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CONTEMPORARY THEMES

Medical Partnership: Minister's Lecture at Glasgow
A Maurice Bloch Lecture was delivered by
the Minister of Health at Glasgow Univer-
sity on 6 December.
Mr. ROBINSON'S title was " Partnership in

Medical Care." He began by referring to
his recent statement in the House of Com-
mons [B.M.7., 11 November, p. 367] that the
Government intended to review the admin-
istrative structure of the National Health
Service and, if necessary, to reconstruct it.
He emphasized that they did not in any sense
feel that the National Health Service had
"failed." Nevertheless, the statutory
apparatus-which had been basically un-
changed since 1948-had been outgrown by
its service content. Medicine changed,
evolved, and developed, and hence required
an organization which not only permited but
actually promoted change.

" Phase I " of the N.H.S.
Discussing what he called Phase I of the

National Health Service, Mr. Robinson said
that the objective of the Service was firmly
set forth in the wartime Beveridge Report,
which aimed at producing a comprehensive
blueprint for the Welfare State, and assumed
that a National Health Service would be an
essential part of this blueprint. Taking up
the idea, the Government of the day pro-
duced a White Paper in 1944 which
announced the intention to establish a com-
prehensive health service for everybody in
Britain. Nevertheless, the founding of the
National Health Service was evolution, not
revolution ; thus the White Paper spoke of
a "Icomprehensive service for all regarded as
the natural next development."

Organizationally speaking, what had hap-
pened in 1948 was that a uniform organiza-
tion was imposed on services which were
already there, though not all of them every-
where or available within the individual's
means. The tripartite structure of the Health
Service established by the Acts of 1946 and
1947 reflected a concept of three inter-
dependent but separately managed streams of
care for the community and an implicit
assumption that relationships would not
change. Looking back, Mr. Robinson con-
tinued, this was a curiously static conception,
as if the new form of management need only
attempt the organization of services as they
then saw them.

Need for Co-operation
The need for co-operation had been re-

viewed as early as 1952 by a Committee of
the Central Health Services Council. Its
recommendation had been to establish
standing joint liaison committees both for
general and for special purposes, but again it
had seemed unaware of the organic nature of
the enterprise. Having no executive powers,
the usefulness of these liaison committees was
limited, and those few that were established
took up a lot of time.
The committee set up to inquire into the

cost of the N.H.S. (the Guillebaud Commit-
tee) had in the nature of things to consider
the structure of the Service. In essence, its
finding was that the organization had only
just settled down in the eight years of its
existence and that it was far too early to

make a change. This committee set the
tone for most of the thinking about structure
for many years. While it was perhaps unfair
to criticize the committee now when circum-
-stances had changed so radically, the fact
remained that the doctrine " When it is not
necessary to change, it is necessary not to
change " had inhibited and perhaps stultified
thinking. But people were not ready then
to think of entirely new machinery, only
permutations of the old. In respect of parti-
cular services, it became evident that there
was a case for unifying the three branches,
but the committees reviewing these particular
services recognized that they should not be
split off from the general Health Service
structure and that, given that the general
structure was tripartite, the particular service
also had to remain so. Chapter and verse
could be found in the Cranbrook Report on
Maternity Services--of which the Scottish
equivalent was the Montgomery Report-and
the Report of the Royal Commission on the
Law relating to Mental Illness and Mental
Deficiency.

Continuing, Mr. Robinson pointed out that
the question of an entirely fresh approach
to administration of the Health Service had
been reopened by the Porritt Report in 1962.
This report had come out uncompromisingly
for the principle of area health boards,
which would deal with all aspects of the
Health Services, but it had made no attempt
to define the size of areas or the composition
of boards. The reasons which had moved
this committee were those of fulfilment: for
the general practitioner to be able more fully
to realize his capacity and his potentialities
by extending his access to the specialized
services of the hospital, though consultants
were to remain responsible for hospital work.
The committee also wished to tap the

special expertise of the medical officer of
health and to give him a wider sphere in
which to exercise his talents by making him
a consultant in social health in an appro-
priately broadened department. This report
was a turning-point, though he could wish
that the committee had agreed on and said
more about some very necessary changes in
the organization of medical work in and
out of hosptial.
Among the many criticisms made of the

Porritt Report it had been said that the
report produced an idea and a philosophy,
but in no sense a plan. " What was to be
the geographical extent of the area health
board ? How was it to be governed ? Was
it not a self-defeating process to propose, as
the report did, first unifying the administra-
tion of the services but then setting up three
subordinate bodies under the area health
board corresponding to the existing tripartite
divisions ? "

Is There an Alternative ?
There was something in all of these

criticisms of the Porritt Report, but they
had missed the important point that the post-
Guillebaud freeze had been thawed. Since
then restructuring of the administration had
been a frequent topic among those connected
in any way with the Service. The medical
profession had itself returned to this ques-

tion, and the British Medical §ournal had
produced a series of articles, now collected
in book form under the title Is There an
Alternative ? The object of these essays,
ranging widely as they do from almost pure
organization theory to the possibility of a
sweepstake to finance hospital services,
seemed to have been to provoke people to
think about the range of possible alternative
structures. " If I may say so, this seems
altogether helpful: there is not one, there
are many possible ways of restructuring the
Health Service."

Mr. Robinson then turned to what he
called the realities of life for workers in the
field which underlay this debate on the
government of the Service. He pointed out
that, firstly, a revolution had begun in general
practice. Much of this had been carried out
by the general practitioners themselves, and
the changes had become so widely accepted
that there was some danger of losing sight
of their magnitude. Let it never be forgotten
that group practices were a truly co-operative
advance made by independent professional
men of their own volition. They had come
together to give better service to the public,
and also to find a more satisfying professional
and personal life. This was essentially a
development which individual doctors must
seek. The action of Government in such
matters was necessarily limited.

Changes in General Practice
In the 1940s the general practitioner had

often been isolated from professional contact
and learned only from his own experience.
Now, many of them were active in research,
and far more eagerly took advantage of
courses for postgraduate education. All were
making increasing use of the diagnostic sup-
port facilities they could draw on from the
hospitals. Secondly, the general practitioner
was beginning to emerge as the leader of a
team. Most local authorities had agreed that
some at least of their health visitors, home
nurses, or midwives should be attached to
group practices rather than districts. This
move had helped to make each member of
the team more " productive " and to ensure a
good two-way flow of information about cases
in which both the general practitioner and
the local authority department were interested.

Thirdly, there had been a quite remarkable
upsurge of interest in the new opportunities
offered by health centres. All these changes
had been in the field ; they had not been
matched by any change in the structure.
The conclusion was inescapable that the
administrative apparatus must be clearly
made to serve the needs of those who were
actually doing the work.
A comparatively unnoticed development

was the beginnings of a managerial revolu-
tion in health planning. The application of
the principles of scientific management to the
hospitals had raised some very big questions,
and it had been realized that economy could
often be best achieved by concentration. It
was a very difficult matter to find the right
blend between the managerial and the medi-
cal optimum; it must never be forgotten that
good medicine must be humanely based on
personal contact.

BurMr
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Best Features of NJLHS.

Mr. Robinson then turned to some of the
best features of the Service which must be
carried on into any new structure. The
first and greatest of these was the partner-
ship of the health professions. Despite all
the demarcations of which he had spoken, a
continuity in medical care had been preserved.
The professions had never allowed their con-
tract with one authority or the other to
obstruct their acting together in the common
cause. It was apt, he thought, that the Presi-
dent of the B.M.A. should have chosen for
his text " One Profession, One Purpose."
[B.M.7., 15 July, p. 129.] These four short
words reminded us that medicine was more
than a science-based discipline: it was
founded on the rock of an ethic.
One aspect of partnership which he hoped

could be established on firmer foundations
than in the past was the partnership between
profession and Government. This relation-
ship was critical for the success of any State-
organized health service, but it had been
bedevilled by the profession's suspicion of
Government from the day more than half a
century ago when the State had first entered
the arena of comprehensive medical care. To-
day the suspicion lingered, perhaps less
among the rank-and-file members of the medi-
cal profession than among some of those who
spoke for the profession in a representative
capacity. There might have been sometimes
partial justification for this, because suspi-
cion soon became mutual, but he did not
think that had been more than fleeting and
occasional.

" The medical politician is expected, or
believes that he is expected, to reflect the
anxieties and frustrations, real and imagined,
of those he purports to represent. In such
a situation a politician, and I speak as one
myself, is tempted to look for an easily
recognizable scapegoat. To delve into and
try to identify the root causes of frustration
is an altogether more complex and possibly
painful process. Furthermore, if such an
exercise reveals causes that are internal rather
-than external the findings may not be too
welcome. It is so much simpler to blame

the Minister and his department, or to suspect
their motives."
The relations between the State and a

distinguished profession could never be
entirely smooth. Nevertheless, not only was
the doctor's clinical freedom sustained as the
inviolable rule of the Service but questions
of remuneration (always a potential source
of friction) had been handed over to inde-
pendent bodies for consideration, subject to
the Government's retaining, as it must, the
ultimate right of decision. Despite these
efforts, however, there was still not the rela-
tionship of mutual confidence between pro-
fession and State. Obviously they had failed
to carry conviction, and he wished he could
see why.
Many doctors might well recognize that

the Minister's objectives were the same as
their own-namely, to provide the best
possible service the nation could afford and as
quickly as a vast modernization programme
permitted. Nevertheless, one looked almost
in vain to see this attitude reflected in the
official voice of the profession. To the
public outside there appeared to be a state
of antagonism towards Government. Every
test of opinion, however, confirmed that the
patients themselves simply did not share the
misgivings of so many medical spokesmen.
Hence in devising a new structure for the
Service it was essential to do everything
possible to promote the development of a
genuine sense of partnership.

Health Service Management
Mr. Robinson preferred to think of Health

Service management not as the place from
which orders issued, but the forum where
problems were thrashed out; where each
point of view was put, the professional re-
quirements, the needs of the community, and
the financial restraints; where there was com-
munication between the various groups con-
cerned in sharing out resources ; where
information was gathered and pooled; where
proposals could be framed in the light of
every consideration ; where agreed policies
could be hammered out. The problems of
the Service could be solved only if the pro-

fessions had a clear role in that process.
The planners they wanted in the Service

were those who knew how to make common
cause and partnership with the workers in
the field. He would naturally like additional
resources, but perhaps above all he would
like 50 more men skilled both in medicine
and the managerial sciences. More men were
needed who were " health planners " as
versed in that art as town planners were in
their specialty. The Health Service needed
some of the ablest men to come forward for
such duties, centrally and locally, and to fill
the group and divisional posts recommended
in the two recently published reports on the
organization of medical work in hospitals.
They would find much scope for their talents,
for the time was clearly past when indi-
vidual skills sufficed for successful hospital
work.

Concluding, Mr. Robinson offered a
"friendly criticism" of the medical profes-
sion that in their laudable concentration on
" this patient here and this patient now,"
they had in general tended to neglect the
question of general management of resources,
and in particular what the businessmen called
corporate strategy: "Where shall we be
going in 5, 10, or 20 years' time, what kind
of medicine will be practised, and what kind
of environment shall we be working in ? " He
therefore applauded the setting up within the
British Medical Association of a Forward
Planning Unit under Professor Henry Miller.
He hazarded a guess that fairly rapid moves
would be made in the functional linking of
the hospital and the community services. The
general practitioner would give a new dimen-
sion to the concept of the all-round personal
physician as group practice developed with
nurses and doctors forming the group. Hos-
pitals would become ever more sophisticated
and intensive in their approach to treatment.
Nevertheless, they would be places where
people might go more often but would stay
for a shorter time if they stayed at all. The
hospital of the future was likely to function
effectively only through its partnership with
the group practices, with which it would form
a complex for both curative and preventive
work.

TOMORROW'S BUILDINGS

Thamesmead: First Phase of Community Health Service
[FROM A SPECIAL CORRESPONDENT]

The overall proposals for the community
health service at Thamesmead, the new
G.L.C. development within the London
boroughs of Greenwich and Bexley, have
been described in other articles. '2 A new
stage in the project is marked by the current
exhibition at the Building Centre, Store
Street, London W.1, of the plans of Messrs.
Derek Stow and Partners, architects and
planning consultants for the health centres,
of the first phase of the development.
The essential feature of the Thamesmead

project is that medical planning should pro-
ceed step by step with overall planning from
-the very first stages. The aims of the medical
plan are:

1. To provide the best possible health ser-
vices economically feasible within the
present structure of the N.H.S.

2. To enable medical, dental, and other
students to see and partake in community
health care.

3. To promote research and experiment into
medical care and its organization.

The original proposals2 showed how these
aims could be achieved by a network of health
centres enabling doctors, dentists, nurses, and
other health staff (whether under the local
health authority or the executive council) to
work effectively together and in association
with the local hospital. The first two stages
of Thamesmead, which are now under con-
struction, will house about 10,000 people by
the end of 1970 and lie entirely within the
borough of Bexley. By 1981 a population
of 58,000 is envisaged.
As it may be five years before any build-

ing can take place in the centre of Thames-

mead, it is necessary to provide comprehensive
services as soon as possible. The proposals
illustrated in the current exhibition are for a
health centre to be built by the G.L.C. for
the borough of Bexley under section 21 of
the N.H.S. Act. As this may not be com-
pleted before the end of 1969, it is also
proposed that a temporary mobile health
centre be erected early in 1968; when the
first permanent building comes into operation
the latter could be moved to a new site in
Thamesmead.

Principles of Buildings
The bnefs for these two buildings were

drawn up by the General Practice Unit at
Guy's Hospital (Director, Dr. ROBERT
SMITH) working in close collaboration with
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