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run out of hospital once again, perhaps a year after admission,
into the waiting arms of their parents. I cannot tell you of
the miracles which our plastic surgeon has performed. There
is perhaps just one case which may be mentioned.
A very old man returning one night to his hut some 10 minutes'

walk from Mbabane Hospital rather under the influence of liquor
fell face first into the brazier burning in his hut. His face was
so horribly disfigured that he horrified the village children, with
the result that the village elders decided that he would have to
be evicted from the village.
The eviction took place one Saturday morning, and more

through good fortune than anything else he made his way to
Mbabane Hospital on a morning when our plastic surgeon was
in attendance. The surgeon could not promise him the same face
as he had before the accident but could promise him a somewhat
different though presentable face. More, I think, to acquire free
board and lodging than to acquire a new face the patient gladly
accepted the challenge of five or six operations and a stay of a
year in hospital.
A year later I was in attendance when he was due to be

discharged. During his stay in hospital he had received no visitors
from his home village and there had been no communication
between him and his friends and relatives at home. I thought
of the complications which could arise when this man suddenly
presented himself at his home village after an absence of a year.
With this in view I asked a staff nurse to accompany him.
The staff nurse returned late that evening, some six or seven

hours after his discharge from hospital, with the following story.
His fellow villagers did not easily recognize him and, having
suspected that he was long dead, refused to acknowledge him
when he claimed that he was the man who had been evicted
from their village a year previously.
Among his grandchildren, however, was a little girl who was

blind and who did not have to distinguish his facial features in
order to recognize him. She recognized his voice. "It's Grandpa,
it's Grandpa," she cried. Soon the other grandchildren took up
the cry as well as recognition dawned on them, and within a
short period it was the grandchildren who persuaded the rest
of the village that this was indeed their prodigal grandfather who
had returned.
A beast was slaughtered, the beer began to flow, and soon the

whole village were eulogizing the miracles of Mbabane Hospital
and of "Harry's Angels."
This moving story made me ask the staff nurse why the

little girl was blind, at which she was very surprised and
blankly answered "I don't know." "Please see if you can bring
the child into hospital tomorrow morning," I requested, and
indeed the next morning the little blind girl saw our ophthal-
mologist. He pronounced that the blindness was curable, and
today she can see and is a constant visitor to the hospital (in

a social capacity) on Saturday mornings when Harry's Angels
are in attendance.

The Future

What of the future? In the immediate short term the future
of the scheme is indeed bright. The panel of eight specialists
who initially motored down to Swaziland has grown to a
panel of 130 medical consultants representing every aspect of
medical life, all of whom are available at very sh,ort notice
when their services are required. Any facilities, equipment, or
instruments that are needed for the spcialists to function
adquately are paid for by the chairman's fund of the Anglo
American Corporation. There have been additional very useful
donations from other large South African organizations to
help purchase necessities.
A unique project to be undertaken in the very near future

will be the provision of spectacles for those who cannot afford
them. This is being undertaken by a South African branch of
an international service organization. I doubt very much
whether at any time in history a whole nation or country has
had optical services provided to them by groups of people
stationed in an adjacent or neighbouring territory. At present
a child in the grades or early standards of primary school may
become a "drop-out" even though he or she may be univer-
sity material because the child cannot see the blackboard and
because the parents are unable to afford spectacles. In the
very near future all such children will be provided with the
optical aids that they need.

Conclusion

When our scheme first started in Swaziland there was an
absence of medical consultants in that country. Now, some
four years later, there is an able physician at Mbabane, an
excellent paediatrician (with an Edinburgh postgraduate
fellowship) at Hlatikulu, a Korean surgeon at Hlatikulu, an
American surgeon at Manzini, and a British surgeon at
Mbabane. I have little doubt that in 10, 15, or perhaps 20
years Swaziland will have, living within its own borders, every
type of medical consultant it requires. When that happens we
will make our last trip back from Matsapa to Jan Smuts
Airport, thus cutting the umbilical cord that joins Swaziland
to the medical fraternity of Johannesburg; thus with a sense
of reluctance but thankful for the opportunity given us to
serve the people of Swaziland.

Impressions of Cogwheel

A Medical Advisory Committee Chairman's Views
FROM A SPECIAL CORRESPONDENT

British Medical3Journal, 1972, 4, 290-291

The two Cogwheel reports' 2 both concerned the organization
of hospital doctors, not the actual medical work done in
hospitals. If the reports were put into practice completely one
result could be a chain of administration or even clincal com-
mand from the Chief Medical Officer to the individual con-
sultant, Mr. Warminster,* a consultant surgeon, maintained,
voicing the fears of himself and his colleagues. Of course, he
continued, the chairman of the group medical advisory com-
mittee had a duty to tell his colleagues about decisions and

*the name is a pseudonym

policies recommended by the regional boards and hospital
management committees, but it was only a small step for
him to have to see that the recommendations were carried out.
Indeed, Mr. Warminster believed that the position of chair-
man would soon become very distasteful: no-one would take
it on voluntarily and they would have to be offered payment
as an inducement-particularly in the new organization of
1974.

In his hospital group, one of four in the area, divisions had
been set up in the major specialties but no group medical
executive committee had been formed. This made his group
one of the 30 Cogwheel structures without one of these
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committees-contrasting with the 152 large, small, and single
specialty hospital groups which had created Cogwheel
structures by March 1972, and the 157 hospital groups which
had not implemented Cogwheel at all.2 Instead, the group
medical advisory committee had been retained both to avoid
any "chain of command" and to allow every consultant a
voice as before. As there were only about 40 consultant
members, and as usually only a hard core of about 20 turned
up to meetings, the committee had been-and still was-of a
manageable size. The chairman was elected every year (up to
a maximum of five) and meetings were held every two months;
at these the divisional minutes were circulated and discussed
with the divisional chairmen, who were anyway members of
the group medical advisory committee. The committee
then reported to the finance and patient services
subcommittee of the hospital management committee, where
detailed discussion was possible, and then a joint report was
made to the hospital management committee.
Mr. Warminster was adamant that the consultants would

not like it if decisions taken by a group medical executive com-
mittee could be vetted by the group advisory committee only
once a year, and that everybody on his advisory committee
agreed that the executive committee was undesirable. The
membership of the advisory committee included general practi-
tioners who had general-practitioner beds in the area together
with representatives of the local medical committee. Neverthe-
less, there had been no enthusiasm for a division of general
practice. Mr Warminster commented that most general
practitioners were doing a good job with poor technical sup-
port but that he was sure that they were not interested in the
mechanisms of the National Health Service.

Medical Officer of Health's Role

The medical officer of health was a useful member of the
advisory committee, and the group secretary was also invited
to its meetings; on the other hand, the chief nursing officer
was not a member, though nursing representatives were in-
vited to divisional meetings. Indeed, turning to the Salmon
report,3 Mr Warminster said that, while he agreed with some
aspects of the Salmon nursing structure, he could see little
value in the middle management (grades 7 and 8) and felt that
they should be abolished. The ward sister (grade 6) was, in
his view, the supreme authority over the functional hospital
unit-namely, the ward. One thing Salmon had done, how-
ever, was to increase the numbers of nursing teaching staff,
which was necessary now that nursing hours had been re-
duced; but it could be bad for the ward sister's morale if
nurse tutors paid too little attention to the needs of the wards.

Despite his group medical advisory committee's reservations
about Cogwheel, the advantages it offered in terms of admini-
strative support had been obvious. The amount of paper now
issuing from the Department of Health and Social Security-
and to a lesser extent the regional hospital boards-was ab-
solutely enormous. Sorting this paper and directing it to the
right place needed a great deal of secretarial help. His advisory
committee was fortunate in having an excellent administrative
assistant and also a secretary to look after the minutes. On the
administrative side, Mr. Warminster was far from happy with
the statistical information provided, including the Hospital
Activities Analysis-a D.H.S.S. experiment in computerized
feedback of information on bed occupancy, length of stay for
individual diseases, and other numerical data. He doubted the
validity of much of these data. Medical statistics were
notoriously difficult to collect and the results were, in any
case, interpretable only with an exact and expert knowledge of
the facilities of the unit being considered. Medical statistics,
Mr. Warminster went on, usually consisted of a rather
acrimonious discussion between representatives of the regional
hospital board and the hospital management committee, which
was usually resolved when it was discovered that there were

two beds in the attic which were never used but which were
still being counted. He thought the wrong things were being
examined. The statisticians were obsessed with medical
statistics because, on the face of it, the hospital service-where
most of the money was spent-was directed to treating
patients. In actual fact most of it was a hotel-keeping exercise,
which had never been properly costed.
No real commercial costing on central sterile supply, hos-

pital launderies, hospital manufacture of pharmaceuticals, or
hospital kitchens had ever been performed, and it was still
impossible to find out whether it was really cheaper to buy
commercially or to produce within the organization. What
about the Department's recommendations on matters such as
outpatient surgery, I asked. Mr. Warminster's own surgical
division-which was fully stretched and efficient according to
its statistics-had looked into the possibility of outpatient sur-
gery, but could not have taken on this work without increasing
the number of secretarics, medical social workers, surgeons,
anaesthetists, operating theatres, and overall equipment. He
had written to some of the enthusiasts who had published
articles on this subject but his letters had never been answered.
In short, for both the advisory and the executive committees,
wrong statistics were worse than no statistics, and accurate
statistics were very, very expensive.

Medical Politics

As chairman of the group medical advisory committee Mr.
Warminster reckoned to cast his eye over the whole medico-
political scene. He was not worried about the hospital junior
doctors, who were free to attend the divisional meetings if
they wished. On the whole they were not interested in ad-
ministration-an attitude he thought entirely normal and
healthy. Mr. Warminster considered that the N.H.S. was
efficient rather than inefficient (his acquaintances in the busi-
ness world supported this idea) and, so far as its reorganization
and unification in 19741 were concerned, he hoped that the
financial arrangements for the area health board would include
big alterations in the usual Treasury rules. We were, un-
fortunately, foregoing the opportunity of small localized experi-
ments in health service reorganization, but the area health
boards should be allowed to make their own financial mis-
takes. This would also make it easier for the Secretary of
State to start saying "No" to projects that were out of reach.
Casting his eye even further afield, Mr. Warminster thought

that entry into E.E.C. would be disastrous because of the
incongruity between medical organization in Britain and on
the continent. The former had a large, comprehensive, and
very well-trained body of hospital specialists who were easier
of access than any other group in Europe-but these same
specialists would be the worst paid in the whole of the E.E.C.
Doctors had to overcome their distaste for talking about
money, and this was one thing the Cogwheel system might
do. In his committee money could be freely discussed since
one of their bright senior house officers had recently been
recruited into general practice by a starting salary of £5,000
rising quickly to £11,000. The divisional system also allowed
political as well as practical matters to be aired and this could
strengthen the morale of hospital doctors.

In spite of Cogwheel's defects, and the pressures on it
locally, regionally, and perhaps from Europe, Mr. Warminster
was not pessimistic. "Sense will prevail eventually," he said,
"but I hope it does so in my lifetime."
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