to give a large third-
class service, or a smaller first-class one ? That's the most
important question to be answered. Specifically, I believe that
the chairman of the A.H.A. should be full time-and perhaps
he should be the chief executive and able to achieve a lot more
than at present.

MR. KLEIN: I had no expectations from reorganization, and so
I'm not disappointed at the lack of progress. Any reorganization
is an attempt to reconcile the irreconcilable, to satisfy the claims
of worker participation and managerial efficiency, to satisfy those
who say that the central politicians should decide on priorities
and those who want the "grass roots" to have autonomy. So
dissatisfaction is inevitable.
To go through the aims of reorganization: (1) Better manage-

ment.-I'm sorry that reorganization wasn't used as an excuse
to get rid of poor quality management and to get in outside
experts. (2) Integrating general practice into the N.H.S.-This
hasn't been done enough, and I'd like to see a form of Hospital
Advisory Service-type audit involving general practice, and
reporting back to the D.M.T. (3) Linking the N.H.S. and the
social services.-More thought must be given to switching

N.H.S. money to local social services. (4) Giving consumers a
voice via the C.H.C.-These new bodies need independent
advice from experts so that they can constructively criticize the
N.H.S.

DR. MARTIN WARE": To sum up, two things have struck me:
firstly the great variety of working patterns of the D.M.T.s and
I wonder if they're exchanging information enough on these;
secondly, the theme of inadequate finance-as Sir Rodney Smith
has recently stated,3 there's not the money to give a really first-
class comprehensive service to everyone at the professional level
we should all like. Therefore, whether you call it rationing or
determining priorities, this is an aspect which must be concerned
with reorganization. We must get the community concerned in
this and unless they know about the need for choices there will
be continued friction. We've had a remarkably wide range of
expertise at these meetings and I would like to thank you all for
taking part.
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