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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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Plan.

Thamesmead First Hcalth Centre: Approach from Lakeside Walk.
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(Ar.chitect: Derek Stow and.Partners.)
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the borough of Bexley and with the Medical
Architecture Research Unit at Southend
(Director, Mr RAYMOND Moss) and the
General Practice Advisory Service (Architect,
Mr. BRIAN BROOKEs). None of the hospital
services envisaged in the overall plan is now
involved, but otherwise the brief reflects in
miniature the ultimate aims of the project.
The design of the first building was

influenced by a number of important factors:
1. The need to be self-sufficient, taking

account of the possibility of some changes
in function as the total pattern of health
facilities grows.

2. The town-planning principle of segrega-
tion of pedestrians and vehicular traffic by
means of a pedestrian deck at first-floor
level: all traffic (but onlv a small number
of pedestrians) will approach the building
at ground level.

3. The site location (bordering on an arti-
ficial lake near one of the development
subcentres) and qide (rather less than the
floor area required).

The architect's solution was to raise the
main accommodation on a concrete deck to
first-floor level (that is, pedestrian-deck level),
leaving the ground floor for vehicle passenger
entrance, service rooms, stores, and a pram
park for the minority of pedestrians who
approach from a near-by bus stop and from
the subcentre via the lake walk. Car park-

ing is provided at this level under cover of
the pedestrian deck above.

Patients and staff arriving at this level can
reach the main accommodation by means of
lift or staircase, which discharges adjacent to
the main pedestrian entrance at first-floor
level. Immediately facing the patient on
entry is the reception desk, which has visual
control of the three sides of the square-ring
corridor. After registering, patients wait in
the adjacent general or dental waiting-rooms
(which include a children's playroom) and
are called down the east and west corridors
respectively to consulting- and treatment-
rooms.

Consulting-rooms

General consulting-rooms are served by a
treatment room, specimen room, and labora-
tory ; in addition, they share a supply store
and disposal room with the dental suite. A
small local waiting space is provided for
patients passing from consulting- to treatment-
room or-in the case of antenatal clinics-
in the opposite direction.

Dental patients pass from the main wait-
ing area, down the west corridor, where they
are met by the dental nurse. After treat-
ment they may return by way of the main
entrance, or, if a general anaesthetic has been

necessary, they may use the exit adjacent to
the dental suite, which is also used by the
dental staff.
A separate exit for staff is provided by the

escape stair in the north-east corner, allow-
ing them to arrive or leave without passing
the main waiting area (see plan).

It will be noticed that rooms around the
perimeter are those requiring a view and
natural light but no other special environ-
mental requirements ; rooms in the core of
the building would not benefit from a view,
but do require special ventilation of one sort
or another. Neither the consulting-rooms on
the east side, nor the dental surgeries on the
north, are overlooked, since they face the
lake.
The temporary mobile health centre has a

demountable structure, consisting' of four
single-steroye timber units, each the size of a
large caravan and containing part of the
health centre accommodation, fully equipped.
These units are simply carried to the site on
a trailer, set down on their skids and con-
nected by additional floor elements which
form waiting and corridor spaces.

REFERENCES
1 Brit. med. Y., 1966, 2, 1386.
2 Smith R. Curwen, M. P., Chamberlain, J.

Butterfield, W. H. J., Lancet, 1966, 1, 650.

CONFERENCES AND MEETINGS

Operating-rooms a Century after Lister: B.M.A. Symposium
[FROM A SPECIAL CORRESPONDENT]

A Lister Commemoration Symposium on
operating-theatre design was held at B.M.A.
House on 8 December, under the chairman-
ship of the President, Mr. R. V. COOKE.

Opening the symposium. the Minister of
Health, Mr. KENNETH RoBINSON, referred
to Lord Lister as one of the twelve
people who had done most to relieve human
suffering. At the present time new hospital
buildings worth £230m. were under con-
struction. In the interests of economy,
speed of construction, efficiency, and good
design his Ministry was now developing
standardized plans for operating departments,
but this would not mean stagnation. Alter-
natives were provided, and designs would be
continually brought up to date.

Concluding the opening addresqes. Professor
Sir HEDLFY ATKINS, P.R.C.S., outlined Lord
Lister's long association with the B.M.A.-
extending from 1863. the year after his quali-
fication, to his death in 1912. Within a
month of I ister'q publication of his second
Lancet article, in 1 867, the Aqsociation had
invited him to addresq their Dul-lin meeting.
He became president of the surgical section
in 1 870, and firqRi described the famous car-
bolic spray at the Plymouth meetincnof 1971.
Although relations with the B M.A. were
subsequentlv less good for a time-largely
owing to the activities of the then editor of
the Briti.sh Medical 7ournal-amitv was later
restored, and a special Lister issue of the
B.M.7. appeared early in the present century.

Wound Infection
The first speaker in the symposium itself

was Professor R E. 0. WILLIAMS (St. Mary's
Hospital Medical School, London), whose
subject was wound infection. The overall
incidence of this was about 6.7%, but this
figure concealed wide variations between
different hospitals and operations-from
I 80/% to 170%, according to hospital, and
from 1 % or less for orthopaedic operations
to 15 "/> for gall-hiaddej surgery. Infection
acquired in the theatre probably accounted
for about 200/% of all wound sepsis, though
the proportion might be as high as 50% for
prolonged thoracic surgical procedures.
The source of infection varied with the

type of organism. Staphylococcus aureus
commonly came from the nose or skin of the
patient or hospital staff, and the carrier rate
in patients rose from 35%/, to 50%/) while in
hospital Two per cent. of patients carried
penicillin-resistant strains on admission, but
the proportion could rise to 20% or 300/%
during a prolonged stay. Probably post-
operative wound sepsis with Staph. aureus
was commoner in patients who were or had
been carriers; during prolonged operations
some bacteria almost inevitably fell into the
wound. and many of these were the patient's
own staphylococci.

Three other organisms-Fccherichia coli,
Pceiidomonas aeru ,inosa, and Clostridiium
rvelchii-could also cause self-infection. The
major source was intestinal, but Ps. aeruginosa

bred in moist environmental reservoirs such
as sinks, sluices, and humidifiers ; to a lesser
extent this was also true of E. coli and per-
haps Cl. welchii. A study of 20 patients
with postoperative gas gangrene had shown
that 18 followed lower-limb operations, 11
of them amputations. The antiseptics used
had been ineffective against clostridial spores,
and no prophylactic penicillin had been given.
Cl. welchii was normally present in the intes-
tine, and operations on the upper leg were
readily contaminated from the anus. By
contrast, Cl. tetani infection was almost
always due to faulty sterilization-often of
dressings or glove powder.

Preventive Measures

Professor Williams concluded by recom-
mending preventive measures-proper steril-
izaqtion for tetanus, suitable antiseptics and
chemoprophylaxis for gas gangrene, and
careful control of humidifiers and other moist
areas for prevention of pseudomonas or E. coli
infection. Staph. aureus presented more
complex problems involving control of
carriers and skin spread.

Some of these were covered by the second
speaker, Professor R. A. SHOOTER (St.
Bartholomew's Hospital, London)-speaking
on dispersal of bacteria-who suggested that
adoption of the measures proposed by Pro-
fessor Williams would reduce the incidence
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