
hostility directed at them.9 Galbraith's survey of gifted
children found the following complaints: school was too easy
and boring; the children were expected to be perfect; peers
teased them about being smart; they felt different, alienated;
they worried a lot about world problems; and people didn't
understand them.10

School services for gifted children at the elementary level in
the United States and many other countries have often taken
the form of supplementary instruction-in spare rooms after
school and on Saturdays and in summer programmes.11 Full
time classes with all instruction in a single classroom are also
often used. At the secondary level gifted children may be
placed ahead oftheir age and given special classes.12 Sometimes
they are put into contact with leaders in a subject or given
counsellors to help them with personal and social problems,
psychological testing to help them understand their special
talents and aptitudes, and tutors to work with them on
advanced, special, or enriched learning material. The best
instruction for gifted children is tailored to their needs and is
diagnostic-prescriptive in orientation. 13 That means that their
current skill or knowledge is assessed, and new learning tasks
are then selected to be appropriately challenging.
What happens to gifted children when they grow up?

Terman and Oden, who followed up 1528 children from the
age of 12 to mid-life, concluded that "the superior child, with
few exceptions, becomes the able adult, superior in nearly
every aspect to the generality. The superiority is greatest in
intellectual ability, in scholastic accomplishments, and in
vocational achievements."'4 Furthermore, their findings
favoured rapidly promoted children.

Several reviews of research and specific empirical studies
have shown the value of accelerated teaching for gifted and
talented children for both short term and long term accomp-
lishments.15'7 Other research attests to the short and long
term benefits of grouping gifted students together so that they
can work with able and challenging peers.'8 While less
effective than accelerated teaching and grouping, enrichment
programmes also seem to benefit gifted and talented learners,
although the benefits may be mainly short term.17

Parents are probably the most important influences in the
development of talent or giftedness. Family sacrifices may be
needed,'9 and parents have to make a long term commitment

to help their gifted children develop their talents to the
highest level.9 Parents provide all of the early teaching-in
acquisition of language, mathematical operations, and
thinking skills. Later, by monitoring children's progress in
school and helping them get special teaching programmes in
and out of school, they provide the resources for higher
development.20 Finally, it is the parents who help gifted
children formulate long term, high level goals and develop the
motivation, learning styles, attitudes, and strategies to achieve
them.
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Purdue University,
West Lafayette,
Indiana 47907-1446,
USA

1 Gardner H. Frames ofmind. The theory ofmultiple inteligences. New York: Basic Books, 1983.
2 Stemnberg RJ. Giftedness according to the triarchic theory of human intelligence. In: Colangelo N,

Davis GA, eds. Handbook ofgifted education. Boston: Allyn and Bacon, 1991:45-54.
3 Renzulli JS, Smith LH, White AJ, Callahan CM, Hartman RK Scales for rating the behavioral

characteristics ofsuperior student. Mansfield Center, Connecticut: Creative Iarning Press, 1976.
4 Feldhusen JF, Hoover SM, Sayler MF. Idenification and education of the gifted and talented at the

secondary leveL Monroe, New York: Trillium, 1990.
5 Tannenbaum AJ. The social psychology of giftedness. In: Colangelo N, Davis GA, eds. Handbook

ofgifted education. Boston: Allyn and Bacon, 1991:27-44.
6 Dweck CS, Leggett EL A social-cognitive approach to motivation and personality. Psychol Rev

1988;95:256-73.
7 Feldhusen JF. Meeting the needs of gifted students through differentiated programming. Gifted

Child Quarterly 1982;26:37-41.
8 Feldhusen JF, Kroll MD. Boredom or challenge for the academically talented. Gifted Education

Interational 1991;7:80-1.
9 Gross MUM, Feldhusen JF. The exceptionally gifted child. Understanding Our Gifted 1990;2:

1,7-10.
10 Galbraith J. The gifted kids sutival guide. Minneapolis: Free Spirit Publishers, 1983.
11 Cox J, Daniel N, Boston BO. Educating able learners: programs and promising practices. Austin,

Texas: University ofTexas Press, 1985.
12 College Board. A guide to the advanced placement program. Princeton, New Jersey: College Entrance

Examination Board, 1989.
13 Stanley JC. SMPY's DT-PI model: diagnostic testing followed by prescriptive instruction.

Intellectually Talented Youth Bulletin 1978;4:7-8.
14 Tennan LM, Oden MH. The gifted group at mid-life. Stanford, CA: Stanford University Press,

1959.
15 Daurio SP. Educational enrichment versus acceleration: a review of the literature. In: George WC,

Cohn SJ, Stanley JC, eds. Educating the gifted, accdleration and enrichment. Baltimore: Johns
Hopkins University Press, 1979:13-63.

16 Brody LE, Benbow CP. Accelerative strategies: how effective are they for the gifted? Gifted Child
Quarterly 1987;31:105-10.

17 Feldhusen JF. Effects of programs for the gifted: a search for evidence. In: Southemr WT, Jones
ED, eds. The academic accermtion of gifted children. New York. Teachers College Press,
1991:133-47.

18 Kulik JA, Kulik CC. Research in acceleration. In: Colangelo N, Davis GA, eds. Handbook ofgifnd
education. Needham Heights, MA: Allyn and Bacon, 1991:190-1.

19 Feldman DH. Nature's gambit. child prodigies and the development of human potentiaLNew York:
Basic Books, 1986.

20 Feldhusen JF. Talent idencfication and development in education (I7DE). Sarasota, Florida: Center
for Creative Learning, 1992.

The latest reorganisation ofthe NHS

Will succeed if it establishes an equilibrium between competition and management

After months of speculation, leaks, and rumour the govern-
ment last week published its plans for the future structure of
NHS management (p 1091).1 These plans contain three key
elements: the merger of district health authorities and family
health services authorities; the abolition of regional health
authorities; and a streamlined NHS management executive
operating through eight regional offices. Running through all
these elements is a concern to reduce management costs and to
allocate as much of the NHS budget as possible to direct
patient care. What are we to make of these proposals?
At one level they can be viewed as a tidying up exercise,

designed to reduce duplication and to align the structure of
the NHS more closely with the purpose of the reforms. This is
most apparent in the planned abolition of regional health
authorities, which are seen by many as a relic of old style
planning and intervention. NHS trusts in particular will

welcome the demise of regional health authorities since they
have lobbied strongly to preserve their independence from
regional supervision.
The proposed merger of district health authorities and

family health services authorities is also an attempt to simplify
and clarify management responsibilities. In many parts of
the NHS the two types of authority already work closely
together,2 and legislation to enable mergers to occur is a
logical next step. This will bring England and Wales into line
with Scotland and Northern Ireland, where health boards
oversee the planning and purchasing of family health services
as well as hospital and community health services. Not only
will mergers produce savings in management costs; they
should also ensure better coordination of secondary and
primary care.
The streamlining of the NHS management executive is
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intended to support these changes taking place at lower levels
ofmanagement. One proposal of the functions and manpower
review led by Kate Jenkins was to turn the NHS into a Next
Steps agency at arm's length from the Department of Health,3
but ministers have rejected that idea. Instead, the aim is to
establish the management executive as the head office of the
NHS within the department and to set up eight new regional
offices.
These regional offices will take over the functions of the

regional health authorities. They will also replace the existing
outposts of the management executive. This means that
regional offices will be responsible for managing the develop-
ment of purchasing as well as monitoring the performance of
providers. In many ways this is the most important aspect of
the government's plans because for the first time the crossover
point between purchasers and provider will be at regional
level and not at the centre. This should enable the regional
offices to manage the market in a way that has not been
possible so far.
At a deeper level the government's plans raise fundamental

questions about the extent of central control within the
NHS and the balance to be struck between competition
and management. On the question of centralisation, the
replacement of regional health authorities by offices of the
management executive consolidates the grip of the centre over
local management. Despite the presence of a non-executive
policy board member to provide a link with each of the
regions-a point on which the secretary of state herself feels
strongly-there is little doubt that regional offices will be
creatures ofthe management executive.
For the first time regional directors will be accountable

directly to the NHS chief executive and not to their own
authorities. They will also sit alongside him on the board of
the management executive. Furthermore, the staff employed
in regional offices in future will be civil servants rather than
NHS employees. The view of ministers is that there are now
only two levels of management-central and local-and
regional offices will be acting on behalf of the centre in
discharging their responsibilities. Any semblance of local
representation at the regional tier has been removed, and the
single chain of command heralded in Workingfor Patients4 has
finally been achieved.

Equally important is the balance that will be struck
between competition and management. By abolishing regional
health authorities and streamlining the management execu-
tive, the government has opened up the possibility of the
market developing more rapidly, free of bureaucratic inter-
vention. This is certainly the aspiration of the architects of the
NHS reforms, including Kenneth Clarke, who have main-

tained a close interest in recent developments. Their hope is
that compact regional offices operating with a "light touch"
will give local managers greater autonomy and allow the
market to produce benefits for patients.

In practice, much will depend on the working style of the
regional offices and the way in which they are used by their
political masters. The fact that a regional structure has been
retained at all, when some were arguing for its complete
removal, suggests that ministers recognise the dangers of
unrestricted competition. While some degree of regulation is
essential, the risk is that too much intervention will blunt the
very incentives that are intended to increase efficiency and
responsiveness to patients. Establishing an appropriate equi-
librium between competition and management is the key
challenge for the next phase of the reforms.
Nowhere is this more important than in relation to medical

education and research, for which regional health authorities
have up to now carried important responsibilities. The new
plans envisage that regional offices will take on these responsi-
bilities. They should also have a part to play in overseeing the
developing of specialist services. At a time when the Clinical
Standards Advisory Group has highlighted the need for the
health care market to be properly managed,5 there is a danger
that the abolition of regional health authorities will further
weaken the provision ofthese services.
Viewed as a package, there is much to welcome in the

government's plans. If there are concerns about increased
centralisation and the risks involved in greater competition,
these are offset by the benefits likely to result from creation of
a single agency at regional level and the establishment of
unified health authorities at local level. As with Working for
Patients, much hinges on the detailed work that has been
set in train to flesh out the proposals. The controls of
management costs that are to be introduced must not be so
tight as to prevent managers from carrying out their responsi-
bilities effectively. Managing the new NHS cannot be done
on the cheap, and if the potential of the latest reorganisation is
to be realised ministers must resist the temptation to attack
the bureaucrats.
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