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PREFACE

Ade. The worldwide eradicatioq of disease is a declared major goal; of United
States health efforts, and,aid to all nations toward the elimination of hunger,
and sickness is an aini that has been officially enunciatet on several occasions.

Much progress in these directions has and is being made, and the John E.
Fogarty International Center for Advanced Study in the Health Sciences is
playing a part in this progress.

t, Established as part of the National InstItutet of Health in July 1968-, and,
nani'ed iti memory of the "late Congressman John E. Fogarty of Rhode Islarid,
the tenter is an Organization envisioned by Mr: Fogaity and Called for in his'
address to the Third National Conference on WorldHealth iii September 1963,
as "a great international center for research in biblogy and medicine dedicated
to international cooperation and collaboration in theinterests,Qf the health of
mankind." ' , ,

The'-Center serves as the communications pulse for scientific information
emanating from abroad and provides American and foreign scientists oppor-
tunities to deal with/ complex problems of vital concern to mankind's
wellbeing. These Optiortunities and services are inherent in the Center's
International Education Prograrp, in its International Fellowship Program, the
Visiting Program for Foreign/ Scientists and the Iitemational Research
Fcchange Program which enables American health prqfessionals to .study
abroad.

)
Many and vaned health-related topics have beeii investigated by the Center's

Scholars-in-Residence Program, by a continuing program of conferences and
seminars, and by its6-year -old Geographic Health Studies Program. This latter

. enterprise has undertaken a series of studies designed to obtain and disseminate
comparative tnowledge of the health care systems of other countries.

This document is theAird in a series of 'studies which examines the British
National Health System; Which was deVeloped alound an advanced medical-

. scientific capability. It represents an alternative approach to a health delivery
t system, relying, significantly upon regional and local authoritie's to plan and

provide the Serfice. Studies of this health system will,thereforepermit access to
41111.kno and eAperience beneficial to other'countries seeking to provide the

most of 1 ;ent health care for its people. Additionally, it is hoped that.
knowledge of medicine in the . United Kingdom will provide a batis for
improved cooperation between Clinicians, health scientists and health adminis-
trators in the United States and the-United Kingdom.

The principal discussant of this document, Sir George E. Godber, conducted
"Conversafions" during his appointment as a. :Scholar-in-Residence at the

^ -Fogarty International ciiter. As a former Chief Medical Officer of the
''''--"' Department, of Health and Social Security; Sir George Godber is eminently'

qualified to discuss the ';various aspects ior the National Health _Service.. He
\ brings an, iiiternational perspective to his observations since he has visited mbst
Vf the countries of Europe and is acquainted with patterns of organization of

, health services In these countries and in North and South. America and
-Australia. _
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Inquines'abouirthis and Other publications of the Geographic Health Studies
Program, which are listed elsewhere in this book, should be directed to Dr.
Joieph R.- Quinn, Geographic Health Studies Program, Fogarty International
Center, National Instilutes Of Health, Bethesda, Maryland 20014.

L
'MILO D. LEAVITT, Jr., M.D.
Director .

Fogarty International Center
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1 Septembei 10, 1975

. THE EVOLUTION OF THE
NATIONAL HEALTH SERVICE r

DR. MILO D. LE-AVITT It is.a great pleasure for me to introduce our
speaker _tins afternoon, Sir George Godber. Like many members of the
international community, I have known Dr. Godber for many years both in
Her Majesty 's Service as concerned with the National-Health Service of Great
Britain, and during his attendance at many World Health assemblies, and for his
contributions to the World Health Organization itself.

Before his retirement frum government service, he was Chief Medical Officer
of the British Department of Health and Social Security. Since retiring he has
been very much in demand by audiences here and abroad and his services have
been sought for a variety of international activities.

_ With his 'talk tlus_afternon, which w.e wbuld.like to be very informal, Sir
George introduces a new Fogarty Center series, a British Health Series, which is
a component of the Center's Geographic Health Studies Program. In view of
the attention being given in the United States..to the development of national
health insurance, and to the ultimate possibility of a national health service,
this afternoon's topic, The Evolution of the National Health Service, should be
particularly interesting. ,

A GEORGE GOOBER: Thank you very much. I need hardly say that I
am very glad to be here and most proud to have been invited to come here as a
Fogarty Scholar. I have been in this room and in this building a good many
times before atjheetings, but now I have to try and convince myself and you
that bringing me here has really been worth the effort on the Fogarty Center.'s
part.,

I am scheduled to do ten sessions on this subject, and during this initial
meeting it is my intention to talk not so much about what the British National
Health Service is doing now, -as how it evolved, going a long way back. My

!reason for doing this is that I believe there are illusions among the professions
and the public that you can suddenly, as it were, go to the legislature one day
and say, "Let us have a health service." And they will say, "Oh, good idea. So
be it." And the next day you introduce a he4Ith service, something you didn't
have before. Well, nothing could be further frOm the, truth: Of course, a health
service builds up, as we all know, over many, many years but what we hacLin
Britain on July 5, 1948which was the first day of the National Health
Service--was just what we had had on July 4, but we paid for it differently.
That is really tvhat happens on your appointed day.

Once, about a year after the British National Health-Service's beginning, I
was speaking to a group of students in Cambridge-. They included some people
who were clearly hostile and cirie who was equally clearly the son of aw

.disenchanted established doctor. The latter, posed a long rhetorical question,
ending up with."Why July 5?" To which I refilled, "It was the middle Monday
in the year, and that is as goqd a reason as I know for starting anything, if you
cannot take the flist of the year."

1
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What I am saying is that the evolution of health services in any Country, and
in Britain the same as anywhere else, depends a great deal upon the pattern of
organization of society, both central and local. It has to be local as well as
central, it is an illusion to believe that personal health care can be organized
from a government department. This is impossible-the best contribution that a
government department can make is to provide satisfactory local agencies in
support of the provision of health care. Other factors influencing the way it,is
done Are the structure, the distribbtion and the. influence of the medical
prOfessionalid those, of course, change over the years. So that the way health
service negotiations might have started with the medicai profession in Sweden,
where there was. a rather different relationship with government, was quite
diffejent from the method of starting in Britain. Then there are also the
chaking needs and capabilities of the protagonists of health care, changing
health needs because the techniques of 11ealth have enabled dealing with
communicable disease. Thus there suddenly la re problems that are not news, but
problems for which there previously had not been time or aptitude, such as
chronic and degenerative illnesses and the burdens they put on people.

Of course, the new developments of pharmacology and the pharmaceutical
industry contribute very largely to what can be done by providing vaccines and
drugs that really do something. Whereas, for example, 50 years ago we ,had
quihine and thyroid extract; we did not have insulin, we had the alkalis for
some urinary infections and we had aspirin, but what else was there? Even the
arsenicals for treatment of syphilis, for instance, were rather risky to use and
not wholly effective.

Thereforey the stage we have reached in the technical development of health
is going to make a considerable differeriCe to the urgency with which we face
the need to provide for it:There is also the public perception of the need for
protection and care. At the beginning of this century people were taking What
came with a great deal Fess expectation from the medical profession than they
would today. After all, people such as Hippocrates or Democedes perhaps
opined about certain ,disease eventualities, and doctors at the middle of the
nineteenth centu'.y hadn't progressed much further, and maybe weren't even
as accurate,. But now the public knows that medieme can do a great deal,
expects much more from it, and requires to have it explained.

There are also precipitating factors for change, like Ahancial stringency,
which necessitates a search for the simplest, most economical way of providing
services. Industrial changes, too, lead to movement of population and
precipitate,the need to provide organized health services; and a major War will
completely change the outlook of a grlaup of people who have experienced an
organized health service, perhaps in the forces of tkeir country, during
wartime. - -

In the USSR, or in other countries whiciihave facerr-eVolution, a socjal
revolution leads to an immediate decision to introduce something organized for
the care of health. And all those things, except revolution, came together in
Britain in the period 1946-48. But I go back to-recapitulate-a little of what
was happening earlier, before that.

In the nineteenth century in Britain personal healthcare was regarded as
being wholly the responsibility of the individual. But groups began to organize,
among the poorer people at least, in order to provide some sort of repayment
insurance. This was done on a much more extensive scale in other European

2
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countries, particulaily Denmark and Prussia, but in Britain by the end of the
century *there were large Friendly Societies, as they were called, providing
under contract with doctors some kind of medical care, as well as payments
during illness, to their members. They drove, pretty hard bargains with the
doctors with whom they contracted. That,, indeed, was one reason a
national organization 9f insurance- provided service later .became necessary.
Before that, from 1835 on, there had been the Poor Law system for taking care
of indigents and, since the term indigent would sometimes Includinose who
were. sick, the Poor Law system had to make some pravision fot the care of
people who were ill.

In this same era came the beginning of concern with the environment which,
being conducive to the spread of comffiunicable disease, was the cause of much
martalityat that time. From roughly the middle of the nineteenth century,
government began to concern itself with improving sanitation, particularly to
towns, a concern brought about by the movement of population during the
industrial revolution.

There was established in Britain in 1848 a central authoritya central board
of health under the Privy Council, in addition to already-established Incal
bodies respOnsible for health care in towns. The major health legislation of the
nineteenth century occurred in 1848 and 1875, and was directed mainly
toward control of sanitation and water quality, the clearance of wastes and so
oil. This legislation Was beginning to produce substantial effects on health even
before the nature of infection was known. But once the nature ..of infection
began to 'be understood, communicable disease control began to be-undertaken
more systemically and the establishmen't of hospitals for isolating patients
suffering from iaectious diseasein addition to thoie already existing for the
isolation of smallpoxbecame general from about the year 1880. Before that

' time, the principles of isolation were so little understood that in the days when
smallpox patients were isolated it was the custom_ for the drivers of
horse-drawn ambulances to stop.at public houses on the way to the.isolation
hospital.' The driver would regale himself and the public would look at the
unfortttte patient through the back door of the ambulance. This led to the
belief that infection escaped from smallpox hospitals, but what really was
happening,was that no one was taking care of the infection from the patients
going into them. i

By then, too, the segregation of others thought to be dangerous to the
public, such,,,as 'those who. were mentally, ill or seriously mentally handicapped,
began to be undertaken, usually in large institutions behind,higli brick walls, .
out in the cduntryside. There was little, idea of treating the unfortunate
patients. But in the middle of the century there Nias a very rapid growth of the4

voluntary hospital movement which had led earlier to the establishment of
famous teaching hospitals like Guy's and St. Thomas's in the previous century,
and St. Bartholomew's as fir back as monastie times. This movement spread
throughout Britain in the eighteenth century.

Somebody like Benjamin Gooch of Norwich, who was; that city's most
distinguished doctor at the beginning of the last century, was actually
instrumental in collecting the money to build a hospital whichthe buildingis
today still in use as the postgraduate center for the Norfolk-Norwich district.
Indeed, I had the privilege of opehing it as a postgraduate center when we
replaced it with a new hospital building just 2 years ago. Butthose hospitals



which started as places ,for nursing the sick poor as opposed to elderly,
permanently incapacitated and chronically sick people, began to be- used -by the
medical schools and by the developing specialties in the, medical profession in
order to provide care for the acutely ill rather than gupport, for the sick poor, ,
i.e., those suffering from acute illness rather than those who necessarily had to
stay for a longer time.

At the same time the profession of, 'medicine was getting organized.
Physicians and surgeons as specialist's had, been organized in London,
Edinburgh, Glasgow and Dublin for many years before the start or the
nineteenth century. But thecIkroqp from which general practice has mainly
come, the apothecaries, although they had been organized from the seven-
teenth century, began to develop with the establishment of the grit qualifying
medical -examinations in Britain in -1816. The more prestigious Royaf College
of Surgeons and Physicians in London took another 40years to follow the
progressive example of the general practitioners.

In the latter part of the century the universities 'and their medical schools,
Outside London, were developing more rapidly than the hospital-based schodfs
in that city. The London schools (which perhaps are still those with the highest.

prestige in Britain) today -cannot really be said to deserve pre-eminence with
the expansion of uniArsity-based schools -Which were establish,ed as such
before most of the London schools were transfeired to universities. Inciden-
tall the latter event was a by-product of establishment of the National Health,

Service.

r

,
One thing that happend in Britain and which distinctively different from

events-in the United States, is that the specialist-general practitioner relation- -
, ship changed. The internists had fought physically and legally with the
apothecaries in earlier centuries anonly slowly had come to same sort of
division of function between them, with the physicians acting as constOtants
upon patients referred to them by apothegms. And apothecaries, whbliad
originally been more druggists than doctors, had become the doctors delivering.
most medical care in Britain and were diitnbuted over the wkple of the
country by the end, of the nineteenth century. Sorge nursing sclioffs had been
established. Florence N' 'ale, .for instance, had established the .nursing v.
school at St. Thomas's , and the Queen's Institute of District Nursing .

had established nursing s which; through'voluhtary Organizati*, were
t,. available to people in their wn home, mainly in rural-areas. , . .

Later, in the period '1900-39, personal preventive car began to be
organized. At first, this was on a voluntary basis toprov.ide well-baby care and ,

some' antenatal care,. from about 1990 onvfards.,This developed slowly up to

larger loCal government agencies. Tresponsibility4of some of the' he
1919, at the end of -World 'Wan it b1, by which time had el

ool
Health Service had been established in 1907 because of the findings of
unfitness' of so many recruits at the time of the South African War, an
experience Which I belieye was later repeated in the OniteStates, at times of
recruitment for wars. .

In 1905, a Midwives Act established the training and control of inidwive .

who, from then on, took care of an increasing proportion bf the deliveries of
pregnant women. The Friendly Societies inktheir 'contract practices had

'developed further but it wasn't until 19111hat -a reforming Liberal ,

Government with Lloyd George as its lehder ICI this respett, decided that there

12A
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must be a universal health insurance program on behalf, at that time, only of
insured workers. Now, that differs from some of the arrangements made by the
stringer health insurance organizations in some of the Western European
countries, notably the Federal Republic of Germany anil Denmark, where
dependants of insured workers were brought into the insurance system.
However, a British insured worker who was entitled to free medical care and
was .paid something in lieu of his wages if he was sick, had to make his own
arrangements for any care that his family might need. Inevitably, in those
circumstances, in the poorer groups the family went short of care.

Traditionally, the medical profession invariably shfes away from any kind of
organization of its services. And in 1910 and 1911 in Britain it ran true to
form, for there were proposals for the wholesale withdrawal of doctors from
services in particular are s, and there were even doctors .who, because of Their
icnoWn resistance 'to natio al health insurance, as late as 1911 found themselves

. threatened by mobs. The , again, as always happens when government and the
- maple want to go the ri t way and the doctors do not, the doctors were

finally persuaded to give in by those exhibiting greater good will, and national
health insurance was introduced in 1911.

At that time doctors tended to have their own insurance, clubs in order to
take care of the dependents of insured workeri, and this 1911 national
insurance had one very interesting by- product a small part of the contribution
made by workers was set aside to support medical research. Before World War I
a Medical Research Committee was established using funds from this source,
not funds contributed by the government. Also, a small part of this money was
set aside for providing what was called sanatorium benefit for the tuberculous, .

at atime when such sanatorium care was a relatively new development.
World War I sharply increased concern about' the health of children, and also

'increased the demand for :intervention by local governnient. Many fof the
elected councils of cities and counties had not used their powers to,-proyide
antenatal and well baby care, and it was not until a parliamentary Act in .1920
placed a duty on them to provide such services., that people in all fltit4T-the
country began to benefit.

Later, in 1920, the Ministry of Health was established. (I wilreig 44-
more about this on a later occasion.) The Ministry brought together most of
the health functions of goiernment and acted as a supervisory bOdy over local'
authorities responsible for providing health care, and over local comnrdtfees
responsible for administering national health insurance. Thus, tire- central
governinent's activities in health areas, which pieviously had been condutted as
a relatively minor ictivity of the Local Government Board, now became the
major concern of the Ministrya full-scale government, department. Other
professions were also beginning to be organized at this time; nurse registration
dates from 1920 and the registratiop of dentists from 1921.

From then on the development of organized health facilities progressed
much more rapidly. Increased health responsibilities were given to larger

4 elected city and county local authorities, which, unlike those in Sweden,.New
Zealand or Denmark, had otker large local government _responsibilities. So,
although these British authofttierlad increasing health responsibilities to
discharge, using locally-raised tax funds, they had other even larger respon-
sibilities such as education, the provision of roads. and control of the
environment, and these took up more of their concern than did the health

s
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responsibilities. They were later to inherit, in 1929, the responsibility for
operating the Poor Law, which since Elizabethan times had been running as a
local means of taking care of the indigent, and which by this time had a large
health component; indeed, it probably had more .nonpsychiatriC hospital
beds than did the nation's ot yr hospital authorities' altogether.

In 1929 and 1 1933 legislation consolidated the responsibilities of
locally-elected goverriments And gave them power to put all instituilonal health

4- care under their health organizations (rather than their welfare systemt). That
was a significant change because locally it wps bringing together the various
components of health service.

Tfiroughout this period, the voluntary hospitals had continued to grow, but
they had also continued to be =teasingly selective in the patients for whom
they cared: Originally set up to house the sick poor, 'they had become places
where doctors with specialized training were providing care for acutely-ill
patients who stayed in hospitals for relatively' short periods. Just as general
practice and specialist practice had been separated outside hospitalsso that
the specialists saw only patients referred to them by general practitionersthe
stiff pats in hospitals where specialist work was perfOrmed also came to be
available only to selected people, people selected for their specialized
qualifications. Physicians in good standing in the area did not have admitting
privileges, unless selected, save to small cottage hospitals in rural areas.-

But in the 1930's.medical discussion of a health service for the nation Was
becoming commonplace. A report by Lord Dawson, which was the result of a
committee's work in the early 1920's, was very widely read in Britain and
elsewhere. This suggested a regional basis for providing health care. Discussion
in the medical profession, abbut the desirability of providing a health service,
mainly centered on 'questions such as :Phe ther =et not it should cover all the
people. (The, service in Denmark,' for instance; until quite recently differ-
entiated in its .provisions according to income level.) But, of course, hospital
services and geiieral practitioner services had been developing continuously, all
this time, whatever administrative discussions there might have been, and one
thing that national health insurance had made certain was.that there would be
a doctor within reasonable physical distance .of every member of the
population. Today, there is hardly anyone in Britain,who has to go 10 miles to
reach a clOctor. While there may be a few isolated people in the Highlands of
ScotlaUd or in Wales, in England this situation is most unlikely.

The preotcupation of the period of World War II, 1939 to 1945, was with
war requirements, and war requirements in Brita61 meant dealing with armed
forces casualties and civilian casualties on a very considerable scale. Populations
were moved from the cities likely to .be exp6sed to bombing, and it was
necessary to provide them with health care in the rural 'areas'in which they
were biffeted. In the first weekend of the War 2 million people went out of the
cities into the countryside, and this, in a population of ab,out 40 million, meant
a considerable shift in the burden of work. It also was necessary to provide
hcispital accommodation outside the main cities because, of the risk of air
attack on city hospitals. Required was an ambulance service to cover the whole
population, a service that had not previously existed, and since many civilian
doctors ,necessarily were inducted into the services' medical corps, civilian
health services weremedically depleted.

14



,
During the war, one of my jobs was to provide on very short nong

maternity homes for women m advanced pregnancy who were evacuated from
London, the south coast, and Sheffield, and one or two other areas likely to be
attacked. In this way maternity hospitilines were brought to countryside
populations who !lad ,not previously had them. These things had to be done on
a regional basis, and there was a Ministry of Health regional organization which
in effect organized the strategic use of the hospitals in war. The large voluntarj,
hospitals were dependent predominantly on financial support from the
government, at least for most maintenance.expentlitures (there was no hospital
building going on at that time). It was at that time realized that. British
hospitals needed radical reorganization and, even in the war years 1943 to
1945, It was decided to survey all hospital acconunodations. The country was
covered by 10 groups of surveyors. I was olie of those surveyors, and I dealt
with the Sheffield and norTh Midlands regions m partnership with the
pediatrician, Sir Leonard Parsons, and Mr., Clayton Fryers, who is a hospital
administrator. still living. We .visited all the hospitals, discussed the local
situation with staffs and management in every one of them, and came up with
a report suggesting how they should be reorganized. Every regional team
recommended that there should be a regionally-planned service with reorgani-
zation of the existing dispersed units into district groups.

During wIftime, also, the government commissioned a report on social
security arrangements to be introduced postwar for the whole population. The
responsible committee, chaired by Lord Beveridge, produced a report written
and signed by him which has since been known as the Beveridge Report. The
report was written with the assumption that there would be a national health
service after the war and, it contained another less wise assumption that suchfa
national health service would unprov.: the health of the people to the extent
that there would be less ill health to be treated. Today, of course, there is the
realization that what it does is prevent people from dying early, possibly
preserves their health fora_ short time, but m the end makes certain that they
will need health care over a longer period and perhaps much more of it in their,
old age. . . I

At the same time, the British Medical Association and other profesional
groups were also looking at health service. These groups produced their own
reports and came out in favor of regionally-planned health services. The BMA,
however, believed that only 90.percent of-the populationjhould be covered,
including cover for the dependents of insured workers, and that the remaining
well-to-do or relatively° well-to-do 10 percent should pay for their own
carethe assumption being that they would pay at a higher rate.

In this wartime period it became necessary to develop some of the
specialties, because developments were occurring in radiology and pathology,
and in some specialties such as surgery of the central nervous system and the

4 chest, new resources were available for treating patients with ionizing radiation.
Substandal improvements were in fact made in those highly specialized
services, initially to fill tI'e needs of the military but also in the best intbrests
of the civilian population. Very considerable wiirtune-unprovements were made
in pathology arid ,radiology services which outside the main centers had not
been adequately covered prewar. In,1944 the government published a White
Paper which stated the case for a national health service but contained the
assumption that ,new national health service agencies would be bodies which
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would finance health care through making arrangements with the existing
owners of hospitals-rather like the Australian and Canadian Hospital Commis-
sions were doing up to a few years ago. However the Paper did state that the
service was. to be comprehensive; all kinds .of health services were to be
provided for all the people. Negotiations began while World War II was still in
progress and 2 Bill was drafted by the so-called Caretaker Government, mainly
Conservative, for about 6 months between the end of the wartime Coalition
Government and the election of a Labour Government in the summer of 1945.

In the period 193945 there was a generally recognized need for a national
health service. We had-all _kinds of existing services, all probably needing
immediate reorganization. There were voluntary hospitals, partial ambulance
services, home nursing services, all largely dependent on voluntary funds
peacetime, but most now virtually bankrupt unless financed by governmen .

We had the social security reforms recommended by Lord Beveridge which
both govemmeni parties were committed to introduce. We had a Labour
Goverment with a massive majority and prepared to be radical.

Governments, in my experience, are prepared to be radical only when they
have substantial majorities and in the early years of their tenure, because when
the next election day begins to loom, thought begins to move forward on lines
not entirely in accord with the wishes of those wanting to see radical changes.
Nevertheless, in Britain at that time we had a powerful government with one of
its strongest members in Minister of Health Mr. Aneurin Bevan. And there were
a number of decisions personally attributable to Mr. Bevan or those that were
implementations of his party's policies. First, the service must be for
everyone and mainly centrally financed, and comprehensive in the sense that
there.was to be no income limit above which patients were not entitled to free
care. This service was to be free at tiltt time of use though it did allow for
payments being made for certain kinds of supplies:

Then came one of the really crucial decisions; one which I think has been
largely responiible for such success-and I think it large-as the National Health
Service has had. It was decided that hospitals would be transferred to state
ownership. Now, it is not claimed that such a transfer could be accomplished in
the United States next week, because I know that it could not. But British
hospitals wgre either voluntary-where doctors made no charge for their
services and which' %vele nonprofit-or they were local authority hospitals
where, again, doctors made no charge for their services and which, again, by
law were nonpr6fit. So we were not faced with the problem of expropriating
resources from which people might make a profit. Indeed, profit- making
hospitals were excluded, and thIrt meant that a number of small nursing homes
where specialists did some of their work were 'not transferred, but all the
hospitals that mattered were transferred to the state.

The next decision was that: the management of hospitals was to be local, but,
that the services to hospitals of the specialists working in them were to be
planneil and paid for regionally. Further, teaching hospitals which provided
teaching resources for medical sch'ols would be administered by separate
boards. They were the proudest of411 hospitals, of course, and in a way this
was a sop to their estimate of ffieir own distinction, but this separate
administration had vplue in that radical changes were being made in medical
education at that time and these changes might have been impeded by
concentration on service dernands. This Change meant that new managements
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had to be set up, and Bevan's decision was that theiemanaging bodies were to
be appointed boards. They would not be the existing elected local government
bodies and since they would be new, they could not, be expected to administer
the whole range of health services, they would be responsible only for the
hospitals,.which had to be radically reorganized.

Further, it was decided and negotiated with the professions that the hospital
staff Would be paid by salary but that the general practitionerswho under
national health insurance had been paid by capitation and were independent
contractorswould continue in that status. Their services; and those of the
dentists, and pharmacists who dispensed their prescriptions, would be
administered by a bqdy that was,the direct heir of the existing body set up ad
hoc for running those services. for insured worke,rs. This body would cA st
partly of represehtatives of the professions and partly of representatives of th
public, mainly nominated by the local elected council. However, priva
practice was not completely excluded. Marginal private'practice was conceded,
but patients had to be either in or out. If they opted to be private, then they
could not have their drugs provided free. Then came a decision crucial to the
development of the professions and the hospitals. the general practitioners
were to be the channel to other services. This was absolutely vital when the
Service was set up, because it preventeA)everybody from immediately

. descendingupon thethospitals.
The -result of all this "was a concentration Of services under three local

agencies. The larger local authorities, 140 of them, retained responsibility for
personal preventive services, including `Immunization,, and were given the
responsibility for support services like home nursing (which had not previously
been their responsibility). They also became responsible for the provision of
ambulance services and for the development of things like home help and the
after-care of patients. The new regional hospital authorities appqinted by the
Minister in turn appointed local management committees for running the
hospitals. The regional authorities, of Which there were 14 in 'England and
Wales for which the Minister was then responsible, were given as their first
responsibility the formulation of, district plank for the management of
hospitaIS-. Later, when the Minister had approved their schemes, they alsO
appointed district management committees.

Conflict about these proposals of the 1946 Act was at that time evident, but
the principles were accepted with onlynkor concessions, and the professions
agreed to go into the Service. So far I have been-talking about the continuity of
progress, and how this progress takes place, step by -step, almost unnoticed
until someone suddenly realizes that some administrative change is needed and ,
then ii--comes to public attention. But there could have been differept choices
at various times. There is a strong tendency in the development of British ,

Government to hang services on xisting pegs. For instance, it would have beed
possible to have created a Hearth Ministry from the Central Board of Health
under the Privy Council in 187 , but it was not done. Health responsibilities
were attached to the POor Law and local government central organizationind
that probably delayed the development of health services of other kinds. It also
meant exclusion of national health insurance .from the purview of the same
government department when it was set up m 1911.

The separate school health service for the same reason was put under the
Ministry of Education and not under the department then responsible for
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health. There were other things that happened that might have gone different
ways if a health department proper had been created much earlier_ For
instance, it would have been pdssible to move faster if the transfer of Poor Law
institutionstto the health side of local government had been undertaken earlier,
But the comprehensiveness of the Service provided in 1946, and the integration
oLits administration was the real break with the past. It has often been said
thTt this should have been dqne by stages. But if it had been, I d'o not believe it
would all have been accomplished. If the management of everything had been
put under single autitorities I believe there would have been absolute chaos.
Although, of course, concentration might have been done, perhaps much
earlier, if British local government had been principally concerned with health,
as local government in Sweden and Denmark,was.

Thus far J have not touched upon remuneration or terms and conditions of
service of the professions. In'thai area I merely mention that the question of
the level of remuneration of doctors and dentists was considered by two sped&
committees which pondered general practi and the specialties separately.
They committees recommended levels of remuneration which to the specialists
seemed fairly generous, but to the general practitioners seemed tt o small. The
recommendations, all in 1939 terms,- seemed sufficient, but the, betterment
that was negotiated to bring themaip to 1948 levels was quite inadequate for
general practitioners. In fact, in the early years.of the National Health Service,
general practitioners were grossly underpaid. However, this was remedied by a
High Couit judge, Mr. Justice Dankwerts, whose adjudication was accepted by
both the profession and government, and this gave virtually what the
profession had originally asked.

That was an early example of government treating the professions unfairly
but nonetheless resorting to and freely accepting an outside ruling. I mention
also that questions of remuneration continued to bedevil the relationships
between government and, particularly, the medical and dental professions,
until in 1957 altoyal Commission was set up to resolve the problem.'

I mention one other point. All the specialties were tb be treated alike in
remuneration, but there was a rather clever system under which a professimial
committee would decide which doctors merited higher awards for the higher

-quality ofeservice they were believed able to gweAA Merit Awards Committee
chose one-fifth of the doctors for an additional payment of about 20 percent
of their salaries, one-tenth for an additional payment of about three times that,
and one-thirtieth to receive roughly double the bask salary. So it will be seen
that although all men (and women) Were equal, some were more equal 'than
others.

Once the Service was introducedand it was introduced with remarkably
little disturbancethe three local agencies began working independently.
Obviously, in such circumstances, there was bound to be some friction or lack
of cooperation between them at times. But it was'not until some 12 years later,
around 1960, that people began to talk seriously about the need to bring the
whole Servic one local administration.

The hospitals' hew nagements were entirely new to the jobeand a very
long shakedown period was therefore necessary. However, the new regional
hospital organization' at once got down to planning better specialist services,
and the principal achievement of the first few years of the Health Service was
the universal distribution of trained specialists into areas where they had not
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previously been available. They brought really expert specialist cafe within
reach of everyone. The smallness of the Country was such that very few people
had to go as far as 20 miles to reach thelevehof specialist care they needed,
although the small group of highly specialized services provided on a regional
basis meant going farther, but those highly specialized services were made
available, on reference from the district hospitals.

The capital, made available to British hospitals ras negligible. There were
war damage to repair, especially houses to build, factories to build and a great
deal of postponed maintenance of hospital buildings. In the first 410 years, of
the Health Service there w spent only about £100 million on hospital building
in the whole of England and Wales, and nearly all of that was disbursed for*maintenance and rirs. atever money was available was spent in areas to
make existing hosiitals more workablefor example, operating theatres,
laboratories, X -ray' departments,'" cotpatient departments, and so on. The
greatest call was to develop services which could be provided within these
buildings, and re-staffing largely accomplished this. Actually, we had more
mone? than appeared on the surface, be ause this was a period when control of
tom,rnunicable disease and of tubercul si was reducing some 'of the commit-
ments of the Health Service and money=thussaved_ was used ,for
improvement of the Service. .

13uring that same period we also began to'benefit from the very substantial
advance in the practicability of treating the mentally ill, again as a result of the
phalTacological revolution; but obviously, with our hospital buildings we
were running into more and more, difficulty in providing' the kind of milieu in
which increasingly expert specialist staffs could work. We were faced with
rising costs,, although the average annual growth. rate at fixed prices was only
2.8.percent between 1953and 1958 and 4.8 percent between 1958 pd 1963.
It rose a little more after that, but the proportion of the gross national pioduct
used in Britain for health care hardly changed 'through the 1950's, and even
through the 1960's into the early 1970's; while the proportion spent on health
care in die United States was going up by at least 50 percent, in Britain it went
up only about 20 percent. J ;

In the early stages of the Service general practice continued much as it had
done. Althou it had been hoped to concentrate on heal centers and to
bring general prac ers into oups, it was fter their re uneration was
settled that we really began o get general rpractiti ers to work togetherwe
did not succeed in persuading them to work in He Service-provided health
centers on any scale unt' nearly 20 years after e Health Service began.
Indeed, in the first 15 yea the Health Service on 17 health centers were
built in England and Wales. That was mainly because e doctors were fearful
of losing their independence. However, we were beginning to get the
community nurses, wherever doctOrs were working groups,- to work, in .
,association with them.

There was one very significant event in 1952: founding of the College of
General PraCtitioners. This came about at a time, when morale in general
practice could hardly have been lower an too many general practitioners were
inclined to look upon' themselves as the apothecaries who were cast out. The
possibility of making general practice in Britain a really worthwhile form of
medical activity perhaps was realized only -alter the College of General
`Practitioners had begun to show how it might be done.
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On the local authority side, this was the decade of immunization. We really
got control df diphtheria, toward which we had done far too little until during
World War II, of whOoping cough, of poliomyelitis, of tetanus and in the next
decade measles and rubella. That was one of the larger preventive schemes
,undertaken by the local authorities,12uCthey also were extending the activities
of their reorganized home nlirsing,staff to improve the services available to'
general practitio,nert and to patients in, their own homes. They gradually were
changing their vicirk on well-baby cafe and antenatal care into a closer
partnership with,general practice and employing general practitioners for doing
this sort of work, as was the case,inbei'unark for the previous 20 years. Care of
the menr:ally handicapped in ,the community was' being developed at training
and pcdupation centers.

'Social work in support of the health services was being improved under the
aegis 'of health authorilies,, not yeti, under the separately-organized Social
Welfare Service. For example, the organization of a home-help service fOr
patients sick at home was done as part of the Health Service, not as part of the
Social Welfare Service, as quite properly is the case today.

What I have described so far is merely the shakedown period of the National
HeiIth Service, the first 10 years. At the end.of this period it was evident
that reorgapizatiOn of the Service's administration would become necessary
and I propose to recount that situation and provide a description of the present
status of The'tIational Health Service in subsequent sessions.

DR. MILD D. LEAVITT: How far should w7Igo in;l'filiating practicing
physicians with hospitals; whether they have an open liberal policy or be
restricted about it (and clearly there are things to be said one way and the
other)? What are your reflections on the choice that was made in Great
Britain?

SIR GEORGE GODBER: I will come on to this when I am discussing
gt neral practice later on, but briefly l'would say that wp have come to the
conclusion in Britain that general practice is a different kind of specialty which
needs support in various ways froni the secondary-care facilities, in hospital;
access, for instance, to laboratory and X-ray and electrocardiographical,,
diagnostic resources. But general practice should 'be conducted in th
community close to the people and should not extend into hospital and take
on specialized functions that might better be undertaken by people trained for
them.

So long as one recognizes continuity of care as being the responsibility of
the general practitioner, and the relationship with the hospital specialist that of
working with him during the relatively short period of an episode of illness
when specialist care is needed. As long as the two work together I think our
system is, for us at least, preferable. I think that in developing postgraduate:
institutes in all hospital districts we have done one of the more important
things to ensure the workability of our system. These institutes are atmain
meeting ground for the specialists and the generalists from outside. So, I think
we will stick to this *item as, indeed, Denniark has done. I cannot say the
same for Sweden.



DR. JERRY SOLON: Is one of the accompaniments of this a lower hospital
inpatient utilization?

SIR GEORGE GODBER. We 'certainly'do have a lower hospital inpatient
utilization. We have an annual admission rate of about 110 per tgousand for
all kinds ofThospital accommodation, and the United Stales has, I believe,
between 140 and ,150 per thousand. The difference is partly due to' yjur
choosing, to undertake investigation intensively witiCa short stay in 'hospital,
because your averagto gay is shorter than ours. I believe that you4nake less use
of the consultative outpatient resource than we do but I think that the
admission rate in Britain 4ill still rise to some extent, though npt, I believe, to
reach your level. The Russian level is already over 200 per thousand and ifl
Saikatchewan, I believe, it levelled off at 207 per thousand, whith is nicely
precise, about 20 years ago. If you regard care of the population of a district as
always shared between the specialist group in ,the hospital and/the groups of
general practitioners in the community, each, of course, with nursing and other
professional support, that is a reason why we-Would expect to have a loWer
hospital admission rate than you have.

,.. ,
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DR. RONALD A. JYDSTRUP: Is.that 110 per thousarid caused-to some
degreety a shortage of hospital beds?

, .10

.SIR GEORGE GODBER: I cltrhot believe it is due to a shortage of hospital
bedsIn my opinion Britaiii has too manydlioikital beds, and my reason 'for
believing this is that too many, of them are too bad. Our approach to this is
best seen in the new so-called bestbuy district general hospitals, one at Buiy

'St. Edmunds, other ,at Frimley, already open, where it is en0eavored to get
-a marriage .of the community services and the specialized services in the
hospital with e shortest possible stay. These hospitals are postulated on a still
smaller ratio of hospital beds. We are using about 8.5 per thoilsand at the
present time. These hospitals are planned on the basis of total use (including
psychiatry, longstay care and mental handicap) of some 7 beds per thousItid.
No, it is not because of numerical shortage of beds_ so much as of using 50

y beds in badly-organized old buildings that prevents the maximum rate of
urnover.

UN ENTIFIED SPEAKER:Illavel very broad question which you may
,feel free to limit as you choose. Can you contrast the conditions in Great.
Britain in 1948 with the conditions we have in our own health system now in
the United States, with the ultimate question of addressing which types of
model we in the United States should now think of copying?

c

SIR GEORGE GODBER: Would you think of copying?tI doubt whether
that is the right answer. I would have thought there is a very-marked difference
between your position here now and our ppsition in 194548, the period when
decisions were being made. For one thing, medicine is totally different now.
But I would think 'the great contrast between thewo pattionkis the one that
I have just been talking about, the difference between genera practice and
specialized:practice. The two were sharply divided in Britain; they were not
overlapping. General Practitioners did nod fear they would lose patients to.
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specialists because specialists Only took patients referred to them. Internists
and pediatricians did not undertake primary care. /

Specialists did not fear that general practdion;_. were going to do
specialist, work because general practitioner's hadn't /- hospital facilities for
doing it. Admittedly, someaeneral practitioners / d been 'altogether too
adventurous in cottage hospitals,, but that situation /as quite different. I think
that you will probably eventually' have to reac/he same kind of pragmatic

.
conclusion we did tat continuing general - practice care is a separate
undertaking from that of internal medicine, or pediatrics, or gynecology and
obstetrics. Care must be shared, care 'in any one major episode is not likely to

\ -be completely provided by one person. But I believe the most difficult problem
is the one we were able to overconie so easily because of the postwagsittiation
in 1946the separate ownership of health facilities. .

..

I cannpt believe that there .would be three cheers for any-Presidential
candidate's proposal, to transfer the ownership of all hospitals to state.., ,...
governments, shall we gay. So, sorely you are going to have to approach this
more gradually than we did. .

The Swedes and the Danes were lUcky. They had it from the middle Of the
last century and the New Zealanders began that way. WP, in Brjtain, wereable to
do it bpcause of a particular i and political situation immediately postwar.

t In the United States it will be neces to bring this result about y the sort ofti
constraints that the Australian States Hospital Commission of e Canadian
Provincial Commissions had exercised in making the development of hospitals
conform to a district and a regional planif it is decided that Anjerica wants it.

It takes a long time to get it going; ut once moving I believe you will find
that it will run much fnore quickly th anyone expects. I am here showing the
arrogance of believing that the mo economical, and ,in the long yin the most
-efficient, pattern of health care ill be that based on a manageable district with
atadistrict general hospiigl a the center, housing an adequate specialist team,
with general practitioArs prOviding community carp and both, of course,
supported by the other professions; especially by burses,--but u§ing a . t
postgraduate institute common to all as the focal pointtAnd in saying that, I ------.),.
have ,Of course, stuck my neck.out. In 4

DR. 4.,ola4c.. COHEN: In the historical evolution which you describe you
may be dealing with this subject a little later, but I am interested in the kind of
impact this had on health professions education. Was it, also evolutionary, or
abrupt, dr what kind of curriculum changes were called for?,

SIR GEORGE GODBER: No kind of curriculum change at that point. But
medical education had been reviewed by yet another committee during World
War II, the Goodenough Committee, which had reported that substantially
greater support was needed. ACtually, during the war 'the government
announced large subvention. of British medical schools. What happened at the
time of the introduction of the Health Service was that all the medical schools
not already there were brought effutively within the universities. The support
of medical schools' was not from the Health Department but through_ the
University Grants Committee funde,d, at that stage, directly from the Treasury.
Today, medical school support conies through the Department of Education
and Science. Iticiwever, it is separate and distinct from the Health Service, so.
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that the undergraduate education of,doctors and.dentists is supported through
the yniversities and through different channels from the Treasury. Service
interests and perhaps prejudices cannot be made to distort the pattern of
medical training, Where the Health Services come in, legitimately; is-possibly in
graduate education.

alsZEre the British Health Service did come in (and 1 will be discussing this
)11.,was during the 196416 and up to today by providing the money which

substantially supports postgraduate medical educat4n, both graduate training
and ongoing education for specialists and general 'practitioners. That is why
there is a ,postgraduate institute at every district general hospital, largely
funded through ale Health Service. We go through the exercise of having the
filthy lucre washed by being passed through the university, but that is where it
comes from. 1

DR. EUGENE GALLAGHER: Sir George, yotir emphasis on the importance
of the nationalization of the hospital ownership reminded me of something else
that I believe occurred in the original formation of the NHS and that is that the_
practitioners lost their, so to speak, property rights in their practices, that is,
the buying and selling of medical practicq. I waS wonderingand this was a
difficult point at the time, I believeI was wondering why that was
incorporated into the legislition and who thought that was important.

SIIt GEORGE GODBER:- Well, that situation is such a longdead duck that
nobOdy in the United Kingdom even smells it now.

DR. GAL#AGHER: It is a very historical point.

SIR GEORGE GOOBER: It is an important historical point, of course. It
was incorporated because a national health, insurance practice had 'become a
very important saleable Item that could go to the highest bidder, not
necessarily to the doctor who might best. have been established in that
particular community I will have more to say on this when I come to general
practice, but doctors are either taken in as partners by existing doctors, with
the approval of the executive council, or they are appointed after advertise-
ment by the executive council. A central Medical Practices Committee makes
the final choice. Initially, all doctors `in practice could have their names
admitted to the list in the area in which they practiced. But subsequently they
could be admitted only after approval. I.can recall one instance. prior to the
legislation obviating such occurrences, of a former public health doctor who,
after treatment for alcoholism, bought the prictice of two partners who retired

ether. Without rdtent clinical egrierience,he 'set himself up in an isolated
town with a young doctor hired as an assistant. Now, what kind of service 'to
the public is that? Poor chap, he was dead of his alcoholi'sth within 6 months.
That is an extreme case, but it did.happen. There were all sorts of backdoor
ways, unassociated with merit, of getting into particular practices. If You were
a patient four care had been more or less sold to the new doctor._ I do not
believe this was a tellable situation in a Health Service in which nearly all
incomes from practices were from public funds.
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DR. CHRIST-A ALTENSTETTER: Dr. GQdber, you- commentedon the fact
that in England the geographic "\distance to health care probably does not
exceed 10 miles, -which suggests .that you have solved, the problem of
maldistribution of physicians. Could you elaborate on the mechanisms and
incentives used in order to achieve such a balancl of physicians and to
encourage them tp serve in rural areas and nonmetropolitan areas.

SIR GEORGE GODBER: We haven't solved the problem. We didn't have it,-
you see, in thq same way as in the United States; in North Dakota, for instance,
one could go maybe 100 miles for something, we might need to go only five. In
Britain the population ,so much more compactly placed, and the areas that
were shortest of practitioners were, in fact, those most densely populated. The
national health insurance had meant that there was an income sufficient to
establish a doctor, even in what would pass as a thinly-populated area fop us.
My wife and I used to live in a village of only 500 people, bit there was
another village of about 1,000 people only a mite and a half away, and there
was a doctor , whose practice had been established 120 years earlier by the
owner of the big house that lay between the villages,, so that he wooid always
have -a doctor opposite his gateway. This doctor served several villages. Today,
this situation is an anachronism, and eventually he might well join a group of
four other doctors *eddy established in a small town, which will still leave
everybody within about six miles of the doctor. This illustrates the point that
in Britain we did not have a real physician distribution problem, although there
were largo.,industrial populations which had, and still have, less than the
.desirable nuMber.
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T' September 16, 1975

PRESENT STATUS OF THE.
NATIONAL HEALTH SERVICE

DR. MILO D. LEAVITT: In Sir George's talk last week, he discussed the
evolution of the British National Health Service, including some of the
considerations which led to the establishment,of that Service in 1948.

Today Dr. Godber's subject is a particularly timely one: The Present Status
of the National Health Service. As is health arein, the United States, the
British Service is facing the problem of increasing costs. Large pay hikes,
inflation, and 'other factors are requiring significant additional govenunent
appropriations during a period of competing social.priorities. Howethe Health
Service is faring at this time, in Sir George's view, should their ore be of

vg, considerable interest to us here in the United States.

SIR GEORGE GODBER: Thank you very much:
I gave you a tremendous dose of history at the first session, I am afraid, but

what I was trying to (lb was show that whatever we do novi flows more or less
continuously from what we were doing before.New services do not suddenly
emerge because Parliament has thought it appropriate to legislate-them into..
being. They always have grown in some way, and in the present situation in the
Health Service, one is dealing not with something which has occurred suddenly,
but with something having its roots a good way back.

During the last session I endeavored to recount how things had originated in
the Health Service and how they had developed in its eatly stage up to about
1960, about halfway to the present time. I now have talk on how things
have been moving since then, in order to make clear what is happening now,
and why.

The new phase in the 1.960's began with the adoption of definitive plans for
advancing.,Zhat means that we took at least a dozen years to settle down to a'
new method of financing the services that were changed to a different
administrative pattern in 1948. The one'previous major advance, made during
the 1950's, was the development of a specialist service based on hospitals
throughout all the country. This development, of course, meant thaf there had
td be considerable improvement in the organization of professional work,
mainly based on hospitals, and it also meant that we had to provide for better
organization of postgraduate medical education. The development of a greatly
enlarged staff of specialists was not something that could happen just because
it was wanted. After all, it takes at least 5 years, and preferably of postgraduate
training after full registetion, to produce the level of expertise necessary for
our hospital program.

However, the method:Of obtaining that education in Britain had largely
en one of apprentices* training, and by 1960 we had not the sort of

rganized residency programs that were common form in hogpitals in North
. Ameripa: So, ore of t& first things that. we had to piovide for was a large

development in postgraduate medical education. This began with voluntary
.support by the Nuffield Provincial Hospitals Trust at the end of 1961.
Alongside it we started to develop a hospital building program. During the rust
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dozen yeais of the Health Service, there hadbeen very little mongy for capital
development, and it had practically all been used for provididg. additional
resourts in existing hospitals. But we h )Ad. reached the point where many of

wthe antique buildings in which we were working had to have their functions
ithuivedtO something and planned for modern medical work. .

The first thing_thAt Mr. Powell Undertook When he became Minister of
Health in 1960 wasWvelopment of a rational hospital building program.
Preciously, I think we 'had been afraid to look at the problem. People had said,
"It take £2,000 million," and ihen'recoiled from it. In Tact, of course, it
will take a good deal morel,hail £.'2,000 million, and ,not,only because of
inflation.

A plan to develop hospital buildings was published, in 1962, based 'upon
plans poducedby each of the 15 regional hospital,boards in. England and
Wales. It was shown how, this planned work would be'spread over the next 10
years, hew the expenditure on capital work was to develop from something
like £15 million a year to mere than £50 nfeion a yeear, and it indicated that
the program would be rolled forward year by yea'', so that in the hospital
building program we would always be toying to look 10 yeat ahead. Of course,
partly because of inflation it has cost a great deal more than that, tnit at least it
was an attempt to face up to the needs of the sittialiprrn

-In that plan, for, .the first time, the concept of concert ating' all hospital
work (including psycfl ry, geriatrics,- and long-stay cure) on a single distiict
general hospital for 0 district with a population of 200,000, give or take
50,000, was proMulgated as the doctrine,' and this still obtains today as the
rational, functional deVelopment of 'hospital services in a country such as
Britain`

k
After the hospital building program had, been completed, Mr. Powell simply

turned and leclared, "Now we have got to do one on the commu services." .

I believed then that he was, taking On something much difficult an the q .

hospital building program but, in fact, in the following year was
published a similar ptogram for the development' of services provide for
people inThe h&ne. Thus, we were there with 10-year plans for both hospital
work and for health and welfare spiretris-, that is, preventive personal health
services id social welfare suppatrfor the whole country, developed region by
region and district by district. eat

Meanwhile, the profession had been vocifgrous in maintaining that we were
trying to run a Seriiice divided 'Into three parts, when we ,really should be
running a single, united Service. Of course, it was'united at ,the center, but at
the periphery it was, under three different administrations. I believe that this
was just as well, becausea unified Service could not have, been properly
managed . at the beginning by the new attrhoriti0.--$4--a_larse professional
committee was set up by the profession itself', and this produced a report
published in 1963 and knawn as the Porritt Report on a Health Service~ or the
Nation, in which was contemplated a single local management for all health
services. The report at first received some harsh criticism In government
quarters, some' of iyclfstinctly unfair, but the report was the stimulus for what
government was to attempt 5-years later:

I eartiemsaid that we were concerned, about British postgraduate medic
education arrangements. A Royal Commission was set up in 1966 to revie
provision made for the support of medical education within.thellealth Service.
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' The Commission, chaired by Lord Todd, 2 years later produced a report from(f which developed a great deal of the reorganization of undergraduate and
postgraduate medicaleducation.

-V ;,Also,-we were in a very unsatisfactory position in general practice, because
the arrangements, for payment for general practice had simply been inherited
from the previous national health insurance, and these arrangements had theI effect, with the changing needs of general practice, of most generously
rewarding those providing the least practice facilities for the service of theirt ,patients. The disquiet resulting from that situation was at its worst among the

ofiet general practitioners. They complained because too, large a proportion of
,..

7--- the gross income given to them had to be spent on' providing resources for
practicelThis amounted to an, unsatisfactory and unfair distribution of general
practice money.

_

1. A long negotiation with die profession led to a new charter for general
practitiRners, on which I will dwell at our next seminar. It is mentioned now
beca se it was one of the most important- changes occurring in the 1966'.5.

ter, subsequent to the inquiry into medical postgraduate education, there
was issued report Of a special committee which had investigated nursing

and training (there ha/ tince been a further committee). That
d the reorganization of nursing services on a district basis

organ

.. repprY r corne
ins'tead of On the b 's of the individual hospital. The report, of course,
supported the dis rict ge eral hospital concept. ' ,,-.Then govern entb now it waigain a Labow Governmenttook up the

'4 questi& of re aniza ion of the Health Service, as a whole. A Green Paper,
which is a consultative document expressing 'provisional( But, not final,
government views, 'proposed that the administration should be changed very
mall long the lines that the profession's own sommittee had recommended.
But this particular document that theiiegional authorities, to which
we owed so much of the development in the hospital service, should be.
abandoned and,that, instead, areas of a considerably smaller size should be the,
basis of future consideration. The Paper was ma with considerable hostility,
par from the regions, partly because any change. produces hostility 'in
profe ionar groups. It, was later sultstantially modified; the °regioni Are
reintro uced and it wis proposed that regiontil health authorities rho d be
responsible for the planning of all health services, and area hospital authorities
shduld be charge& with their maria&rfreict. The areas were to be linked with
local igovernment alas, but 'the design of local goVermnent was at that time
under reviev,v. So the actual areas eventually to be chosen could not be
determined in advance of the reOrganifation of our local government
areas-rand that, too, I will be discussing in some detail, later..

There was then an election, and 'a Conservative Government was installed.
This government did not reintrodA precisely the recommendations of the
Green Paper. It issued a consultative document recommending only minor
variations, and it accepted the proposals of the Royal Commission-on Local
Government for a substantial reduction in the number of elected local
attthorities. The govemnient decided that the areas for health authorities were
to become *se. which were used for other local government purposes,

r

N. although the agencies would be separate. This subjett will be dealt with in
greater detail in the fourth session.
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An Act was then passed, in 1973, which provided for a change in the
administration to take place on April 1, 1974, simultaneous with the re-
organization of local government/these two things had to go together, because
the social services and education would be reorganized under local government
in the new gepgjaphical areas, and for liaison purposes the health administra-
tion had to ,fall itr0 the same areas. The social welfare services had already
been brought togeth4 (including care of the aged and handicapped, and
deprived children) from the social welfare' aspects of health service, into
comprehensive social welfare departments on lines recommended by the
Seebohm Report. This was a report of a separate inquiry, published in 1972,
which also will be discussed later. And so in 1974 we_were going to have a

,change in the anatomy of the administration. But I must point out that this
changb in anatomy was essentially an adjustment of the structure to the
functional changes already occurring in the Health Service.

The =change in the hospitals had occurred functionally already. Each district
had its own group of hospitals providing comprehensive specialist services, and
the building prOgram was designed to concentrate this upon a single district
general hospital. Where buildings were multiple, they shared in the service, but
services to the_individual hospital units were pooled and might be redistributed
among them. For instancein a town such as my own old home town, there
were two general hospitals and some specialized annexes. One of them had the
obstetrical and gynecological unit, the chest diseases unit and the geriatric unit,
the other had the main acute medical, surgical and pediatric bedk. These
worked together as a single hospital, even though they were 11/2 miles apart and
separated by a river with bridges that in times f heavy traffic could make
traveling difficult. Therefore, they were 'alrea0,,,working, in essence, as a
district general hospital. A new laboratory was provided at one of them to
serve them both. The radiological services were provided by a single team; the
specialists had been grouped in single teams for the whole district. The
postgraduate dehter, which Was built partly with money publicly subscribed,
was provided at the hospital where the rest of the development was to take
place. The object was to4ransfer the main work orthe hospital group to the
one district general hospital, leaving only some outliers for special purposes.

Already, The medical staff had been organized, as mentioned, and under the
new nursing staff administration, insteaig, of two matrons or more than one

6 matron- fore gropp, there was a single district chief nursing officer.
Following the discussions of a working party of representatives of the
department and the profession, there was devised a !few system for organizing,
the work of medical specialists. This was based on divisions: a division of
surgery, for instance; a division of medicine, a division of diagnostic services; a
mental health division, and so on. This kind of. organization, of course, is
familiar in the United StIes, but had not previously been in use in Brit @in.

This joint working party recommendation hod by 1974 been accepted in at
least three-fourths of British hospitals. But it was not imposed; it was allowed
to develop by agreement.

All district general hospitals, in addition to having medical postgraduate
institutes (of which there currently are about 250) provide diagnostic services
for general ;petitioners who can use the radiology or pathology services and,
in many cases, eleetrocaldiographic services, as needed. -

20

2S



1

The number Lf hospital groups in the whole country had been reduced from
about 170 because hospitals fOrmental illness and mental handicap had been
put into the same groups as the hospitals for the physically ill. Hospitals such
as sanatoria for tuberculosis, and separate hospitals for infectious disease, had
largely become redundant and had been used either for other general medical
purposes or had been closed. Within each region, each group of hospitals had
the territory for which it was responsible, which today is substantially the

, district administration, rationalized to fit in with a regional plan for specialist
services for the whole.

All regions had developed their own highly specialized services, like
neurosurgery, thoracic and cardiac surgery, plastic surgery, radiotherapy and
.specialized cardiology, and each. region had its own regional center for

`--; supporting patients with end-stage renal failure. This, of course, is reminiscent
I

of the special developments in the United States. The coirdination of specialist
services, for instance, such as the linking of facilities for the treatment of head
injury between traumatic and orthopedic surgical services and neurosurgery,
had been made effective throughout all the regions. The development of
specialist services, generally, had been on a coordinated plan for all specialties,
and not for individual specialties alone. After all, what you do, for example,
for the provision of plastic surgery is linked with what you have already been
able to do in surgery for major trauma.

Postgraduate development had included arrangements on a regional basis,
guided by a regional committee, for specialized training in each of the fields of
medicine, as well as for vocational training for general practice. Spreening
schemes had been' developed, using regional centers for laboratory tests for
things like phenylketonuria, or for centralizing the arrangements for examining
smears by cytology in screening for carcinoma of the cervix.

The hospitil capital program which, in the first 10 years of the Service,
amounted to only about £100 million (which did not go very far among-the
nearly 50 million people in England and Wales) had reached for the one year,
1974, a total of £220 million. It had risen from 3 percent to approximately 12
percent of the total expenditure on hospit4s.

In general practice, theie were by 1961 about 600 group practices coming
together in their own premises, and public health nurses and home nurses were
beginning to be linked with group general practice. .After the change in
remuneration that followed the general practitioners' charter, it became a
much more economic arrangement for general practitioners to join in health
centers, for which they had to pay rent. They now were reimbursed for the
rental of their premises, and the building of health centers for general-
practitioners rapidly increased to the stage where it is now running at the rate
pf about 100 a year. The rate of, National Health Service investment in
health-center development had increased by roughly a hundredfOld.

During this period, too, there had been great improvement in the links
between hospitals and general practice. They are not nearly close enough yet,
but one of the by-products of the development of postgraduate education
centers has been greatly improved liaison between special and general practice.
And, with the Royal College of General Practitioners' influence mainly
responsible, there was a greatly improved morale and sense of purpose in
general practice and, especially, serious attenti to education for general
practice and to the kind of research which is t easily done in general-
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practice=epidemiology of the common diseases and studies, for instance, on the
rislc, of use of oral coritraceptives. That contribution, I think;has been unique,
because through no other mechanism could one have gotten the kind of
reliable information that we have been able to publish in Britain.

When the new system of remuneration was introduced in die:middle 1960's,
instead of paying practitioners mainly through standard capitation feed for
work in general practice, the capitation fees were weighted for patients' age,
'and special payments were made for some of the adclitionpksegices that we
particularly wanted to encourage general practitioners to *vide. the overall
level of practitioners' remuneration was substantially improved, also. We had,
in fact, within reach of every hospital doctor and every general practitioner,
provision for oRgoing education and a good library. I doubt if any doctor in
Britian except iii a few remote areas now has to go more than 20 miles.to reach
a library with adequate resources, or to obtain access to the National Lending
library Service, and very few of them have to go more than 10 miles. That, of
course, is part of the advantage of being a small cotintry.

On the preventive and support services side, the immunization services had
already been largely developed, including rubella and measles; the social
support services were greatly expanded underlie 1963 plan; the management
of the mentally handicapped was transferred to a _considerable extent into the
community, and there were a ,large number of places in occupational and
training centers for the mentally handicapped. Outpatient care for both
mentally ill and mentally handicapped, short-stay treatment for the early case,
and day hospital services for many of those who could be managed at home
with that sort of support, had also been developed. The emphasis, increasingly,
was upon support in the community, where practiCable.

In the period 1971-72, the changes_ in social welfare administration meant
that the social support services were transferred to the new Social Work
Departments of local authorities. This particufarly affected mental health and
child care, that is, care of deprived children, and, Jater, home-help services for
sick people.

The work of public health nurses and ome nurses had substantially
increased, but as the number of b m at home_was decreasing from
about 36 percent in the early 1960's to only 6 percent in 1974, the amount of k\`'
work in the home for midwives was correspondingly reduced, except for the
antenatal care that they provided in assdeiation with hospitals. General
practitioners have been encouraged to take an increasing part in well-baby care.

In the changes in 1974, the one independent Preventive personal service
the school health servicewas transferred from the education authorities to the
health authorities. In the 1974 reforms, the district concept is crucial; the
whole of the organizajion is based on the view that community care is the basis
of a national health service, that it requires lo lean on a district geneyl hospital
for secondary care, that it would be rapidly concentrated on grotql practices
and future health centers, that it will be provided by doctors, nurses,
publichealth nurses, and midwives working in a functional partnership and
linking with the social work services; that the hospital services will all be
concentrated eve, tually on district general hospitals (except for some annexes
for long-stay care that may be linked with the district general hospital), and
even before the main building has been concentrated in one place, the group of
hospitals will work as if it was a district general hospital he focal point in any
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district is the postgraduate institute, and that is now used, as a rule, for
postgraduate education for all health professions. I said, "as a rule," and that is
premature; it is believed that this will become the general method in the future,
and it is already in practice in a considerable number of places.-

In each district there is a community physician, who iS'usually the lineal
descendant of the old medical officer of health, but has wider responsibilities.
His job is to work with the clinicians and try to provide for them, both in
general iiketice and in hospital practice, information. about the health needs of
the distrOrand appraisals of the results that they are achieving.

The result of specializationwhich has been carried so much further in
Britain under the Health Service that the number of consultants is now double
what it was in 1948is, of course, interdependence between family general
practice and specialist practice, and not the division that some people have said
would be the result. In this, again, the postgraduate institute is the key. It is
best exemplified by some of Britain's recent experimental hospital building
where what has been .called the "best-buy" hospital, has been provided on 'a
standard plan to serve a distnct on the basis that patients are going to be
admitted for the shortest time for which they need to be in a hospital. They
are going to be discharged home at the earliest opportunity, and that, backed
with diagnostic and outpatient services will, we believe, eventually make it
possible to meet all hospital commitments on certainly less than eight beds per
thousand, and possibly as,few as seven. At present we are using about 8.6 beds
per' thousand population.

Districts do need backup from the regional level. This is not only a matter
of providing highly specialized services. There has to be overall planningiof
specialist services, because, built into that, there must be specialist training and
training for general practice. And for that you need the oversight and control
of a regional body. You also have to have manpower control in the health
professions on a regional basis. Financial control cannot be left with more
than 200 separate districts and, because there is a very marked inequality
between districts in the amount of money (which has not been leveled up in
the last 25 years), a regional pattern of control is necessary to try and secure
this equality.

Rudolf Klein, in his book on inflation and priorities, has given some details
about the differences in the expenditure in Britain on health service, per head,
in different parts .of the country. Although, broadly, his ihesis is correct, in
detail his comparisons are not wholly acceptable because of differences in
existing hospital distribution.

The most important influence of the regionbased on the university
medical school which exists tit the center of each of our regionsis the-.\
educational program: the graduate program in medicine and ongoing for all in
medicine and, dentistry, and some of the higher training arrangements in
nursing and the other professions. Support of research nee& a regional
authority, also. For all these reasons we have, for every region (and there are
14 in England); an appointed authority, -designated by the Secretary of State
for this purpose. Wales with a population of 2.75 million and Scotland with
5.1 million manage without the region as a level between department and
district.

It was earlier mentioned that local government had been reformed on a new
area basis. These areas do not always conform to natural hospital districts. The
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largest areas'(such as Birmingham) have a population of as much as 1.25
million persons, which is far more than could be managed as one health,
district. And the area for local government is the area on which the
administration of health services is based, because there must be contact
between the Health Authority and the other services of local .government
especially social welfare and education.

Funds from local taxation raised by local governmentand that is taxation
on property, not an income taxprovide for education,' social services,
communications, environmental planhing and other services and, at the district
level,' for environmental sanitation. Health Authotity staff providelocal
government with any necessary medical advice at both area and district level

It is essential to have an interface between health and education and the
social services. Therefore, the appointed area authorities are not appointed at
district level, they are appointed at the area level, and there are 90 areas. Some
of the areas have only one district; others have as many as five. The job of the
area, in regard to the district, is to produce an overall plan for the area on lines
approved, by the region, and to appoint a management _team to manage the
health services in the district. There is no administrative health authority at the
district level in a multi-district area.

If it had not been for the design of British local government, the area level
in health administration would likely not have existed. But, becauSe of the
need to link health with other services, we either had to have a combination of
districtsa consortiumfor this purpose, or we had to appoint 'an- authority.
For various reasons, some of which are political; an area authaty was
appointed, and it is therefore in some cases slightly remote from the district
where the action takes place. The service operational levels are essentially
region and district.

At each district level, in outer to provide a link with public opinion, there is
an appointed community health council, consisting of nominees of the elected
Ik5cali authority for that district, other representatives of consumer interest, and
people appointed also by the area health authority. As a further safeguard foj
the public interest, there is at the center ati ombudsman to whom complaint
can be made by any person aggrieved at failure of the service to provide
adequately for his needs or about anything that may becconsidered admin-
istrative inadequacy.

Well, what has been the outcome? The Service does work, at relatively low
cost, but with some needless delays. But each patient does have a geneial
practitioner to whom he looks first to get him any form of health care that he
needs. Everyone does know, and broadly trusts, his own general practitioner
for that purpose. Specialist services have been leveled up over the whole'
country, though they are still short of the level, either in numbers or in some
respects in quality, that we would desire
. The. supportive and preventive services have been improved, and are much
more utiform than they used to be: But they depend on the efficiency of the
local authority, and there are, for example, considerable differences Ann
proportions of children immunized against infections. Many authorities have
morethan90 percent of the children in their district immunized fully, but
there are some with proportions below 70 percent. There are complaints,
usually about failures of communication or about delay. However, they are not
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more than might 6e expected in a Service which, probably haS.a million patient
contacts a day.

Long-term care, which before 1948 was simply abysmal in most areasand
probably the same is_true of most countiesis now good in some areas,
moderate in many areas, and in tome areas still frankly bad. There are
considerable difficulties in building up real quality geriatric facilities and'some

(long -stay psychiatric facilities. Even after a lapse of 'mote than 20 years
(because it is only abbut 20 years ago that we in Britain really began to
appreciate the needs and possibilities for improving long-term care) the
efficiency could still be substantially improved. .

The cost is rather less than one-third of the expenditure on health services ifi
the United States, according to Maxwell's book. It is currently about 5.4
percent of the gross national product, compared with at least 7.6 percent of a
much larger gross national product in the United States. There was a large
increase in that British proportion hit yearit had been about 5.0 percent but
that was simply because one of the features in the Health Service had been
underpayment of many lower -paid staff members and because the GNP fell. A
9 percent increase in Health Service Costs in 1974 was attributed to increases in
salaries and wages, 8 percent, and increased other costs, only 1 percent.

In capital investment there has been substantial delay and lack of totality..
In the 1950's. we missed "out, and capital investment in the present financial
circumstances necessarily is having to be checked. Further, it was not going,
evenbefo e this, at the rate the Service clearly needed to catch the back-log.

Regard' g the output of the Service: In 1949, 2.9 million inpatients were
treated; t t is, 2.9 million discharges from hospitals took place. By 1974, the ir

----number of discharges in England and Wales-had risen to about 5.4 million.
Thu Thwill be seen that there has been a very substantial increase in inpatient
work, althou.kthere has been a decrease in the number,of hospital beds in use.
Also, there are far more old and handicapped people being sustained under
home care than ever before, and that is by choice. The number of psychiatric
beds in use has, over the past 20 years, been reduced by something like 30
percent.

The average length of stay in geriatric beds fell 20 percent in the past 10
years. The turnover in the same number of beds increased 25 percent in that
penod. This is a great increase in inpatient turnover, for we have fewer beds
and shortened stay. The turnover increase has been most noticeable ininental
illness, where there are now 20 percent fewer beds provided and 25 percent
fewer occupied, with the turnover in the last 10 years going up -from 1.1 to 1.6
per psychiatric bed per, year. Most of these beds, of course, are long-sta4y, but
most patients are now staying for much shorter times. .

The waiting list for admission to all hospital beds has remained much the
Same throughout., Because of the turnover ,,the waiting time is less. However, if
there is still a waiting list approaching half a millioneven if perhaps' 25
pe,rcent of the list consists of patients, waiting for tonsillectomy it is far too
long. Old patients wait too long for operations for cataract; middle-aged
women wait too, long for gynecological repair operations; patients with herniae,
especially older patients, wait for months while. they should be kept waiting
only for days or weeks. , .

The worst feature in-the Health Service afthe resent time is the morale of
those working in it. This morale problem arises largely from the disputes over

25 .31

. ,

C

*



(

remuneration that led to strikes among some of the lower-paid workers in
1973, among other such workers and nurses in 1974, and to slow working by
even some of the doctors earlier in 1975. This s' Lion is partly due to the fact
that the amount of national resources made vailab
than those people know has been made available
within Britain, the advantage given to Scotland in mo
is in excess of 20 percent, and the sta ing in Sco
England. The level of discontent in
an outside comment on this be
committed to the National Healt
with Robert Maxwell published
1975. This amounts to an }in
times prejudiced journal. The ryteiew was
did say that confidence and belie have been
be restored. He also said thQ. of e organiz
Health Service is the most eco omic kno
USSR is, of course, far too dif icult because
are there at all, tiut Mr. Max ell declared
complete, less humane, less of lent and m
would almost certainly be econo ically w

In dollar figures, the 'total He. '-rvice cost in the last financial year was
S7.25 billion for England alone, the percentage of the gross national product
was .4; the cost per head was roughly 51S5- and that is, I believe, abot1t
one-third of the comparable figure that would have applied to the United
States for the same year. I already mentioned the increkse over the previous
year.

To give some idea of what was happening in the 20year period 1953 to
1973, it is mentioned that total public expenditure in that period increased by
99 percent. Personal social services expenditure increased by 506 percent, and
education by 274 percent. Employtherit services increased in cost by 253
percent, while social security-benefits increased in cost by 159 percent, and the
National Health Service by 141 'percent. Thus it will be seen to be not entirely
an unfair statement that the National Health Service has not received treatment
comparable with some other services. But the problem at present is not to get
from government the additional £600 or £700 million at least needed for
deVelopment, but to discover how to do'better with what is available, because
in the kind of financial situation obtaining in Britain at present,%he only way
one could get that 0 or £700 million would be byraiding other services,
and.no service would, o should willingly surrender sums,..of that order.

Once again, I have one on for far too long and, perhaps, been too
discursive, nonethelesi there is a little time should anyone require elaboration
of any'detail.-

DR. DONALD R. KORST: You mentioned, Sir' George; that an optimum,
figure for population served by a-hospital was 110,000 to 200,01)0. What have
you found to be six optimum size for a district?

SIR GEORGE GODBER: We would use the same. When I said that, I meant
that a district of that order of population needs a district general.hospital. I
think it very import4nt to corret4e idea of-so-me hospjlal-bound specialists

for health has beek less
other countries. Even

y per head for the NHS
nd is much higher than in

otland is correspondingly lower. Should
esirable, rather than my own, since I am
Service as an institution, I cite an interview

in the British Medical Journal, August 15,
rejudiced authority recorded in a some-

urdly optimistic. He
dermined and urgently need to

d services of the West, the British
to him. Corhparison with the

one does not know what values
t at any alternative would be less
e costly and, I would add to that,

se for the doctors as a whole.
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that a hospital,needs about 200,000 people ,to provide it with pabulum.
However, one must lookitjts in terms of district feeds. What a district needs.
is not just a district general ospital.'In our idiom it needs a district general
.hospital at the center of a complex which includes health center's where
community services are based, and has as its focal point. a postgraduate
institute. So, whenI talligfrout districts, I talk in terms of both hospitals and
cormnunityservices.

DR. KORST: How is tMt arranged in the more rural situations, where this
involves.a fairly wide area?

SIR GEORGE GODBER: Well, again, if is not arranged. You need what you
need. If one lives in an area, as I used to, of 170,000 peopte with a county /own'
of about 80,000 population as its center point, with the rest distributed, among
small towns and villages within a radius of perhaps 15 miles, then what is
needed at the center is what is needed by 170,90G people. On& would not"
think in terms of an ideal 200,000-serving hospital bf so many beds put down
there, and then draw a line on the map to includ

here

0 population. In some
ways, that is what is seen in a Russian rayon, here the decision may be a
standard hospital followed by allocation to it or the population within so many
blocks.' a

'7i.

in Britain, we would look at it-quite the other way. Even in the large cities,
one will find them sectbrized because traffic in them is radial and people using
public transport come along certain routes, and the hospital ought to be
located at the nidus.

. .

c DR. LOIS K. COHEN: You mentioned the cost of the service towards tine
end, and I was Wondering whether you might say a few words abourthe fact
that the National Health Service has begun to charge for dental services, in :

particular up to 59 percent of the cost of certain services, and what kindof
impact this has had on utilization? .

SIR GEORGE GOOBER: The Health Service hailbeen charging for dentures
and certain kinds of dental service for more than 70 years. Thus it cannot be
said that this had 4 specific impact, except in certain directions. The charges
tended to be proportionately higher for the provision of dentures, for instance,
than for conservative treatment. The Charges were for people under age. ,
21, for pregnant women, they could be paid in other ways fai old people.
They were deliberately to encourage-Conservative dentistry, and they
have certainly had that effect.

The provision of a general dental service has had very notable effects on The,
frequency of emergency dental Bare: The numb sr of occasions when someone
goes to a dentist for emergency treatment has Ne steadily down throughout
the Service. I would have to do a little research in order to provide the actual
figures. The cost of dental treatment has not been an obstacle to obtaining it.
The -British are notoriously careless abbut their teeth, and the dental .services
that were available before 1948 were not adequate. If everybody had tome
along asking for dental treatment in 1948, the services would have been unable
to cope. But, because of carelessnes§ the.population as a whole, we got by. I
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am not. speaking in favor of charges, but I believe the use`of charges to channel
treatment in the most desirable directions has-, in fact, been effective.

DR. EUGENE GALLAGHER: This is in the light of DJ. Cohen's question. I
believe there has for. a number of yearl been a proposal that hospitalized
patients in the Health Service should pay for the cost of their barfror
something like that. Do you think this will ever be enacted, and what is your
reaction to the proposal? '

SIR GEORGE GODBER: I am quite certain that it would not be enacted by
the present government, unless they were in a situation even worse than they
conceive it to be now. Nevertheless, I can tellyou that every government, of
whatever color, has looked at the effect of doing this. I do not mean that any
Labour Gdvernment thought they would do it, but that every government has
had before it information of the effect of doing this, and has decided against it.
I have some Iiiures here. In order to raise £50 million for the Health Service, ao
charge for what you might call the "hotyl costs".of hospital, of £6 per week,
would have, to be made, on the assuRiptton.that 500percent of all patients
would be exempt (because it would be of no use to levy, charges'on many of
the elderly or the mentally ill) and it would not normally be thought right to
levy them upon children. And there would not be a large contribution unless a i
very substantial charge was made. I was talking about £600 or £700 million

1, more being needed. It can be seen that in order to get £500 million, one would
have to levy a charge of £60 a week, and that would still bera great deal less
than the actual cost of maintaining a bed. Of course, not all the costs .of the
Health ServiCe are in the hospitals; but £60 a bed would provide the £500
million. If one looked for only one-half the £500 million from hospital service,
which is about a fair division, I suppose, that would still mean .£30 a bed. I doi
not believe any government would face a charge of that order; they would look.
for other ways.

DR. STUART SCHWEITZER: Do you believe that\charges would have
valuenot ara source of revenue, perhaps,-but as a mechanism for redirecting
utilization? Would these have a beneficial impact on eitlqet .ngth of stay or
choice of ambulatory versus inpatient services? Would, this situation be
desirable, at least to some extent, in Britain?

SIR GEORGE GODBER: I may be giving you a purely personal opinion,
but I think its effect would be heaviest on those to whoth it was most unfair. -

After all, the average stay in Britain is not as short as in this country, it is true.
But a good many admissions that take,place in this country would not take
place at all in Britain. For instance, in the United States, about 250 percent as
many cholecystectomies are done as in tritain. Well, I do not wish to do
anything that would make it possibk. for us to multiply the number of
cholecystectomies by tw and a half. I would not want to see the woman who'
now stays 6 days after iveiy being urged by her hard-tip husband to some

-home after 3 days; I do of think it would help. The British-admission rate is
very much less than in the nited States or Denmark or Sweden, and not much
more than one-half that in iskatchewan, so I do not think that it would have
a desirable effect at all. It w Id be simply a revenue-raising device.

36
28

4



Dlt, LEIF HAANES OLSEN. You mentioned local property taxes belpg
used for financing some of the services. Did I understand correAl possibly \I ,..
am jumping to conclusionsthat, there might not be substant al separata"
subsidies from the national government to finance health-care deliv Or hoW
is it organized and how is it arranged, the Whole finanang, of the total package
of health services as they are available on a regional basis?'

S& GEORGE GODBER: area health authoiVis and regional health
authorities ara appointed authorities. All their funds come from central
government. The personal social services are run from local ratesthese are
property taxesby local government, not by the area health authorities.
Government does make a grant to local authorities for all their services at a rate
which is of the order of one-half. It is varied so that the poorer authorities,
with the smaller resources for the population they have to serve, get a higher
percentage grant .than the relativele-well-to-do authorities. But the Health

inrService proper - is financed fro central funds, including an insurance
99,Wibution by employed workers. e insurance contribution is_quite a small

ipart of the whole that the Health Service costs. The contribution ispaid only
by those who are_ at work, and the payment of that contribution is not a
condition of access to the HealthServi6e. Entitlement does not depend .on

A that; entitlement depends on your need of the service, not on past
contributions, so that one would get care even if a visitor to the country. It
would not .be refused-if it was care that was needed, even if only on an
overnight stop afHeathrow Airport.

DR. SCHWEITZER: Can you comment on the role of the 'private
sector In Britain and, especially the new regulations concerning the use of
private beds within Health Service hospitals?

SIR GEORGE GODBER: I will be discussing that in one of the later talks.
Broadly, the private,Lector in the hospitals has been only abot 2 percent of all
admissions. The voluntary insurance systems which support private patients
had only about £36 million a year premium income, whereas the Health
Service as a whole then cost more than £3,400 million. Thus it will be seen that/
in Britain the private sector is but a tiny factor. I know it has been announced
that Britain's present government is going to phase-out pay beds in hospitals.
But that has not yet been done; there are still about 4,000 of them and there
are still some 120,000 patients being admitted to them annually. but the
comparison is 120,000 against appipaching 5.5 million, patients. .

DR. COHEN: You commented earliei about group practice, that in
1961 there were already about 600 general group practices. I wonder whether
you can elaborate on the forms of group eactice and their services?

SIR GEORGE GODBER: I 'should have said that the group phicticeand I
will deal with this in detail when I am discussing the details of general practice
later onmeans only groups of general practitioners with the nurses, midwives,
and public health nurses who work with them. The nurses are paid by the
health authority ; they are not the doctors' staff in the sense that these employ
them.
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September 22, 1975

THE DEPARTMENT_OF IljEALTH- AND
SOCIAL SECURITY AND THE LOCAL AGENCIES

DR. MILO D. LEAVITT: Sir George Godber, Scholar-in-Residertce, will
today discuss the third topic in his lecture series on the British National Health
Service, entitled The-Department of Health and3 Social Security and the al
Agencies., V---

In the first presentation we covered the evolution of the service, including
the considerations which led to its establishment. Last week br. Godber
discussakt- the present status of the 'National Health,$Service, including some of
the problems facing the system today. Today he Ivill cover the manner in
which the system is structured, namely through the Department of Health and
Social Security and local ,agencies. As many of us here are employed through
the U.S. Public Health Service, responsible not only for advancing medical
knowledge, but also for improving therhealth of the Ainerican people, today's
topic should be particularly relevant to our interests.

Once again, Dr. Godber will allow time for questions at the end of his
pre seulati9n.

SIR GEORGE GODBER: Now, you may think that the fast two talks were
excessively istorical, but in fact I don't think it makes much sense simply to
take a pho ograph o at we \have, the situation* of today. I believe one has to
look at- how the institutions evolved iand how practice evolved, because
otherw k are certainly going to be made by the reformer who comes
along and looks in strict logic at a pattern which may not now be very logical,
and tries to take short cuts. I am sure that the United States cannot do this sort
of 'thing in developing health services or social services, and this thought lies
behind an ahswer I gave at the end of our first discussion when j was asked
which patterp did I k the United States might copy.

I don't di ere will be copying of any pattern. Methods that have been
used elsewhere may be adapted to the American picture, but I do not believe
that the British National Health Service is an exportable asset (and I do believe
it is an asset). '
' In the first two talks (and I shall do the sane in this one) I was trying to

present to you the pattern of evolution and the structure rather than great
detail about particUlar aspects of the Health Service, which I hope to cover. in
subsequent discussions.

The Department of Health and Sotial Security is the lineal descendant of ,
the General Board of Health, which was set up under the Privy Council in
1848. There was no central government aglincy,responsible for health before A'
that, although there had been a short-lived board set uti ir),..the 1830's, when
cholera was thoubht to be coming to Britain in one of the earliest pandemics of
which we have recorelhere had been a Poor Law commission operation from
the middle 1830's, and the local Poor Law authorities had marginal health
interests, becaus4t was their job to look after the indigent and among the
indigent there would always be some who were sick. Admittedly, people
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tended not to last long in those
...---. 0

days, but still there would be some sick
persons. .-----.

Poor Law institutions for the care of the destitute commonly included
infirmary blocks, which were a kind of primitive hospital: The Poor Law
commission was set pp to provide central guidance for the Boards of
Guardians, which were the locally elected Poor Law authorities.

The first really serious attempt to introduce local health control through
sanitary services was as a result of an Act of 1848, and the first local health
officers were appointed then, in Liverpool and London, and the Board of

- Health was appointed in London. The Board of Health was simply an advisory
body answering to the Privy Council, and it appointed as its first medical
officer, in lig6, Dr. John Simon, who since 1848 had been medical officer to
the City of ro ndon. He moved to the central authority, and he is one of the
great figures in the history of public health in Britain: In 1856 he wrote the
first of the annual reports on the state of the public health covering that year,
and he was responsible to the Privy Council which in turn was responsible for
government under the Crown, in detail, only in those areas where there were
not established departments of government such as the Home Office, the
FOreign Office and the Treasury. ,

In 1871 the first independent department of government dealing with
health was established as the Local Government Board. It-had a President who
was a minister in the government and a Member of Parliament, but no other
members. This ininister and his department had central responsibility for
guiding the local bodies administering the Poor Law, and the elected county,
borough and district councils later established to carry responsibilities
previously undertaken, if at all, only by parishes. The department was strongly
biased toward Poor Law administration because that was the first area in which
theie had been substantial reform beginning in the 1830's. The Board started a

-,-..- vigorous effort to improve general sanitation through the local councils, which
soon were required by law to appbint their own health officers, whose security
of tenure and therefore, to some extent, independence of judgment was
guaranteed. A local authority could not dismiss its Medical Officer of Health
without consent of the President of the Local Government Board. That was 'a-
very necessary protection when, among the people elected to the local council,
there would almost certainly be some of the people owning slum property
which the Medical Officer of Health might want to condemn.

It That was the main drive of central and local government in the second half
of the nineteenth century, and it was reinforced in the control of communi-
cable disease by laws which required notification of specified diseases and the
provision of isolation hospitals. Separate laws also required provision, by the
counties and cities, of hospitals rbrNthe mentally illand an autonomous Board
of Control, not under the authority of the President of the, Local Government
Board, was established to supervise mental hospitals.

De larger local councils were given increasing responsibility in health and
other fields, including public safety, education, provision of roads,, water
supplies, sewage disposal and, later, housing. Although health responsibilities
increased after 1900 to include obligatory persona health activities for
schoolchildren in 1907, and optional services for the care of preschool children
and expectant and nursing mothers, they were never more than one duty
among many, and that isill. contrast between the association of local
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government with health ces in, say, Sweden.or Derunark, or New Zealand,
and Britain. The princi responsibility of a local authority, a minty council
in Sweden, is health' Eighty-five percent of their budget, goes on health, and
therefore the locally-elected council takes an intense interest in its health
services and a great pride, in its hospital services; whereas in Britain, with many
othskfunctions depending on the elected council, healthwas likely to be a less
proffment activity.

The Local Government Board had central responsibility for the environ-
ment, for housing, and these health activities, but in them the Poor Law was
still a dominating influence. It was perhaps for that reason that when national
health insurance, to provide primary care for insured workers, was introduced
in 1911, it was given to an autonomous commission, as mental health had
been, not to the Local Government Board which had the other health
responsibilities. School health had already been assigned to the Department of
Education, which was another board having a chairman and no members,

Later; during or just before World War I, when tuberculosis and venereal
/ disease services were thrust upon local authorities, they also were the

responsibility of the L%al Government Board. Subsequently, in 1919; a
Ministry of Health Ad was passed to concentrate the health concerns of the
government under one department, responsible to a Minister 'of Health.. The
new ministry still had responsibility for-environmental hygierfe, including water
supply, sewage disposal, refuse collection, and that sort of thing. Thailtind of
activity had been most ,important,in improving the standard of health iii the
second half of the previous century and, for that matter, irattt first 20 years or
so of this. The ministry was still responsible for food iafety, housing, for the
central administration of the Poor Law and environmental hygiene, but it was
also given a new range of responsibilities for maternal and child welfare, for
tuberculosis, for venereal disease, for controlling communicable disease, and
for the growing health needs of Poor Law institutions. The latter mostly now
had large infirmary blocks, because from .1900 onward, the life expectancy in
Britain' was rapidly increasing.lhe number of people reaching later ages, and
therefore likely to be grouped among the chronic sick, as in the United States,
was steadily growing,. As a result, local authorities were.beginning to. develop
their own general hospitals under 'the Poor Law system. ere are in Britain
some hospitals built since 1900 simply as a Poo d riot primarily a
health, exercise. From 1.920 to 1239 the health ministry recruited staff to
conduct surveys of the health act' sties df local authorities, and to give them
detailed advice. The years betiveen the World Wars were years of rapid
expansion of personal health-care,services provided by local authorities, though
not general practice or primary care, except as part of relief for the indigent.

The National Hea,lth Insura,nce ComMission was brought over to the new
Ministry' of Health in 1920; the commission itself was dissolved, and its staff
simply attached as one of the ministry departments. I joined the Ministry of
Health staff in 1939, and it certainly would not be true to, say that between

f 1920 and 1939 that particular branch of Ministry of Health activities had really
been absorbed into tlw. mainstream. It still tended to operate very, much as if it
remained a separate department. The Board of Control, which was responsible
for the central supervision of mental hospitals, was under the authority of the
Minister of Health, but it was not a part of the Ministry.
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The non-hospital personal hearth-care services that were being provided by
local authorities were essentially complementary to the main area of personal
health care, which was. obtained either through national health insurance or
privately.

The Public Health Law was consolidated in 1936, and' the Local
Government Law was consolidated in 1929 and 1933. Consolidation gave no
control over voluntary hospitals but they were brought into civil defense
preparations which were made in 1938 and 1939. There was increasing concern
for health and personal health care, shown by the large between-wars
development or maternity services, following agitation about the maternal
death rate which at one stage had reached 4 per 1,000 births, and pressure for
the provision of some special services like treatment for cancer. These led to
the introduction of a special Act in 1939 permitting expensive services such as
the use of ionizing radiations, mainly from radium, to be provided by public
funds.

During the period 1939 to 1945, the Ministry oil Health was responsible for
the medical side of civil defense, and for much of the treatment in the United
\Kingdom of service casualtiesnot all of which went to Army, Navy or Royal
Air Force hospitals, although such" existed. A large ptoportion of casualties
brought back to Britain after the invasion of Europe were treated in civilian
hospitals, which had been specially staffed, and in some cases extended for that
purpose. This meant that, in the Ministry, health was beginning to preponder-
ate ,rover environmental and Poor Law concerns which had dominated it in the
earlier years. A team of -administrators and doctors from this group, a small
team, was built up in the early 1940's to plan the National Health Service, and
that ream continued with additions to guide the introduction of the Service up
to the 1946 Act:

The Ministry of Health's responsibilities had become. two wings: the old
local goyemment wing, which was concerned with housing, water supplies,
sewage disposal' and that sort of thing, and the new health wing, concerned
with medical care and prevention and with some of the supporting social
services. The National Health Service legislation, which was part of a program
that had, three elementshtalth, assistance against destitution, and social
insurance therefore was introduced as part of a complete reorganization under
government of social security services of all kinds.

The idea was to bring together personal and preventive health as one group,
assistance to the indigent as a= separate social security group, and insurance
systems covering cash benefits.,in periods of ill health, retirerhent pensions and
unemployment benefits. Persbnal and preventive health and assistance to the
indigent stayed with the Ministry of -Healththat is, direct, not cash,
assistanceand insurance systems and cash assistance to the indigent went to
the new Ministry of National In,surance,'which was set up and. took on
new- responsibilities on the same date as the introduction of the National
Health Service.

The 'one component left out of the Ministry of Health services at that time
was town planning, which was a new development in Britain. This had gone to
a new department, and that,became significant later on. At the time of the
introduction of .the National Health S ice, in 1948, the Ministry of Health
still had large housing andlocal governmen esponsibilities.
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Special hospitals for mentally4listurbed 'persons before the courteve..Afrin
' fact he only directly-managed clinical services, provided by the lailth

depailinent. The, welfare of deprived children,` which had been with the health
department, was transferred under a Children's Act to the Home Office. The
Ministry of National Insurance, which had taken on the insurance respon-
se ility, did not have responsibility for war pensions at that time. This

. r mined with a separate Ministry of Pensions, which also provided hospitals
or pensioners as oei the Veteransdministration here.

It was clear/dm there had to Te further reshuffling to provide a logical
distribution of central government responsibility, and in 1951, that took place.
The separate Ministry of Town Planning took over the responsibility for
housing, water, sewage" and the rest as a 'Ministry of Housing and Local
Government and, for the first time, the department centrally responsible for
health was dissociated from the other responsibility of central guidance for
local government. This left the Ministry of Health a much smaller department,
the only disadvantage of which was that .it became less important. in the
hierarclv of government departments. "The minister ceased to beautomatically
a member 'ofof the, cabinet, and to that extent might have less influence in the
councils of central government, and also less strength when it came to seeking
additional funds for the health services.

Scotland was separate and had a separate Secretary of State for Scotland,
who was always a member of the cabinet, and this may have been a significant
faclor in the larger and progressively, increasing amounts of money in
proportion to population made available for the Health Service in Scotland.
That still left Britain with a separate Ministry of Pensions, which was dissolved
in 1953, with the clinical services being transferred to the Health Department.
These were a number of hospitals for pensioners, and the limb-fitting service,
which had been used for amputees, whether service or civilian. The change left
the pensions responsibility to the Ministry of National Insurance, now called
the Ministry of Pensions and National Insurance, to complete the responsibility
of that d'partment for cash assistance in all forms.

So the Ministry of Health now had all personal care and preventive health
servicesexcept those for the medicaliservices of the Armed Forces, the
medical services for deprived children, the school health service, the prison
medical service, and occupational health. Although quite a long list, it left the
bulk of health responsibility with the then Minister of Health, and in order to
provide coordination with some of the other services, the Chief Medic-al Officer
to the depattment was alio Chief Medical Officer to the Department of
Education, and to the Home Office. He was elso responsible for secirring
medical advice for the Department of Housing ad Local Government, and to
the Ministry of Agriculture and Food. There was thus a very large measure of
coordination on the professional and technical sides. The ChiefMedical Officer

' was ilso an assessor at the Medical Research Council, and entitled to attend all
its meetings. Therefore, at that, time, only military and occupational health
were completely detached from the main health department.

There was still a Board of Control for the mentally ill and handicapped, but
it was operating as a psychiatric department of the Ministry of Health, and the
hospitals were all part of the National Health Service. It existed only because it
was felt necessary to preserve an independent entitylealing. with some
questions of freedom of the subject, as until the Mental Health Act of 1959,

.., .

34
r. 42



the majority of admissions to mental hospitals in Britain were under
coinpulsory certification. Now, only a very small proportion of patients
admitted to mental hospitals are certified and can be detained; the great
majority are voluntary patients.

The final major reshuffle 'came in 1968, although there were some elenients
to come in afterwards. The Ministry of Health, responsible for health cfre and
related social services, and the Ministry of Pensions and, National Insurance,
(today callEd the Ministry of Social Security) responsible for the whole of the
pension sfstem and cash support to the destitutethese were to be brought

s together into a single Department of Health and Social Security, under one
Minister. The Secretary of State became responsible for one of the largest
departments of government, and therefore a more powerful voice in the
cabinet thaugh, as I shall show you in a moment, not necessarily a voice only
concerned with health when there were arguments about money.

Broadly, the foregoing covers all personal health care and prevention,
including since 1974 the School Health Service, the personal social services
provided by local authorities including care of the aged, the handicapped and,
since 1971, depTived children, when that group was brought back from the
Home Office, in one block. The social security services covered all 'kinds of
insurance payments and supplementary grants including sperjal grants provided
to secure attendance upon people who were housebound. It still left the
department's Chief Medical Officer responsible for advice to outside depart-
ments, particularly the Ministry of Agriculture, Fisheries and Food, and the
Department of Education and Science (on problems of education, for instance,
including medical education) to the Home Office on the Prison Medical
Service, and even a little group concerned with the overseeing of the prevention
of cruelty to animals in laboratories, and to the Department of the
Environment on chemical aed other hazards in the environment. And today
this officer is now a member, not merely an assessor, of the Medical Research
Council.

Therefore, occupational health is the only anomalous group left, but this is
now under a detached authority, not directly under a ministry. There is close
personal liaison across the whole of the medical and related fields.

40. The arrangement is logical, but it has one potential major weakness in that
that one minister fights for funds for both cash and care. Perhaps it is not fair
to say it is a major weakness, but it Could be a major weakness. Out of a
limited social budget he, the minister, may be unable to do justice to both, and
he might lean to one or the other side for reasons of personal inclination or,
conceivably, electoral attraction. At a time of retrenchme9t it might seem
easier politically to cut services than cash Allowances. The solution to this is
probably precaution rather than change.

That has been the pattern of the evolution of the central department during
the life of the National Health Service, and the pattern of local agencies reflects
the central developments. Elected local government began with Boards of
Guardians in 1834, controlling areas which were simply combinations of
parishes which had previously carried the Poor Law responsibility from
Elizabethan times after the dissolution of the monasteries. City councils also

existed, and counties had historical boundaries going back even further,
sometimes to areas that in Saxon times were suitable to recruitment of the
militia, and not necessarily very suitable boundaries for organizing today's
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health care. Counties were later divided into urban and rural districts, whose
councils' main functions were basic environmental control, and the control of
communicable disease. Personal preventive health services were simply given to
the larger, authorities as they came` along. Treatment services were added to the
larger authorities when the Poor Law was broken up, finally, and the function
and institutions went' to counties and to larger towns which had courity
statusabout 140 authorities in England and Wales, with a population then of,
less than 40 million.

The size of those authorities varied from fewer than .20,000 in the tiny
County. of Rutland to 4 million at one stage, in the County othOndon. The
boundaries were quite irrational, but political resistance to changing them was
always extremely strong, until finally in the 1960's a commission recom-
mended 'a reorganization which was put into effect at the time of the change in
health service administration in 1974. .,3

The definition of units naturally had functions other than health in mind,
even then, and the boundaries then were signed primarily to fit health
needs. For that reason, and because there was no regional unit, and the
professions were strongly antagonistic to co trol by elected local government,
a separate administration (though using similar areas) was chosen for the
National Health Service. Local goVernment finally lost the management ofany '
health services except for environmental control. .

The fmal break came with 1974's changes, but part of the change had
occurred at two earlier stages. In 1911 when national health insurance was
introduced, it assumed in general responsibility for contractual arrangements
with general medical and dental practitioners and pharmacists and the
sight-testers for those services. The local committees were roughly of equal
numbers from societies and the professions for each county,or city. In 1948
when participation by the Friendly Societies and independent insurance
ceased, similarly constituted bodies, called Executive Councils, were composed
of professionals, nominees of the elected local authorities, and a few others. So
for the first time local government was indirectly getting a foothold in the
management of primary health care.

In 1974 all these were transferred to management by the unified health
authorities, and special, committees (the Family Practitioner Committees) had
to be set up by each health authority with a specified constitution of the same
kind.

,

In 1948, when all hospitals were transferred to the Ministry, 14 English
regions and Wales, plus five regions in Scotland, were defined for the
administration of hospital services. 'Each had an appointed board to plan
specialists' services, employ all the senipr medical and dental staff and
undertake necessary capital building work.. Each regional board defined
hospital groups, not geographical districts, and appointed management com-
mittees for them. Local authority members were chosen, nut as delegates of
their authority, but as persons for membership of both the boards and the
committees. Hospitals that were associated with'medicat schools were
separately designated and given boards of governors consisting of one-fifth
representatives of regional boards, dne-fifth from the university, and one-fifth
from the senioemedical and dental staff. They were answerable directly to the
Minister and not to the regional boards.
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All the money for hospitals and for the family practitioner services came
from central taxation, plus a central contributionlrom insurate funds. The
county and city councils that ran the personal, preventive and support services
had approximately a 50 percent subsidy from central taxation for their v"
services. They ran the preventive and support services of home nursing, home
midwifery, public health nursing, home help in time of sickness, immunization,
provision of health centers, ambulances, after-care services, mental health
support, and well-baby clinics. Separately, they were also responsible as
education authorities for the School Health Service under the Department of
Education. This meant a very strong epartment Influence on hospitals. the ,
running cost of which was about one- f the total health fu ds for health and
personal social services, and the velopment about percent. So the
cost of hospitals is the largest component in the expenditure of the health side
of the department.

The family practitioner servicesprimary medical care, dental care, and
pharmaceutical services and services for providing spectaclesadd up to only
18 percent of the total expenditure, and the expenditure on local authority
health services only 6 percent. Sixteen percent ctif the present Health and
Services budget is for the personal social services which are often in support of
the health servitrek 7

. Since 1974 in England all finance for health services has come from central
taxation and small contributions from insurance and payments by patients; it is
MI distributed through regional health authorities to area health authorities. In
1974 all services were brought together in England under the regional tier. The
Secretary of State appointed regional health authorities for 14 regions in
England and chairmen of area health authorities; the regional health authorities
appointed the members of area health authorities, including, some nominees of
the local authorities and the professions. Thus the funds coming from central
sources were all administered by appointed authorities.

The 14 regions are health regions approximating those of t he old regional
hospital authorities. In all cases they now follow lodal authority boundaries,
because of the need to avoid confusion between health and local authority.
The area health authorities each administer the services within the area of a
local authority, but their membership is appointed by the regional health
authority and they use the same areas only in order to secure closer
cooperation with the personal social services, education, and the other services
provided by the elected authorities; there are 90 of them.

The first task of the area health authorities was to decide' whether the health
services in their areas had to be administered by one or More districts; today,
most of the authorities include more than one district. They appoint; for each
district, a district management team, which is a multi-disciplinary group
including an officer responsible for finance, a senior administrator, a
representative doctor from general practice and another from the hospital
staffs, and the community physician (whom we will discuss in one of the later
sessions) and a district nursing officer. The district management team is the key
to the management of the Health Service, because it is at the district level that
services are effectively coordinated. There is no administrative council gr
committee at that level; the district management team is answerable directly to,
the area authority.

37

45



The area auth6rity is necessary because the elected councils of the counties
have the responsibility for personal 'social services; and there has to be close
communication between health and social welfare and because the health
authority is responsible for the School Health Service, also education.

This is the really difficult part of the present organization. It would not
have been possible to have had a purely health-planned administration, an
appointed authority for each district for all the health services, and an
appointed regional authority for each region for all the health services. In those
circumstances it would then have been necessary. to arrange that the district
authorities combined in order to secure close coordination with social welfare
and with education and housing and other relevant services which were the

-responsibility of the elected authorities. For strong political reasons the 0
authority was set up at the area and not the olistrict level. That means that
there are 90 of them, and the system is not broken-down between something
like 200clistrict authorities. It would have been possible to dispense with the
regional authority, giving all the power to the area and allowing for regional
functions through a combination such as exists in Sweden, where counties
combine to provide some of the services. Had that been done in 'Britain,
the link with universities would have been lost, and there would not have been
a broad enough basis for planning some of the specialist...servicesor for taking
on education, particularly postgraduate education However, the end stage in
organization has not yet been reached, I am sure. It is not thought that the
system can be interfered with again within the next few years, although it is
obvious, from some of the views expressed on behalf of the present,
govemment, that they do not entirely like the system taken over from their
predecessors. Metamorphoses of this kind can be undertaken only every so
many years, and I believe that the present system is almost certain to run for at
least 10 yearsthat is till the late 1990's at least.

To return to the subject of the Department of Health and Social Security, I
said that the Chief Medical Officer in the department had slightly wider
functions and goes outside the department In some of his responsibilities.
Within the department, there is something which in the United States possibly
would appear very strong. There are parallel hierarchies, administrative and,
medical, and there are chief officers in other professiohs: dental, nursing,
architectural, engineering and pharmaceutical. The Chief Medical Officer does
not have co rol over the Chief Dental Officer or the Chief Nursing Officer, or
the Chief Pl macist. He has a general coordinating role with them; still less

--irties he have- control over the architedts and the engineers.
The departn:tent runs nothing direct, except for three special hospitals for

people,guilty of crimes or unfitto plead, sent to hospitals because of their
mental illness or mental handicap. It also has two separate agencies, a public
health laboratory service board and a radiation protection service, each of
which is run by an autonomous board funded by the health department. The
department is headed by a Secretary of State, who is a politician, a Member of
Parliament. In my time he has always been a member 'of the House of
Commons, and because he has so much on which to answer questions in the
House of Commons, I believe that this-arrangement will continue. Under him

. he has the parallel administrative and medical hierarchy. There isa Permaneiti
Secretary responsible for running the office; he has direct responsibility for the
work in the health area. There is a second Permanent Secretary responsible for
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administrative work on the social security side, and there is a Chief Medical
Officer, ranking equally with a Secretary, who is responsible for ensuring that
appropriate professional advice is provided to both sides of the department.
The Chief Medical Officer's responsibility embraces both sides of the

.,, department. He has the right to go directly to the Secretary of State, and he
cannot be overruled, by his administrative colleague (neither can he overrule
him), but I know of no difficulty arising from that. A sensible acommodatiOn
of differences is always possible between reasonable people.

,t. There is also a 'Chief Scientist, who at the moment is a very distinguished
former professor of med. ine, and a separate research organization within the
department, which also related to both health and social security sides. The
department is organized in groups of administrative divisions, each group under
a Deputy Secretary, and each group matched by a group of medical divisions
under a DeputyrCM0 which provide to their administrative opposite numbers
the technical advice upon which much of the policy may be based. When
appropriate, the other professional divisions, nursing, dentistry, pharmacy, are
also matched with administrative divisionsere are about 7,000 staff
Members on the health side, and.85,000 in social security. The reason for the
difference is that local work of the insurance and social security systems is
undertaken by departmental staff. The health department staff is concerned
only with guiding and influencing the work of the administrative bodies
established outside. The social security side staff go out and do the local work,
so there is an extensive, regional, departmental system. The total professional
staff on both sides-of the department numbers 1,500, of which, about
one - fourth are medical.

The combination of health and social security is recent, andthere is not yet
a great deal of pooling of .resources within the department. Each of the
Permanent Secretaries is an officer independently accounting,to the govern-
ment, which means that he is responsible for ensuring ttat the money voted by
Parliament is spent in accordance with Parliament's mandate and not
someones-4.yhim. .

There is one Chief Medical Officer who operates across the whole
department and, as I said, the only professional services directly provided are

'for. the provision 4:artificial limbs, and special hospitals for tale mentally
disturbed who must be detained in secure accommodations.

There are seven Major blocks of work, each under a Deputy Secretary. One
gives general administrative support to the office as a wholethe organization
of the whole officeand deals witlicOmputer services and statistical services in
support of both sides, research, the economic advisors, all establishment
questions and f centrals long-range planning unit. This block, operates,
therefore', across the whole department.

There is a services development group on the national health and personal
social services side, divided up into eight divisions with particular functions
attached to eAch.Three deal with special aspects of the health serdite, others
the socially handicapped, .the local authority social services, mental health,
children (including the School Health Service, and medici es, food, and
environmental healih. Another group is responsible for the regio develop-

. ment of health and personal social services. IA staff is concerned with, regional
liaison; it provides the guidance required directly to the regional and area
health authorities, and it deals with the capital prograh.

M
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A fourth group is concerned with personnel questions of all the professions
and the associated staff. There are two groups of. divisions dealing with social
security, and there js one common group of diirisions managing financeboth-
health and social security. At present, the Deputy Secretary in chargevf that
group also is Accountant General forthe health side.

There are 'regional and local offices for social security; and onl)", small
regional staffs for liaison on health and personal social services.

The purpose of my discussing this kind of development is to show how and
why things have come together in this particular form.

The total cost of the National Health Service in the period 1974-75 was
roughly $7.25 billion. The total cost, of personal social services-.was $1.15
billion. In the health buildup, 6.2 percent goes for general medical services,
that is, primary care, $445 million; general dental service, 4.6 percent, $320
million; the pharmaceutical services, 8.92 percent, $640 million; the opthalmic
service, providing spectacles, 1.4 perdent, $75 million; hospitals' current
expenditure, 57.7 percent, $4,183 billion; and hospitals' capital, 8.15 percent,
$590 million. The :local' authority personal social services, account for 6.5
percent, $47Crmillion of the combined health and social services total.

The percentages I have given you for thehealth services are percentages of
the expenditure on health, not of the combined total. The funds for this
expenditure derive 90 percent from taxation (again, this is for health), about 4
percent from users; and just under 6 percent fro a'fixed contribution from
the National Insurance Fund total.

Thor proportion of British gross national product spent on health at the
present time is 5.4 percentwhich is a considerable increase over the previous
year, when it was slightly 411 excess of 5 percent. This is mainly due to large
increases in remuneration accorded staff at all levels during that particular
financial year,and to a fall in GNP. It is not due to a 9 percent real increase in
the expenditure on services; only about 1 percent increase was attributed to
that.- '

I am afraid that the foregoing may have provided nothing more than some
sort of historical understanding of how we in Britain came to the point we have
reached. I have not attempted to deal in detail with the breakdown offunction
within the departmenl_because I doubt it would be relevant to present
American concerns; but if there is anything thatyou would like me to try and
enlarge ugort, I will be very happy to answer questions.

DR. LOTS K. COHEN: I was concerned, or rather, I am interested in the
functions of the department, particularly if y could elaborate q the
research role. You mentioned briefly that there arch operation dealing
with the health sector under the social security function.

SIR GEORGE GODBER: There is a substantial expenditure on research.
Much of it is in connection with thy, development of equipment, of computer
method, and the use of, for instance, dental materials. Part of it is concerned
with studies on the effectiveness of the Health §?fice in various ways. I recall
a study on the relative costs and clinical effectiveness of two different methods
ofIreating varicose veins, for example, and also for the support of minor
clinical research, which is done through the health authorities. They budget for
it and obtain an allocation in accordance with the pretrarn fhlt they foresee,
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which is a means of helping the beginner in researchthe man who thinks he
sees _something worth studying but does not go to' the Medical Research
Council,for what seems a relatively minor thing. But this money can be spent9
on quite large undertakings. For instance, there' is a unit engaged in
epidemiological studies within, the Health Service and the effectivenessillf
different methods'of providing'-a particular kind of care, research based at the
Clinical Research Centre at Northwick Park. The health dwrtment pays
one-half the cost, and the Medical Research Council provides theither half.

Also, there vAs a large investigation of psychiatric care in the Camberwell,
London, area, involving maintaining a special register. This was started as a
piece of health department-supported research, later adopted by the Medical
Research Council. There is also a unit for the study of drug dependency,
supported partly by the Medical Research Council, partly by the department.

DR. COHEN: Then the department engages in direct research in-house, and
jointly with the Medical Research Council supports research done either by the
local authorities or by universities?

SIR GEORGE GODBER: It may support it jointly with the Research
Council, or it may do it simply by allottitg funds to health authorities or
universities which have proposed suitable-programs. The deparim-ent does not
do much in-house research in the health field, except on health economics, but
it does-more in-house in the social welfare field. All of this is under the
guidance of a Chief Scientist who has advisory boards and committees that link
up with the Medical Research Council. 0
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4 . September 30,1973

THE DEVELOPMENT AND SCOPE OF
GENERAL PRACTICE

DR. MILO D. LEAVITT: It is my pleasure once again to introduce 'Sir
George tGodber of the National Health Service of Britain. Tticlay he is going fb
talk to us about The Development and Scope of General Practice in the United
Kingdom. We feel the topic is particularly important, because the role of
general practice in Britain has been such an important one; the keystone,
really, in the development of the health system.

In view of what is now facing us in the United States it is felt that we should
pay particular attention to the experience of our British kin. Similarly, because
of American interest in preventive medicine and concern about the teaching of
preventive medicine, and about' the purveyors of the preventive practices that
we hope, to encourage and develop in this country, I think-we have much to
learn from what Sir George may tell us today.

SIR GEORGE GODBEtt: I am afraid that all of you thuliceel that I spend
much time on history in each of the discussions that we are having. However,
this is quite deliberate, because as I said at the beginning, one does not do
anything suddenly new 'in organizing health services. One starts with what,one
has and makes it dyer gradually. Nothing else can be expectCd because one is
dealing with members, ten of thousands of member.,s of professions, many of
whom are sure that their own present way is right, and one can only, get the
required kind of change by consent. It candot be done by direction, and 'that
means that it is always valuable to look at the way Jive got to where we ares
rather than me ;ely taking a photograph of the situation at the present time. So
that is my excuse for always trying to put what we are doing in the perspective
of the history of what we did.

Now, general practice is, of course, the original medicine. I suppose it was a
Idrfcl of general practice that Hippocrates carried out; certainly it was the kind
of practice recorded in Herodotus as having been undertaken by Democedes
for the population of one of the Greek Islands for-which he yci each year paid
a talent of silver. That was the original position, but as soon'as one begins to
make 'medicine more complex and more scientificas we, began doing, I
suppose, 100 or 120 years agoparts of it have to 'be cayed-out .and become
the province of particular individuals .with special experience in Idepth:
Ultimately, then, general practice is not the whole of medicine, barilfletmed
by itS relation to the other specialties:

Historically, in Britain, the first Organized nildicine as,lhat,of the Royal
College of Physicians, which in the sixteenth century w organiza of
physicians mainly centered on London. They were the 1 ends bf
the best Of the physicians in monastic times, not concerned with 'treating
everybody, but concerned with the treatment of the rilatively small number of
People who came to them and who could afford to pgy their fees. Separately,
the barber surgeons deveropecithe kind of activity which the physicians were,
by their own' statutes, prohibited from carrying out, and.these barber surgeons
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were incorporated not- as a royal college in the sixteenth century, but as a city
\sTh company in London. Incidentally, this Barbers' Company still exists.

In Scotland, on the other hand, one of the King James was himself
interested in medicine, and it was he'who helped establish the Royal College of
Surgeons of Edinburgh well before the establishment of the Royal College of
Surgeons at London. In the beginning of the following century, the other
group, the apothecaries (who provided herbal remediesor sale to the public
and gave a sort of lower level of medical care), were also incorporated as a city
companythe Worshipful Society of Apothecariesunder a charter given by
King James the First. The curious thing is that it was this third group thatew,as
the first to introduce any formal qualifying examination into medicine in
Britain, because they set up examinations in 1816, about 30 years before the
surgeons, and about 40 years before the physicians woke up and started asking
for more formal assessment before qualification. But e physicians and the
surgeons, accepting each other rather grudgingly on the one side, certainly did
not accept the apothecaries on the other. They regarded this very lowly form
of life as one that should be kept in order, and limited to selling drugs.

The apothecaries did not accept that limitationind being supported he
first of the Stuart monarchs, where the Tudors had supported the othe ,

they did get themselves established, although well into the eighteenth cent ry
they were still having arguments that sometimes led to actual fisticuffs. The
conflict is very well described by Rosemary Stevens in her book, Medical
Practice in Modern Britain, and it came to an end only after the registration of
doctors (under the then newly-established General Medical Council) was
introduced in 1856 by the first of the medical Acts.

I should also mention that in the very early stages the Archbishop of
Canterbury had the right to confer a Doctorate of Medicine, and he did so,
although I don't believe there have been any such doctorates conferred since
about the seventeenth ce u

At about this time, the spec ties began to emerge around hospitals as they
were first dejt5ed. Again, th very earliest hospitals followed on from the
monasteries, one- of the olde of which was in Rochester in Kent.
St. Bartholomew's and St. Thomas's compete for the honor of being the oldest
in London; by their names they indicate tilt ecclesiastical origin.

In the major population centers, hospitals began to be set up. By the early
part of this twentieth century they were staffed almost wholry by specialiits
and, although the staffs of those hospitals were closed stiffs )n the sense that
the doctors in the area did not have hospital privileges, onlic4he staff selected
for the purpose by the managing bodies of the hospitals were given any
facilities within them.

was trained at the LOndon HOspital, and even when I %via student, just
over 40 years ago, there were still some people on the hospital staff who spent
part of their time in general practice. They mostly were the anesthetists,
because in the pecking order of the specialties, anesthesia was still a long way"-
down at the bottom.

In smaller centers outside the ain teaching centers, the hospitals had
closed staffs, selected staffs; they ere not places in which any physician in
good standing had the rightto practice, as was usually the position here in the

those hospitals, although they were selected and had some specially traik,
United States, in the community hospitals, at least. But often the staff," of
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also did general practice outside. Often they had to establish themselves in
general practice before they could become appointed to hospital staffs. I knew
excellent surgeons who had to wait around for dead men's shoes for 15 years
or more, while men of lower qualifications had the hospital privileges which
they themselves lacked.

In the smaller towns in Britain there were also some hospitals, usually called
cottage hospitals, which undertook the nursing of patients not requiring
highly-specialized intervention, butin which a general practitioner, ifie chat
to undertake, shall we say, some radical surgery, could do so. The larger 01
these cottage hospitals would also usually have a weekly or fortnightly visit
from one or two of the specialists froin the nearest large center. Then, of
course, there were the other hospital such as those for infectious diseases,
which were really fOr the isolation of atients, and were often very small, or
the small infirmary units of what had been public assistance institutions which
housed a number of elderly chronic sick. These patients usually were not
expected to ggt better, and they did not get treatment that would help them to
get better. Specially appointed general practitioners were generally responsible
for the care of these patients.

I can recall two small towns in Derbyshire in which there were institutions
of quite considerable size, each with substantial infirmary or hospital
compqnent. In the early 1940's, the edical officers in each of those
institutions had been preceded by their f errand they by their fathers, and
these institutions, built in the 1830's, had ever had medical staff from any
&her' family. So those institutions were closed., too. Since they did not provide
opportunities of adding to income, nobody tninded very much. I

However, there was a British Hotpital Association, which was an association
of voluntar4Lhospitals run by charitable bodies, up until the National Health
Service. By the late 1930's its policy was such that in all hospitals in
membership of the Association, the staff was restricted to those selected..
Automatic rights were not given to general practitioners in the area. When
funds became available to the hospitals they might actually employ the
doctors, but in virtually none of the hospitalswhether provided by public
authorities or by volunteer bodiesdid patients pay their doctors. It might be
that the doctors had part-time or full-time salaries in local authority hospitals,

abut they had no fees from the patients, wheth91 the hospitals were voluntary
or public.

.
This meant that most doctors had no hospital privileges, and it also meant

that pan s were seen at hospitals only if they were referred there by their
own do or . This was one of thefundamental conditions for "peace" between
the specialists and the generalists: that the specialists would be genuine
consultants; they would receive patients only on reference. '

When the National Health Servi was introduced in 1948, this which had
been professional custom bec e service rule At that time, though, some
hmpital staff members necessarily had been only pi'istime in hospital service. ,
For instance, in the Lincolnshire town of Grimsby, with a district population
of more than 150,000, there were but two staff specialths restricting their
practice to one speciaky. Other surgeons on the staff did some general practice
in order to live, becaus e. there just was not enough private spedalist practice.
But when the National Health Service was introduced, these people turned to,
their specjalist activity and gave upi general, practice. Nearly all the general
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practitioners 1,Y1O had hospital appointments at that time decided to go one
way or the other. They decided either to give up their hospital privileges and
concentrate on their general practice, or they decided to turn wholly to the
specialist side of their practice.

The effect ,of. the 1948 introduction of the Service was particularly
conditioned by the settling of remuner .0**r, and this settling of remuneration,
on the advice of the Spens Oommittee, as favorable to the specialists and
unfavorable to the general practitioners. ;The top of the specialist earnings was
more than twice the top,of what any general practitioner could expect to get,
and the Oerage of specialist earnings was well above the average of general
practitioier earnings. In the beginningand before the fmal settlement
following the adjudication that after about 3 years gave justice to the general
practitionersthe disparity was even greater. The average general practitioner
was not even getting to the bottom of the consultant scale, and the man right
at the top of consultant earnings was getting at least three times what any
general practitioner could hope for. ,

The specialists, of course, regarded themselves as esuperior kind of animal to
the generalists at that time. There is no doubt that the highest quality of
doctor in Britain at that time was represented by some of the most
distinguished of the specialists, who made up the leading element in the Royal
Colleges. However, there were a lot of other specialiits who had been working
at a somewhat lowir level, and who yet were treated in exactly the same way
in terms of salary scales. They oftentqok unto themselves the aura of the
distinguished figures in the Royal Collegres, and as a result assumed a somewhat
distant attitude toward the general practitioners.

It will be appreciated that specialists previously had -obtained their income
only from fees paid by patients referred to them by general practitioners, and
thus it was hardly profitable to be hoity-toity with general-practitioner
colleagues. But when the greater part, of thi specialists' income was being paid
as salary from the Health Service, the same considerations were not alviays
applicable, and there was in the specialists a sharp increase in what the Greeks
would call "hubris." And, incidentally, there was an increase in the number of
very smart cars seen parked outside hospitals. Inadvertently, this change of
attitude was expressed by_one of the leaders of the socialists viho had been a
member of Spens Committee on specialists' salary, the manwho largely
deyised thelsystem. He expressed the extreme consultant view that all medical
students would start aspiring to the specialist's nirvana of becoming a
consultant, and he actually said, #1 giving public evidence to a Royal
Commission around about 1956, that all would compete in-this way, and those
who fell off the ladder would go into general practice. Now, one cannot get
much higher m self-esteem than that, and it can be understood that, to the
bulk of the profession, this-was an unwelcome viewpoint:

The specialists did have more private practice, at least the well-established
ones did. In the early nays, the specialists were committing themselves to only
about 7 half-days a week, which amounted to seven-elevenths of a full- time --

. salary, from the National Health Servis. This was to change fairly rapidlyand
the specialists moved up to maximum part time, which was nine-elevenths. In
the early days a small number of specialists were getting a great deal more
income from private practice; not only more than the average general
practitioner, but probably in.total much more than the total number of general
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practitioners were getting from private practice. The fact of their being paid' by
the Health Service made some of them feel less concerned for the well-being of
general practice, and this of cotirse exacerbated the feelings of the general
practitioners that the consultants were totally, unmindful of the full profee-
sional interetta There was, for a time, a much deeper schism within the
profession than we have had at any time since, and probably for 50 years
before;

The hospital training posts, the posts for junior staff in hospitals, were not
aligned toward training for general practice. Themovare arranged in a way that
assumed that people would spend at least 1 year in hospital posts, but only
some of them would go on to a second.year of junior hospital posts, and then.
compete for a post for third and fourth yearsmany of them failing to achieve
it The survivors would compete again after 4 years of this kind of experience
for a final 4-year training post,, which eventually,would get them to the dizzy
heights of being hospital consultants.

All this was thought out by hospital specialists in terms of pioducing
successors for themselves, just as teachers of Greek and Latin and other classic
subjects think mainly of reproducing themselves in subsequent -generations
(although they might contest that). But obviously this wks something that later
had to be. put right The loss of hospital privileges that l mentioned, and the
fact that some doctors who were on hospital staffs were not judged to be of
full specialist quality and were not given appointments as, consultants, affected
only a few, but it was a blow to the prestige of general practitioners, and much
more was made of it than ittually the effect on individuals justified, because,

-mosrof the best trained in specialties had turned wholly to hospital work.
The initial impact of 1948 on general practitioner work was that at least 95

percent of the population registered: with general practitioners to. receive
service under the National Health Service. This meant that prrate general
practice had almost disappeared right at the beg.iung of the Service; and.of
the 5 percent who didn't register, at least 2 or 3 percent were probably the
people.. who forgot or didn't bother to do it until they became ill. It is thus
unlikely that as many as 2 percent of the population were thinking in terms of .

getting their future medical care privately, instead of under the National Health
SerVice. Previous national health insurance had covered only insured workers,
and now dependents, married women and their children, we entitled to free
care. Probably many of these dependents had not previously gone to their
doctors when they should -have, and now they started to do so. In
consequence, there wasa considerable' increase in the demand on general
practitioners which, acjording to one survey (and it is the only really reliable
figure), by the second ;flar of the National'Health Service was running bout
12 percent overall.

The distribution of general practitioners wasn't as irregular as the
distribution of specialists, because it had' not depended wholly on 'private
practice. It had been supported, to a considerable extent, by the national
hialllOinsurance available to insured workers, but there was about one-half of
the population pot entitled to care under national health insurance. Many not
entitled to care under national health insurance had paid private fees, even-at
thepoorest levels, and many doctors rank sick'clubs which Were joined by
people covered under national health instance in order to obtain coverage for
their wives and children.
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In most parts of the country there were the relatively well-to-do, who were
'charged fees that made quite a substantial contribution to the total income of
doctors. This meant that there were doctors distributed in large numbers where
there were more wellto-do people; such as in, for example, a south coast town
Ike Worthing, to which many iVell-to-do people would move on retirement. In
retirement'with inflation threhtening, such people hrimediately tumid-to the
National Health Service for their care, and this led to the situation where in a
town like that there were more doctors than would be able to get adequate
remuneration simply from the National Health Service capitatibn fees._(The
National Health Service at first paid its general practitioners on a flat rate
capitation fee, without even an adjustment for age.) ,

So, suddenly the doctors in the induttrialized areas with very large lists of
patients-4,000 or more t a single doctorbecame the affluent general
practitioners, and those who ad been proud and affluent private practitioners
in areas where they were Lashamed to admit that they had a small panel
of national health insurance atients were suddenly very much the less
well-to-do. The latter, in some cases, removed themselves to less salubrious
areas where there were more patients and more capitation fees, but perhaps less
social influence. -. -

At the beginning of the Service, the upper limit of a general practitioner's
patient list was 4,000. He could, if he hired an assistant, have another 2,500,
and the average list for general practitioners in 1950 was 2,500well.above the
leirel thought desirable as a national average today. There were many areas,
industrial areas, where that average at the beginning of the Service was nearer
3,500. General practitioners were paid a capitation flat rate from a national
pool calculated in accordance with the number of registered patients, so that
the 2 percent or so of the ,population who had not bothered to register
represtnted a serious loss for the general praCtitioners as a whole. However,
because people tended to move from one area to another (and often to be

'counted twice for a year or two until their records caught up to them), the
number of people for whom contributions were paid into the national pool
was, after a while, more than the number of people living in the country. The
national pool had so much per head for every person at risk placed into it, and
then an addition (at that time 34 percent) representing the average ascertained
cost of practice. This cost, determined from income-tax, returns, represented

Oc
enaverage of practice expenses. Bid a doctor who provided really good
suiting-room facilities and had suitable supporting secretarial and Whet

staff could have been paying more than the 34 percent, enough perhaps to
have justified an additional 50 percent. And conversely, one who practiced in a
heavily-populated, poor area from a sort of lockup, store -front shop might
have had a full list and practice expenses of but 10 'or, 15 percent. These
disparities were not take into account when distribution was made; the
distribution was made eqNly in accordance with the size of doctors' lists of

,_patients registered with them over the whole country,, and it was grossly unfair'.
jn that situation there was no incentive to take partners, because if one took

a partner, one simply reducedt not only one's own income, but the average
income of all general practitioners. Therefore it was much more profitable to
general practice as a whole to have assiitants, raiher than partners. Thus there
were, for perhaps 17,000 general practitioners, 2,500 assistants in Englaild and
Wales.
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At the beginning of the Service, the National Health Service Act removed
the right to sell the goodwill of a practice. In place of this right a compensation
fund wad set up, from which the general practitioner would be able to haw& his
share when he retired. This fund ogirially amounted to something like (if I

.4-

remember correctly) £66 million,ovhi in 1948 looked quite a lot to be
distributO among some 16,500 entktle general practiti rs plus nearly 2,000
in Scotland. Ten years later it lcklfied very different, when inflation had
substantially reduced the real value'Of the compensation. The fund was not
finally disbursed until 20 years later, so in the interim, although interest had
been paid on the him due, the capital sum had seriously depreciated.
Therefore, compensation for the right to sell one's practice was by no means
generous by the time it had all been repaid.

Prior to 1948, recruitment to practide had been by the doctor himself. He
might have written to his own medical school to get a successor. He might
advertise to sell his practice,, with perhaps 2-1/2 years' net income as its price,
enabling him to choose his successor having more regard to the person willing
to pay the maximum price of the practice. A

During our previous discussion I mentioned a gross though atypical example
of two partners who unwittingly sold their practice to an alcoholic who, in
fact, died of alcoholism within a year. For this year he practiced in an isolatad
small town with only one young doctor as a salaried assistant. That was the
sort of situation that simply could not continue within a National Health
Service, when most of the goodwill of the practice was the list of patients for
whom fees were being paid under the National Health Service. So a new system
was introduced, whereby in under-doctored areas it was possible for any
'fildividual to set himself up in practice. He could buy premises and put up a
plate, and wait for patients to come. Incidentally, all doctors who had
registered their intention to practice by the appointed day in July 1948 were
admitted to National Health Service practice.

But at the Other end of the scale .there were areas m which there were too
many doctors, and there was a large intermediate area where selectivity.. in
recruitment could be allowed. A Medical Practices Committee, operating at the
center, consisting wholly of general practitioners, and with a salaried chairman
who was himself a general practitioner, defined the areas to be regarded as
over-doctored or under-doctored or intermediate. The Committee accepted all
applicants in over-doctored areas, whether an existing practice was vacant or
not. They accepted no new applicants to practice in an under-doctored area,
even if a doctor wanted to take on an additional partner who could later
succeed him; and they allowed no assistants in those areas either. In
intermediate areas, which were the majority, they chose people who were,to be
admitted to practice from among applicants responding to advertisements.

Because of the nature of the tenumeration pool, during the first 3 years
there were few attempts to increase the number of general practitioners. But
the 1952 adjudication, which finally gave just treatment to the general
practitioners, determined that the size of the pool in future was to be based
not upon the number of people who wanted to use the medical services, but
upon the number of doctors. The argument was that there were too few
doctors (which by common consent was true), and that additional doctors
therefore wou'1Lonly go some way toward reducing the .overwork of existing
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doctors to an acceptable level. A larger number of practitioners should share,in
proportitately larger pool.
When p tients had registered with doctors, the patients were remarkably

loyal. They tended to stay with them's° long as they lived in the area, except
occasionally where a sharp disagreement would occur between doctor and his
patient, or between a family member of the patient. The patient turnover in
practices in the course of a year was remarkably small. I cannot provide an
exact figure, but an assessment is that less than 10 percent of the people in a
practice would move on in the course of a year (and, of course, that 10 percent
could be 'the same 10 percent each year). A practice could well have 60 to 70

_....-
,prcent permanent members, depending n the area. It would be m the
remaining 30 percent or so that the change w occurring, and this would occur

;#i quite naturally from children growing up and moving away, a daughter
marrying and living in another area, or perhaps not living in another area, but
choosing to take the same family doctor aster husband.

Therefore, a newcomer trying to-set up practice even in an over-doctored
area would not quickly recruit patients sufficient to give him a proper
incomeunless he happened to set up practice in a large new housing area,
where there was nobody else within reach. That is the way in which quite a
number of new pracjeces were established in the new towns and in large
housing extensions of towns in the early years.

liveatients had freedom to choose. They did not have to select the doctor who
on e same road. They could choose one within any reasonable distance,

and the simply went and registered with him if he was prepared to accept
them. ereafter, if they decided they wanted to changf, they could do so at
once if the doctor agreed, but if he disagreed with their changing and did not
like to lose them, they could nonetheless go at their own wish after a period
which was at first 3 months. A doctor could also give his patient 3 months'
notice of his wish to remove the patient from his list, and that 3 months'
interval was later reduced to 1 month. (One can imagine the sort of
circumstances in which a professional relationship could no longer be
maintained between two people in disagreement.) A patient who had not
chosen a doctor could go to the Executive Council that ran the Service and.ask
to be allotted to a -doctor, and the area's, county's or city's general
practitioners accepted a collective responsibility for the whole population. In
an emergency, if a patient was away from home, he could go to any doctor in_
the National Health Service and obtain emergency treatment, and the doctor'
would then be paid a special fee which came from the same renumeration pool.

A doctor in the Service was paid a capitation fee, whether he saw the
patient or not, and the fee remained the same, irrespective of how many times
he would see his patient. The average number of doctor services at that time
was thought to be 4 to 40/2 per patient per year, but there were at least 30
percent of patients who 'did not visit their doctors at all; thus. the average
consultation by the people 'who did see doctors was somewhere between 5 and
6.

The quality of care iilovided in general practice at that stage was widely
variable in different parts of the country. An Australian, F.S. Collings, wrote a
sharply critical report in 1950. He was not always critical on the right grounds.
I had sortie discussion with him at the time of his survey, and it was very clear
that he was, looking for defects. Well, that is legitimate, but if one looks for

,
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defects in any service of that kind, one will certainly find them, and he made
the most of the worst conditions that he found. One of his cntici§ms was that
in all of the practices he visited, in only one was a microscope in use. However,
he missed the point that the British practitioners, unlike some in the much
more thinly populated Australia, had hospital laboratories close at hand, and
there was no need for them to be looking down microscopes, when within easy
reach of them were people more expert 'to do that for them. A general
practitioner need not do his own red-cell counts 'or white-cell differential
counts, in the conditions of general practice. I mention this simply to be set off
against his very critical report. At the same time, Dr.,Hadfield of the British
Medical Association and Dr. Stephen Taylor (who l ter became Lord Taylor,
Vice Chancellor of the University of Newfoundland wrote reports on general
practice that were more moderate and much more 1pful. Both accepted that
among general practitioners there was a minority, som here between 5 and 10
percent, the-quality of whose practice was certainly below what one would
regard as an acceptable level.

General practitioners were, of course, independent contractors. There was
no system of control over them in the absence of complaint, except a
requirement that they should be available to consult at hours that they had to
record with the Executive Council with whom they had their contract. It was
therefore extremely difficult to intervene, even where it 'was common
knowledge that a general practitioner was providing less than the desirable level
of serviceunless a patient complained. A patient could complain to the
Executive Council, the Executive Council then had to investigate the complaint
through a special service committee, only half of it professional, before which
any serious complaint would go. (Which means, really, a?iy complaint that the
patient was not prepared to withdraw.) If a doctor Was found at faultand
some were on such grounds as failing to visit on request a patient who was ill,
and whose condition required a visitthe doctor could be reprimanded or some
of his Aemuneration could be withheld. These cases had to be reported to the
Minister, and in the event of a withholding being recommended, thisuld bt
reviswed by a central committee. In an extreme case, the Executive Council
coyfd seek the removal of the doctor from their list, and for this were required
to present a case to a special tribunal. During the existence of thg National
Health Service, fewer than 30 such cases have been considered, and in the first
2 years, only one doctor's name was recommended for removal from the list.

This shows that the complaints machinery was not easy to operatebut on
the other hand there was no machinery for the doctor to complain, and
although a doctor could give notice that he wanted a patient removed from his
list, there was no way in which the patient could be disciplined for a gross
abuse of the service. It is Interesting to note that the USSR introduced a law
providing for a patient being sent jail for unreasonably abusing his doctor.
Doctors have often asked for some such power in Britain, but I am afraid it
isno, I an\nok afraidI am entirely satisfied that it was never conceded to
them, because if a" .doctor is a sound doctor with good relations with his
patients, he can deal with anybody really recalcitrant, and he always has the
possibility of refusing to continue in a professional) relationship with that
patient.

The range of care expected to be covered in general practice was virtually all
care, short of that requiring specialist intervention, and the referral of any
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patient needing specialist attention (and indeed, not only to a specialist;
perhaps calling for the service of a home nurse, or referring the patient seeking a
home confinement to a midwife to take part also in the home care,' or even
reference to the social services). One of the commonest services outside the
range of practice that people were apt to ask of their doctor was to sign their
forms for getting passports, because doctors were allow4 to do. that.

But how does the patient begin to use the Service? He is registered with a
doctor. He simply. goes along to see the doctor at a time when the doctor has
consulting sessions in his office, or if he is 'sick at home, the doctor can be 'asked
to visit him, and the doctor is expected to visit him if the patient's condition
requires it. He is not expected to visit if the patient has a condition that could
be attended to in the doctor's office, but the doctor is seldom prepared to take
the chance involved in thinking that perhapsit really does not matter this t
After all, a child, febrile, in bed at home could have an thing from a too
erupting, needing no treatment, to a surgical abdominal emIrgency, or an otitis
media with a drum about to perforate. The number of attendances estimated
from a household survey was between 4 -1/2 and '5-1/2 per person on the list
per year, but the range was probably from 2 to 8. A survey conducted-in the
middle 1950's by Logan and Cushion gave that sort of variation between some
150 practices, and similar figures were obtained by Logan and Forsythe from a
local survey in the town of Barrow-in-Furness in northwestern England.

About one-third of the calls on doctors at that time were for visits, and the
further north one went, there was not only 'a higher ratio of office calls by
patients, but a higher proportion of home visits. The proportion of homevisits
throughout the country hasfallen since the beginning of the Service, because as
we all know, the acute infective .episode has become a much smaller part of
general practice, and most of the conditions for which doctors are now
consulted are long-tefm conditions requiring suppoit and maintenance ther-
apy- rather than the acute episode, which may be life-saving.

Referral to hospital, which some specialists were alleged to believe was the
only thing the general practitioner ever did, was not nearly so commonly
resorted to as the specialists sometimes suggested. Even by 1972 e rate of
referral of new outpatients to hospitil was only 171 per thousand of the
population. It did increase substantially in the period after the inception of the
Health Service, but one would 'expect that, remembering how much more
extensive specialist services have become, and how much more outpatient
service has been used for psychiatric illness and, for instance, for geriatric
patients. But in the last decade, there has been an increase of 8 percent when
the population increased by only 2.6 percent. The main areas of increase are in
traumatic and orthopedic surgery, in gynecology, in child psychiatry, in
geriatrics, in some of the new specialties, and ia,yenereal disease (which we
know perfectly well has doubled in that time in Britain, as in most other
countries apart from the People's Republic of China).

Unreferred patients could go direct to hospital accident and emergency
departments and might do so in a real emergency occurring when they were
away from holm, or occasional!), because their gemal practitioner was not
readily available, perhaps late in the evening. The increase which has occur,red
there is from 129 per thousand population to 173 per thousand 'during the last
10 years, so you will see there has been an appreciable use of accident and
emergency departments. That might be partly the result of consultation of a
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general practitioner who, maybe using appointment systemi, is not so readily
available as in earlier years. But the total of attendances at accident and
emergency departments amounts to only about 5 percent of attendances by
patients on general practitioners, and is a small component in primary care,
much of it justified by genuine emergency.

The total ambulatory or domiciliary care, including attendance at con-
sultative outpatient sessions, might amount to between five and six a year in
the ratio of five attendances on a general practitioner to one ambulatory
attendance on a hospital.

General practitioners have available diagnostic serviceffrom the hospital, as
follows. First, the, outpatient consultation with a specialist on reference,
followed by perhaps three further attendances during further investigation of
the patient qthough that ratio. is falling because the patients are normally

J referred back with a recommendation to the general practitioner). Such
recommendations can include notice that th4atient will be admitted from the .
waiting list as soon as a bed available.

Pathology_ and radiology services are available to general practitioners'
patients direct on request, and this use by general practitioners has, in the last

.10 years, increased to the point where general practitioners are using about
one-eighth of pathoIogy facilities, and one-tenth of radiology facilitiesas
compared-with one-seventeenth and one-eleventh ID years agoso there is a
substantial use of diagnostic services. This is reasonable use, not excessive use; a.
good deal less, probably, than by young junior hospital staff in hospitals. An
increasing proportion of 'general practitioners can also get electrocardiography
done 'for them at hospital. Some of them prefer to own their own
electrocardiographs and if they have not used the hospital services they can
always get a cardiologist's view on their own tracings. ,

. Also there are facilities for consultants to be called to patients in their own
hopes, and the average general practitioner .makes use of that about 15
times a year. This use is by nomeans excessive; such visits . f r patients
unable to attend hospital outpatient departments.

All of these resourvailabie to the general practitioner from the hospital
have developed and improved with time, but in principle they were present or

.. anticipated from the beginning; r...

Several analyses of general practitioners' work have been done by logan and
Cushion, at already mentioned, and by the Royal College of General
Practitioners working with the Office of Population, Censuses and Surveys.

The majority of calls on general practitioners are for relatively minor, short
episodes, and for some psychosomatic conditions; but in the average practice
major episodes would include eight or nine cancers a year and as.many cases of
acute appendicitis. There will be rather more cases of myocardial infarction; 30
times as many cases of lower respiratory infection; light or nine patients might
come with mental illness requiring hospital admission,, which will be just as
urgenuas any acute abdominal surgical episode.

In the average practice up to 40 patients will have new pregnancies in a year,
and five will have wanted abortions. Many more patients will , be seen
f,requently for supportive and continuing care of, for instance, arthritis, chronic
respiratory or cardiovascular disease, or diabetes. In the average practice, there
will probably be 15.patients suffring from diabetes.

d.,
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One only has to think about conditions like hypertensive disease and
depressive illness on maintenance medication to realize how importaht is the
continuity of care provided by generallactice, and the range surely,is as wide
as anyone wodid Alit. But generpl practice has to be seen as linked with and
backed by the resources of secondary hospital care; and the tertiary level of
care. t

Provision also has to be made for continuing postgraduate medical
education, for general practitioners, and time within ge,neral practice it
necessary for that. A Royal College of General Plactitioners' survey estimated
that the average practitioner spent around 40 hou...a week in contact with
patients. The figure includes some traveling time during visiting, and possibly
some wnting of letters about patients tecpecialists. But any general
practitioner, any doctor, has to spend a great many more hours in maintaining
his professional knowledge and this has got to be allowed foi' in the total
burden on the general practitioner, and I believe that a good general
practitioner has a pretty heavy wee .4. work, one way or another.

The organization of practice ha? changed substantially, particularly during
the last dozen years. This change was first prompted by the increased
remuneration in 1952, retrospective to 1948. The increase awarded to general
practitioners was so large that it was possible to adjust the distribution of
income of general practitioners without anyone failing to get some increase
and that is very important when it is necessary to negotiate something which
does not give equal shares to everyone. After that adjudication, the flat-rate
capitation was changed so as to give a relatively higher return to physicians
with intermediate-sized lists. People with lists of less than 1,000 patients
continued at the standard rate of capitation, but for doctors with patients
numbering between 1,000 and 2,5001 the rate of capitation was raised. For a
doctor with patients in excess of 2,750, there was reversion to the basic level of
capitation, so that for a medium-sized list a physician was being paid more per
patient than if he had a full list of 3,600because following that negoliation

maximum size of a list was cut by 10 percent.
Initial practice allowances were introduced to help establish doctors in

under-doctored areas, and the important contribution of £100,000 a year that
I mentioned in an 'earlier' discussion was made to a fund for provlifflig
interest-free loans for group practice premises. At that time,doctort were
unwilling to go into health centers, but they were willing to move into group
practices of their own making, and that is where the interest-freeloan-system
was so impoytant. One-half of all doctori were single-handed in 1948, and very
often the partnerships consisted only of a financial arrangement, with no real
combihation ot, the practice. But today only about one do4tor in six is in
single-handpd practice, and some of those have moved into health centers, so
that in effect they get many of the benefits of group practicer

There was another advantage to group practice, in that it 1.kcas much easier to
work with the community nursing staff. It was less complicated to attach a
nurse to a practice where the could work with three or four doctorsbecause
there were and are many more doctors than home nurses in the British
setupthaw to get one nurse to work in a similar association with three or four
separate practices. The fifst two attachments of public health nurses were
achieved in 1954, and the arrangement slowly extended until the early 1960's.
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Thereafter it was.generally accepted, and is now the way in which most general
practitioners and most cornmunity nursing staff are working.

At that time, remuneration was simply a matter of negotiation between the
departments' representatives and the profession, and departments: health
departments with treasuries behind them, are seldom ready to accept that
professionals' claims for remuneration are fully justifiedthey may not be. The
situation grew so embittered, that in'the late'1950's doctors were talking about
withdrawing from the Service. They were dissuaded, however, and accepted
that a Royal Commission 'would_ be appointed by the government to
recommend the future pattern of doct rs' remuneration. Now, a Royal
Commission can be a commission to doy4Umething, or it can be a convenient
way of putting some inconvenient bject on a high shelf, away from
anybody's notice, but this one did something, it produced a series crf
recommendations that still largely determine the way in which doctors,
whether in hospitals or general practice, are paid.

The commission first of all recommended that doctors' remuneraticasshould
be increased; and by almost as large a portion as they had been asking. It
pointed to the evidence given by the profession at the earlier adjudication by a
judge, suggesting that their position relative to other professions ought to be
maintained, and said that this was the right basis for the flure remuneration
of doctors, rather than a kind of commercial bargaining. between the,
department and the profession in which doctors would tend to drjft down the
scale. It recommended that they should keep their place relative to other
people', and particularly to btherprofessions and it proposed scales to do this. It
recommended that an,mdependent review body should be set up to advise the
government in future on the levels of remunerration for doctors in all of

practice. This was subsequently set up. The commission also said at the
government should stop expecting doctors to provide the money for 'group
practice-loans, that the money should be repaid, and that instead the Treasury
should provide the money forthis purpose.

All this was accepted by *both the profession 'and the government. But in
general practice there remained an underlying factor which went on to produce
increasing discontent, this was.the system of. payment through the remunera-
tion pool with a fixed proportion for expenses, which I have already described.
The discontent stemmed from the fact that the fixed proportion meant that
the man with a long list, who chose to give little attention to facilities for
practice and assistance in his practice, would be financialrY better off than the
man who really did his best to provide a good service.

So in 1964-65 we again came to the brink of an operl breach. Fresh
negotiations (not left to the revtew body) about the method of remuneration
rather than 'the quantum were undertaken directly between the health
departments led by the Minister, then Mr. Kenneth Robinson, and the
representatives of the profession, this led to an agreement described as the
General Practitioner's Charter.

The argument that doctors should be paid by realistic fees per service, which
some of them wanted, was not accepted. We kept the capitation lusis of
payment-as the main source, and we agreed not to part-time salary (which Mr.
Bexan had wanted to introduce in 1948), but to an annual payment, which is
called a basic practice' allowance and is paid quarterly or monthly, as the
doctor wishes.
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In order to give some progresSion to doctors' salaries, seniority payments
were also allowed in three steps at 10-year intervals. A supplementary payment
was introduced for recognized vocational training before entrance into general
practice (anew entrant into general practice would not, of course, be entitled
to a seniority payment for 10 years). New entrants with formal training for

-generil practice were given an allowance which brought them part way to the
first seniority payment; and this has since been increased.

Another real injustice was corrected. Doctors who had been expected to
provide premises were now to be entitled to a Tominal rent for the premises,
the actual amount being assessed on the premises they provided. If they
worked in a health center, this rent allowance would be related to what was
charged for the use of their health center premises. Thus, the handicap of having
to pay a high rent for ad hoc premises was removed, and the main obstacle to
doctors going into health centers was also removed.

A special allowance was also included, added to the basic practice
allowance, for undertaking to give care through the night. Now, this is,reaq a
bit -fictional, because nobody really undertakes to do both general practice
between the hours of 7:00 a.m. and 111)0 p.m. and let somebody else look
after his patients in the middle Of the night. It does happen in the emergency

.arrangements made in Copenhagen, but the responsibility is, in theory, Paid for
separately and at a higher rate. There were also additional fees for night calls,
which in fact are very few. The average general practitioner gets about two
night calls in 3 weeks; it is not a really heavy burden, and even that number
tends to be falling. ,

Small fees were also to be paid for certain preventive pork regarded as
public policy, this work, having been accepted by the Health Department as
necessary; Included were immunizations against diphtheria, tetanus, polio-
myelitis, pertussis,, measles, and rubella in girls. All these would attract fees for
the immunization, if done, and if a record was returnedbut not, for instance,
for the use of influenza vaccine which was not generally recommended as
public policy. .

Fees could be paid for doing cervical smears, but only in age groups for.,
which general sereetung was public policy; that is, women, aged over 35, and
younger women who had three or more children.

A public corporation was set up to provide an alternative source to
government of financing improve ent of practice premises, and currently the
General Practice Loans Corpo tion lends £2.5_ million to 217 groups to
improve their practice, premises. t was the amount advanced in 1973.74.

The outcome of all this was to give general practitioners a level of
remuneration well within the rant for consultants in hospitals and to make
health centers an economic rfioposition. In the first 15 years of the Health
Service, only 17 health centers were built, now about 100 are being provided
each year. Today, more than four-fifths of all general practitioners are in

7 groups or in health centers. There has been:a large increase in the number of
ancillary staff employed in general practice, secretarial and other; and through
other means, nursing staff in the cominunity are ,nearly all associated with
general medical practice. 0

As a result there is a great deal better organization of groups in practice:
This permits more certain off-duty times and regular vacation periods, groups
also facilitate the economic use of ancillary staff. Four to six doctors practicing
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together will be able to employ better quality secretarial staff than a single-
handed practitioner. Deputizing arrangements are possible since members, of a.
gfoup practice may deputize for each othei, and so get to know the patients of
others in the group. Group practice allows for the developnie.nt of appoint-
ments systems and more than 80 percent of tall general practitioners now
consult in their offices on an appointments basis, riot the .`come and wait"
,system of earlier days.

Group practice makes much easier the use of laboratory services in_an
increasing number of hospital areas; for instance, specimens fpr laboratory
examination may be 'collected from group practices, a facilitilar less feasible
when all are in single-handed practice. There can be to joint use, of
electrocardiograph," facilities in the group practice, and this also facilitates the
provision of well-baby climCs, or organized 'antena'tal clinics for the whole
group. But many doctors (about 25 percent of all general practitioners) are
using outside deputizing services'similar to those of Copenhagen, in which an
organized service will provide a deputy in the middle of the night to go to an
emergency call, or on a weekend. This latter is, however, a threat to continuity,
which should be the main advantage to be gained from the British type of
general practice.

This sort of practice organization has fitted in with the improved
educational arrangements for general practice. It is easier to organize vocational
training for general practice, because some part of that vocational training
should take place in good groups, and recognized group practices are usually
used in university vocational training schemes. Individual members of groUps
are able to be absent from their practice for special refresher courses. The
improved educational arrangements for vocational training are now so far
developed that by 1980 all new general practice entrants may be required to
have hid systematic vocational training.

.

About 1,500 programs fOr trainees exist today, and greatly improved
arrangements have been made for giving medical students first-hand experience
of work in general practice. This year we have ,a report from a committee

`chaired by Sir Alec Memson on future regulation of the profession; it
recommends that the General Medical Council, which now' controls provisional
registration and full registration after the compulsoYy intern year, shpuld also
undertake specialist registratiqn. The Committee recommends that registration
shall include general practice, as well as the hospital specialties. Under the
present arrangements, the ongoing education of general practitioners is paid for
by the Hearth Service, and the arrangements described in previous talks have
e red that such facilities are available to every.general practitioner.

tfhere is now a minimum requirement of attendance for ongoing edkcation.
Thus far it is insufficient; it is a requirement of five sessions (a session is
one-half of a day) a year for the 5 years preceding the completion of the period
which entitles a doctor to seniority payments.ialt means that if a.man receives a ,

seniority payment after 10 years in ghteral practice as part of his future
remuneration, he must have averaged at least five sessions a year in
postgraduate education over the 5-year period preceding his entitlement. Most
of them, of course, average a great deal more than that. .

The district relationship to spe lists, mentioned in our previous session,
although not yet fully developed s certainly greatly improved as a result of

the provision of postgraduate medical insititutes at the District Geneill
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Hospital in every district. It could go a great al further. For instance, clinical
pharmacology is an underdeveloped specialty in Britain, and undoubtedly the
best use of drugs in practice is not always obtained. In Britain more than
100,000 patients are admitted to hospital each year for adverse reactions to

drugs. Some of those are due to idiosyncracy, some to deliberate overdose, but
some are due to the unwise use of potent drugs under medical advice. After *all,
with some potent drugs that we use now, the margin of error is very narrow. I
would look to the further development of postgraduate education- to reduce
this, and particularly to further development of them specialty of clinical
pharmacology as one upon which general practitioners are lkkely to make moss
demands.'

One of the most importint influences in improving the quality of general
practictkhas been the Royal College of General Practitioners. Undoubtedly the
establishment in 1952 of that body, and the recognition by conferment of a
royal charter when it had been in existence for only 18 years, has been an
important factOr in reviving morale, which had sunk low in the early years of
the Service. It has been concerned with establishing standards of education for
general practice. It has been the guiding force in developing research in general
practice and organizing special studies in both the orgapization of practiceond
scientific medicine'for instance, the studies On the oral contraceptives and
research on the use of some of the ether more potent drugs in general practice,
and in studying education in and for general practice.

The College has had for the past 20 '3/ears a Medical Recording Service which
provides tape-slide packs of recorded talks on 'a, wide variety of medical
subjects, illustrated by slides; available to groups of doctors or to.' individual
doctors, anywhere-in Britain and abroad. Since I came here I have heard that
the Foundation has had an order for £2,000 worth of tape-slide packs from
Libya,' so the word goes quite a long way overseas. The College is not, of
course+ universal, but it does have in membership about one-third of the
principals in general practice at the present time.

I would like to 'say in summary that British general practice at its best
provides highly satisfactory primary, anti. continuing care, and I -would
emphasize that the continuity is even more important than the availability of
primary care, tkt its best, it is at a level satisfyirig tooth patients and doctors,
and to their colleagues in thtikospital. Continuity is its best asset, but it needs
improvement of the links with the hospital team.

At its worst, British general practice is probably as bad as any other general
practice, but at least the body of geeral practitioners: ktiow where they are
trying to go, I was quite surprised to lrn from my colleagues in the European

-4# Economic Community that British general practice has a Ate of direction, less
readily evident in general practice in 7 of the 8_other countries in the EEC's 9,
and it has the kin incentives built into it that I believe will maintain a really
high quality general practice in Britain. I also am sure that under present
arrangements, the Health Service in Britain will not be of high qualityunless
*e maintain and further improve general practice, which really carries the

alth

DR. MILO' D. LEAVVT: Thank you for that comprehensive review. Are
there any questions to Sir George?'
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DR. THOMAik.p. DUBLIN:- I hope that Sir George,-in one of his later
lectures (I know it is perhaps late in the day, and he has done a most exquisite
job of coverage of a very complex and difficult parameter of th ritish health
care system), will reflect the impact of Eurbpean Economic Co unity
agreement to share health-care services and personnel. This, to me, is a very
challenging and interesting problem, because although there are certain
economic similarities between the mem ers of the medipl community, I think
there are disparities in terms of their co cepts of health care.

SIR GEORGE GODBER: But you ow, we have not agreed to share health
care in quite that sense, Tom. We have agreed to freedom of movement within
the medical profession. We have arrangements under which we must provide
the same care for nationals of other EEC countries in Britain, as we provide for
our own, which in fact we would have been doing anyway. The only impact I
can see specifically from the EEC would be that a doctor from, say, 'Italy
could come and set up in practice in, say, Bedford, England, where there are
many Italian workers in the brick fields, and they might go to'him because he
spoke .their language. He would have great difficulty in practicing-unless his
English was good, because he would also have to take English-speaking pitients
and indeed he would not get established unless he was English-speaking. He

. would have to sit and wait for people to come to him. If his opposition consists
of groups of doctors working in well-established health centers, he is not likely
to pick up the kind of practice that would give him a good income. I do not
believe that Britain is going to be flooded by doctors coming from EEC
countries to work in the NHS, neither do I believe that EEC countries are going
to be flooded with British doctors, refugees from the British National Health
Service. I don't think it is goineto make a great deal of difference. -

1.. ,
DR. MAUREEN HARRIS' Can you tell me why enrollment was so rapid in

1948, and why weren't doctors at all suspicious of this new system?

SIR GEORGE GODBER: I think that everybody had been anticipating a
National Health Service. Most people wanted to see one, and I just think it was
part of the general pattern of thinking of the. British public at that time. They
found that they could go to the man who had been their own doctor
previously without having to pay him fees in future. Well, it is not surprising
that people took up that kind of bargain. You see, the same health Service that
Britain used on July 4 was still used on July 5, 1948; the change was in the
method of payment. Sine it was being paid for other than at the time of use
and it was known that it was going to have to be paid for anyway out of
income tax very few people chose to go and pay extra and continue to pay the

-doctor privately. My parents, fdr instance, went to the same doctor and paid
him privately. But others in my family went to him, having previously been
private patients, as National Health Service patients, and there was no business
of doctors saying, "No, we want'you to come to us privately." I believe that
people were expecting it and that it was not surprising at all.

DR. STUART SCHWEITZER: If you have solved the continuing problem
4 "- which we have in the United States of a substantial minority of patients

seeking primary care through the irregular sources of hospital emergency rooms
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and that Art of thing, if you have done that, if your poor or less
medically-sophisticated do st ek primary care through the normal channels,
Why is that? How have you been able to do it?

SIR GEORGE GODBER. A hospital emergency room physician, seeing a
patient_who says, "I've got a cough and want some medicine," would say to
him, "You have' a doctor. You should go to him." If someone walks in and
says, "I have a very severe pain -in my chest," he is smartly put down on a
couch, if a coronary thrombosis is suspected; he is not told: "Go to your own
doctor." There has not been a great tendency to use this service because it
might perhaps be thought to be betterI don't believe it would be considered -)

as better. It might sometimes be convenient, but usage of that kind is very
small. However, if one were at work in central London pd lived somewhere

the suburbs and had sustained an injury to a hand that, in normal
circumstances, would hav been dealt with by' one's own doctor, and there is a
hospital down the roadr6ne would go to the emergency roomand that is fair
ehough. Stitches maybe needed; the hospital would put them in, and they
4uld have better facilities than one's own doctor for doing it. But a patient

:would not be welcome at the emergency room with a statemen such as,
"Look, I've got a cold and I don't want to bother with my doctor." The
hospital people would be tempted to say, "Well, you go to him." It is a ma
for discretion, but people expect to go to their own doctor.

DR. DEREK GILL: Do you eyer see any likelihood of Professor McKeown's
specialties emelging into a practice?

%

Silt GEORGE GODBER: No. Tom McKeown is one of the few people in
Britain who floats that theory,mhereas I believe it would interrupt continuity
of care. It, is the sort of thing that one would see in the USSR, here a mother
will go to the doctor in one public clinic, but take her you child to the
pediatrician in another public clinic. The gain in continuity of knowledge of
the family in handling all illnesses that are with the range of a general
practitioner is great and would be sacrifice haying se ral separate
specialties within geheral practice. This would also almost cessarily reduce
the accessibility. Sometimes on encou4nters th ractice in which
maybe there are two doctors, than andwife, and the wife may have special .,
experience in obstetrics or pediatrics, and -by agreement among them she may .
look after the antenatal clinic of their joint practice, or she may have a
well-baby clinic or amrrangernent well understood by the patients concerned
but the babies that bong to -her husband's part of the practice will not, as it
were, bring the rest of the family over to heis. I believe there may be some
minor changes of that kind. Also, someone will have a special interest in, say,
cardiology, so he gets apart- time perhaps a couple of half days -a/week
appointment as a clinical assistant in the hospital cardiolo' department. Thus,
when he is back working in the practice, it is only natural for his colleagues in

'-the practice to show him their electrocardiographic tracings, if they have them,
or even get him to make them. One gets that sort oft thing, but not the
exclusivity of the specialist practice that grows up in the hospital.
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October .7, 1975

1HE RELATIONSHIP BETWEEN SOCIAL WELFARE
SERVICES AND HEALTH SERVICES.

DR. MILO D. LEAVITT: Sir George is going to discusAith us this
afternoon The Relationship Between Social Welfare Services and Health
Services. We believe that this is an interesting relationship, and I believe all of
us will be very interested Sir George, to learn just how you handled this
particular relationship.

SIR GEORGE GODBER: Tgnk you, Daye. I believe ArmList start with
the fact that health services usu y are part of the general pattern Of social
services. The French recognize t at by their concept of the social budget,
which includes not only heals ervice expenditure, but also expenditure on
education, Social Security, pegonal social services, and assisted housing.

Health takes up about one-fourth of the French social budget. As usual;of
course, international comparisons are complicated by considerable uncertainty
about the definitions that people in different countries use for the particular ,
compon5s-. Rudolph Klein, whose book Inflation and Priorities I have
mentioned here before, gives the percentage of public expenditure in Britain
Lfor different purposes as education, 13 percent; Security benefits, that is

ash payments, 17.25 percent; housing, 7 percent; personal social services, 1.6
percent; and National Health Service, 9.4 percent. There are a few other items,

research, whichwand museums and art an
such as school milk and meals, and welfare food, which are part of the
social bffldget; and some like libraries
are argiAbly so, but altogether they amount only to another 1.4 percent. The
budgets of all th$ 'services have increased substantially in real terms in the last
20 years, but he lth hal increased less than all the test I have namEtrexcept
housing. Only de nse and agriculture now have a smaller share in the increase.

The largestgro h rate of all is for personal social ser *c s, especially in the
5e years up to 19 3. But that is partly due to the fact at e amount being
spent on identifi ble separa e personal social serviced before the Seebohm
Report was relati ely smal xpepditure on education has increased at twice .

the rate of Nadu al He Service expenditure, and cash benefits for Social
Security by aboui one-sixth more than the National Health Service. The cost of
SociaTSecurity sh benefits, Of course, would have increased substantially in

'20 years anyway merely in order to meet the needs from the rapidly increasing
numbers of depe dent older people.

The total cos in 1974-75 for England was £553 tnillion for personal social *
services, f,3.44 billion for the National Health. Service' and the 'Central
Administration, and a considerably larger fi: re for social security benefits:
The payments f. r Social Security cash benefi
by the gover ent and are regularly revie
dikretionary p yments to meet particul
benefits; inclu g retirement nsions,
benefits, mater ity be , unemploymen
cash payme ased.on insurance deducte
everyone s wa, s and salaries.

s are made on rates determined
ed. They are supple ed by

cases of hardship. standarsi **dustrial injury bene s, widow's
enefits and sickn ' enefits,

wages an. alariesfrom
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BY far the largest component is retirement benefit, which is currently being
paid to about 8 million people. Noncontributory invalid penstgns and, in
special circumstances, invalid care allowances can also be 'Aid, and supple
mentary benefits are at present paid to about 2.75 million persons. Falnily
income supplements for those with incomes below the minimum, even though
there may be an earner in the family, are paid to about 70,000 families. These
supplements can be paid in cases of need from central funds; they are not
insurancerelated.

The effect of these-arrangements is that central government, through local
offices of the Department of Health and Social Security, provides the cash
payments needed in the British Social Security system. The arrangement
replacedthe old system of outdoor relief of the indigent based on the Poor
Law and its successor, Public Assistance, maintained by local authorities and
brought together with the insurance system and central revenue. All cash pay-
ments, therefore, come from central sources. No cash payments are made froth
local taxation. The total cost represents the largest single component, more
than onesixth of public expenditure in Britain. Regarding my references to the
Poor Law; din case there is doubt about what the Poor Law was, I mention the
it goes bgck 400 years to a law enacted in the time of Elizabeth I putting
respotisibility on parishes for' the maintenance and support of the indigent.
Although it was modified appreciably, of course, over The years, and its
administration eventually transferred to the larger local authorities in essence
it remained samenot cask benefits but support by way of savices and
shelter.

The payments are part of the national system of social support, support that
can be given in cash for some purposes from the central-sources or insurance,
01 given locally in service. Under the 'system a special allowance' can, for
example, be made to an elderly person 'for fuel tit winter, rather than
ensuring that the heating of that person's domicile be undertaken through a
local service. Every year we have a certain numgr of deaths clearly
attributable to hypothermia. The social. security answer to that has been
readiness to provide an extra allowance for fuel. However, if one happens to A

have arthritis and to be very elderly, and to be living in a house heated oftly by
some kind of solid fuel appliance (and it is much too cold to get out of bed in
the morning in order to collect the fuel in order to start up the fire and so on),
it 'really does not make sense to have provided to you money to buy fuel. If

.one cannot collect the fuel, it cannot be used. In some cases it would seem a
more commonsense arrangement to provide a service which, after all, could
easily include the use of electric storage heaters. Again, a telephone could be
provided under personal social servicA by a local authority for housebouncrold
persons, or it could be paid by Social Security in the form of a
supplementary allowance. Similarly, an extra allowance could be thade for
f ooldather than piaviding a local meals service or free school meals.

On the'whole, in Britain the tendency is to go for providing a meals service
for housebound people, wherever possible, through the 1 al authority or by
voluntary arrangements. Attendance allowance in some ircumstances can be
paid from central funds, or the local authority can pro,Ade domestic help in the
home, and that indeed is the commonest way of providing assistance where
needed. Both measures have the intention of avoiding the individual being
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taken intoeinstitutional carewhich, again, would be in a hostel of the local
authority or in the hospital if the individual is suffering from a serious
handicap.

Various accommodations are possible under the general prin?iple,tf cash
from the Social Security office and service from the local authority. My main
concern today will be the relationship between service's provided locally by
different authorities; but the background ofcash payments, insurance-based or
other, is of course, necessary. Remembering the French concept of the. social
budget, it is apparent that cash and services have to be financed from the same
pool of national resources. The 13`ritish decision, made in 1974, to provide the
sum of £10 for each Social Security beneficiary as a midwinter bonus, was in
fact a decision that about £70 million not be used for the support of some
servicebecause it all came out of the same available funds.

Equally, a decision to spend more on health services of on institutional
social welfare seifices is a decision not to spend that money on other services
or on cash benefits. The public may not always realize this, because the public
'tends tcithinjt that the public purse is bottomless, except whetrit is required to
pay taxes into it. The decision may be right,, but in a period of financial
stringency that is the effect, and if a government chooses to increase Social
Sedurity payments and shortly thereafter has to retrench, it never seems to
want to take cash paymentOack from people who are, after all, electorsso it
trims its services, ,

Dien at times appearing relatively affluent, one can in fact be mortgaging
the future of service when cash allowances are added to. in one of our earlier
discu'ssions there was mention of the development (under Poor Law and its
successor,Public Assistance) of the system of support services for the indigent,
including institutions for the reception of those who were neither mentally ill
nor handicapped nor physically sick to the extent of reqpiring 'medical
supervision or continuous nursing care. Residential care for children deprived
of family support was formerly a Po' Law or Public Assistance responsibility,
but because of some really very distressing cases reported just after World War
II, special children's departments of local authorities were recommended for
initiations The central responsibility, which at that time rested with the
Ministry of Health, was tratoferred tai the Home Office (and it %vas alleged that
one leading Minister at the time said that this was necessary in order to,
humanize the civil servants). Well, that m be a very laudable aim, but one
teally_ought to reflect on/the people who need the humanity, who are, in these
circumstances, childffln. Still, a good job was done.

z 'After 194$ thire were four separate components of social service u 16-

cal authorities, and some social work services provided by the hospit ese
isolated activities comprised the care of deprived children under the children's
,departments; care of old people and other physically handicapped people
under welfare services, both m hospitals arid m day centers which were the
direct inheritance from the old-public assistance, training and occupational
centers for the mentally handicapped 4nd social support for the mentally ill
under the National Health Service Act d later under the Mental Health Act.
After-care of the sick originatin§ with er*re for the tuberculous and home
help in cast of illness was also under the National Health Service Act, and it
.waS pretty much of a umble.
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After nearly .20 years, during which the social work profession had been
evolving, it was time for consolidation. The social work'profession had not
developed as quickly as in the United States, and it was Partly a settice related
to health services in, one way or another. Indeed, the organization of social
workers was called the Institute of Almoners up until a short time ago. I recall
that when its president was a distinguished professor of pediatrics, I was one of
the last doctors to be asked to address the Institute's annual meeting.

The report Of a committee under Frederick Seebohm, who is now Lord
Seebohm, recommended consolidation of all these social work services, of each
county and large borough, into one comprehensive social welfare department
of the authority. This took place through a series of stelt ginning in, 1971,
and in 1974, when local government was reorganized, t rangements were
shaken , up 'again, and transferred to the new and smaller number of local
authorities (just under 100, where previously there had been about 160 of
them). But those areas were also the areas, though not the electors, of the new
area health authorities; about which I talked on earlier occasions. When the
mental welfare services were transferred to the social welfare authorities, the
training centers for mentally-handicapped children were transferred instead to
the education system. That was an interesting development which grew up
under health, because the- authorities appreciated that mentally-handi-
capped children were still capable of training, and they established training
centers which the education authorities were rather aloof about.

These changes in the social welfare system removed from the health system
a great deal that it had pioneered. The change had been opposed by the health
staff, and was very much resented when it occurred. A number of medical
officers of health and their employers had put great effort into development of
social welfare; two of themwere so deeply involVed in the social welfare side of
their work, that they actually chose to apply for and secured appointment as
directors of social welfare, leaving their medical work behind them. Only one of
those is still in office, but two of the original directors of socialwelfare were
doctors. Many public health nurses, too, resented giving some of their
responsibilitiesor what they had regarded as their responsibilitiesto newly-
appointed social workers, saying with some reason at that time that many of
them had not been properly trained in social work. Some general practitioners
strenuously -objected to the transfer of responsibility for domestic-help-inthe-
home for people who were sick, to a department other than the health
department.

There also were particular problems about obtaining the help occasionally
needed for admission to hospital of a patient with serious mental disturbance.
Under British/law, meat healtil officers were the people to whom the general
.practitioner applied if he wanted urgent admission of a mentally-disturbed
patient to a mental hospital. In the old days of the Poor Law, he would apply
to the local officer of Poor Law, who was called the Relieving Officer, because
his job was,,to relieve various kinds of distress: When the changeover first
Occurred, there were considerable difficulties about getting patients admitted
to, mental hospitals in 'cases of urgency, though there might not have,been if
the mental hospitals had been more ready to respond without the preserve of
an intervening welfare officer with the right to demand the adrnissforrof a
patient.
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There was a serious shortage of well-trained social workers. Training for new
recruits, and retraining and inservice training to broaden the experience of the
existing workers, required much expansion of training facilitiesjust as, since
then, it has been necessary, to expand rapidly the facilities available for the
training of physicians in community medicine. Hospital medical staffs,
especially in psychiatry, often complained that they had lost experienced staff
who were attracted by the higher remuneration yin the new field. Some
specialist units undoubtedly gained becauSe they had done nothing about
developing social work services of their own, and were now able to share other
people's. Others equally certainly lost under the new arrangements.

Despite the disturbance, and although there are still areas of grave shortage.
of staff, there is not much doubt that the new social welfare departments will
be able to develop better services within the new framework than ;would have
been possible under the old. The new' pattern is necessary if the sociaPwork
profession in Britain is to mature and. the social Work services are to be
developed. There had to be detachment from medical controleven if it was
benevolent medical controlif the profession was to de,veldp in its own right.
The medical evidenbe given to the Seebohm Committee, which made
recommendations to government about social work services, practically all
favored consolidation of the social welfare services, but it also declared that
this should be within thelealth department. I- think the Committee came to
the right conclusion, because that indication of medical possessiveness was
probably the clearest indication that-the child was due for weaning.

The new arrangemend mean that the area health authority is-expected to
provide whatever medical,advice 'the local authority, which served the same
area, may crequire on the dvielopment of its social work services. The social
welfare authority is expected to provide social work advice within the health
services. These ex,pectations, have been laid 'quite explicitly on both kinds of
authority-, and though, because of local personalities, there may be obstacles to
getting them carried out, there are a good many areas where there already is
excellent close liaison, and there is no difficulty at all4bout the fact that the
principal social welfare officer may have been junior to the community
physician in an earlier existence.

It can be argued that the pckwers of the social welfare authority shouldhave
been conferred on the area health authority. This has been maintained by,
curiously enough, quite a lot of doctors, as a necessary process of further
integration It is quite possible that this could be the next stage in the
reorganization of local govePnment, maybe 10 or 15 years hence. Had it
happened in 1974, it would greatly have strengthened the arguments for making
the area health authority the elected local authority, thus putting everything
together under elected local government. That would have been totally.
unacceptable to the clinicians in the medical profession, and to the dental
profession and to a lesser extent, I believe, to the nursing profeet9n. Certainly

...there would have been hoility in the health professions such'ai would' have
caused a great deal of disturbanceif the 1973 Act had ma4e that provision.

Moreover, a separate social welfare department would still have been
necessary, and it would then have been necessary to deal with two departments
under the one authority. The social welfare department might, have had a very
hard struggle to secure adequate resources against the pressure 'for more money
for health. It is always easier for the electorate, central or local, to see the large
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institution rather than the seivice, which may in fact cost a great deal more,
but also bemore valuable. Area health authorities were entirely new authorities
and, had the welfare responsibility been transferred to them as well as the
health, all the new lessons they have to learn regarding health administration
would have been infinitely more complicated by the need to learn the other
things at the same time. They were appointed, not elected, and in Britain we
have taken quite enough responsibility away from locally elected government
as it is. I do net believe it would have been a politically acceptable arrangement
for either of the main parties in Parliament at the present time.4if anything,
'social welfare services have greater need for direct contact with the public,
through its elected representatives, than has the health service.
. These social welfare services are essentially local, with a much smaller and
',different regional aspect than that possessed by the health service. Other local
services, such as housing and education, area planning and probation services,
need to relate to the welfare services more closely than to the health service.
There have to be arrangements for ison between area health authorities and
the elected local authorities and they are required to appoint joint liaison
,committees. And they are required to arrange for mutual use of officers, a
requirement that is not included in the law becausetthere is a custom that you
do not say you must do this to an elected local authority. The end is secured

4 other means, including the arrangements made for grants from the center to
the loclly-elected authorities.

Often, right at the periphery, it is now possible to locate staff together. For
instance, England's largest health center, which is in one of the northern

,_ boroughs, Teeside, has in it 24 or 25 general practitioners. There is ail office
covering the same district of the social welfare department on, the same floor
and providing its services in close collaboration with the general practitioners.
Naturally, the rpain cooperation between these services is at the district level,
not at area or regional levels, and it takes place between professional staffs. For
instance, the geriatric department in a hospital is going to need very close
relationships and often exchange of patients or residents, with the hostels for
the aged and infirm run by the local authority as part of personal social
services. There are about twice'ai many places for old people in those hostels as
there are in geriatric wards. Home support for someone who has been in
hospital is partly public health nursing, and partly social welfare support.
Home help, which is now used by something like 486,000 households in the
course of a year, is prpvijed by the personal social services department.
Meals-on-wheels, mentioned earlier, are provided now to the tune of something
like 30 million main meals a year. They also link with home nursing and with
en eral practice. In mental health there is direct social work participation in

psy atric work in hospitals on an increasing scale. Indeed, at present, there is
not enough social work staff to provide'all that is needed:'Some patients on,

°leaving a psychiatric ward may need to go into a hostel for lack of an
appropriate home. The arrangements for urgent admissions for social reasons,

iotfor the safety of e patient, have to be made through the social welfare
department. The 'eral i..actitioner has to be in touch with all these groups as
well as with the hospital.
° In child psychiatry the social work support of the child psychiatrfC
department has to be provided by the social workers of the local authority.
Under the School Health Service they must also work with the educational
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psychologists, and here again, the general practitioner is involved. There is
common link with the educational services, and again, there-are some hostels
used for children with particularly se,yere maladjustment. In such problems as
child abuse there must be exchabge of inforniation with the hospital and with
the general practitioner. There must be home visiting, usually by a social
worker,' or sometimes by a public health nurse. It may be necessary to take the
child into the care of 4.local authority, either into a nursery or kit° a foster
home, and on the hospini side theretre not only the pediatrician, but also the
accident and emergency department.

We have had a problemas I know you have in the United States
alsowhich calls' or a degree of cooperation across theboard between health,
education and social welfare services. In Britain, We are beginning to achieve
that cooperation, I -hope, but some very unpleasant tragedies are still reported
from time to time. Having been reading the New York Times assiduously over
the last couple of days, I have learned a good deal about the problem of wife
battering, which is an occupation followed by, I fear, some men in both our
countries. That involves not only hospital authorities, but perhaps more social
workers, and to some extent general practitioners and, of course, from time to

. time, the police. Again, this requires a person-totperson kind of cooperation.
',--Maternity care involves provision for confinements usually in hospitals in both

our countries, but it may also involve the provision of domestic help in the,
home, which can be done by the social welfare authority. Also involved are the
hospital, the general practitioner and often the midwife in the community and,
of course, if the baby is born out of wedlock, there may be the problem of
adoption and of social support of the unmarried mother. Generally; in child
health ,there are the problems of adoption and fostering, of, nurseries, -A

fesidential.ior otherwise, for children who have lost their parents. The
pediatrician,' the obstetrician, the general practitioner, the public health nurse,

ir and the schoot health' service again are involved with each other.
,There is Ai increasing number of places in hostels for the mentally

handicapped; and ...occupational centers for adults run by the social welfare
authority. There also are training centers for children nui by the education
authority. The general practitioner and the relevant psychiatrist, the school
health service, and home support by home help or otherwiseall are conqemed...
in care of the mentally or physically handicapped,. .

In hospital work generally there is a problem of home support for some
cases. In the course of a year, the commonest reason for the social welfare
authority taking a child into care is short-term care necessary because, of the
.illness of one or both parents.

,
The key people in this coordination are the area medical officer of the area '

health authority, and the director Of social work. If it is a multi-district area

the last resort depends ontea
there are community physicians in each district. Whether or not these services

are going to collabor s they should iii
effective professional relafionships existing between those people, much ore
than on the common interest of the two different, or three different
authorities (if one includes the educational authority which tends to have a
certain amountlof independence within the work of the local authority in
general). ' '

That is the set-up which attempts to secure a partnership of these different
.services. I have not tried to give you details about the numbers involved by
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different classes, although this information is available. (In particular, there are
various groups of physically handicapped, blind persons and so on.) At the last
resort, it comes down to sensible joint working at the district level. Most health
services, and most district welfare services, depend absolutely on the sensible
functioning of individuals at district level, much more than on anything that
may be put into Acts of Parliament.

. DR. THOMAS D. DUBLIN: Sir George, you have described the services
rendered by the social welfare arm and the health arm in terms of dealing with
the diagnosis and treatment and perhaps continued care of the handicapped or
the sick. It seems to me that we have leained from the British experience,
particvlarl the United States, of the inseparable bond that exists between
soli ss and morbidity and also mortality. In terms of attempting to order
the d and for services or the need for services, whether they be health or
social w fare services, has there been any effort in Britain to attempt to
demonstrate the cost benefit of some of these integrated-services that you have
alluded to, and ;perhaps the benefit that might accrue in terms of diminished
costs for health services by alteration of social status, or way of life of the
population groups?

SIR GEORGE GODBER: Certainly, I Think there have been attempts to do
that, but I do not know of really convincing material about it. Sir Keith
Joseph, when he was Britain's Secretary of State, talked considerably about the
cycle of deprivation. He pointed out ,Something that we all know, that people
Who are deprived, who come from unsatisfactory homes, are' more likely
themselves to generate unsatisfactory homes and unsatisfactory conditions for
their children than those who come from better homes. Whenever that is
enunciated, I always think it is a blinding glimpse of the obvious; but it is true, and
it is true that we do not do enough about it. In Britain there were some special
service units, which first appeared during World War II, provided by, Quakers
who worked with what were called the "worst problem families" in order to
try and ameliorate their conditions. But if we are hoping to get the most
satisfactory result, we really ought to start much earlier than that. We ought to
be trying (and I was thinking that you were going to castigate me for not
saying this) to prevent the emergence of some of these problems. We should
recognize the factors making them more likely to emerge. One deprived
child coming from an unsatisfactory home is more likely m later life to
reproduce the same situation with his or her children. Just how one could
obviate this, other than by very general social measures, I do not know.

In a book produced by the National Institute of Child Welfare,called From
Birth to Seven, there is a %ery clear descrititiori of the way in which certain
services are used more than the average by certain Social groups, and a mention
that the preventive services which inight be most useful to them are the least
used by them. I think one is simply enunciating social truisms that we all ,

know, such as: "Bring a child up in bad circumstances, and be is more likely to
provide bad circumstances for posteriti." So I haven't answered your question
at all. Can you?
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DR. DUBLIN: In the hope of encouraging the concept of a colloqtium, Dr.
Mc Crumb of the Fogarty Center in the last year or more has been attempting
to bring together the best thoughts and wisdom of the American College of
Preventive Medicine, in part prompted by the fact that the Assistant
Secretary's Forward Plan. for Health emphasizes the importance and the
desirability of placing a greater emphasis on prevention in the health care
services. Obviously, the implications of what you have said and others have said
is that many of the consequences of so.ciei nfaladjustment, of social disorder,
are borne out in terms of morbidity and mortality in the health area. So in
terms of prevention, we have to use social instruments as much as we do
diagnostic and medical instruments, in terms of need. Perhaps if I am probing a
little bit, it is because I am still at a loss to quite understand, what the functions
of the newer community physician are going to be (as described in John
Brotherston's monograph), or in some of the developing programs south of the
Scottish border, in terms of the community physician. How will he be trained
and how will he function in terms of the integration of these health and social
parameters?

SIR GEORGE GODBER: At the present time the community physicians are
mainly the lineal descendants of the Medical Officers of Health. They probably
had more to do with this kind of proble% as medical officers of local
authorities in the past than +rli& anybody else, except the children's officers.
They were accustomed, usually, to working'closelfwith the children's officers,
and now they are working closely with the directors of social welfare. They
have plenty of opportunities to make assessments of the situation in their area.
Their job, after all, is to make informed assessments of the health situation in
their areas, and the factors which`contribute to the worse elements in it, and to
bring these to the collective attention of their clinical colleagues, not only in
medicine but in nursing also. There are nursing officers for the same 'cts
working alongside them.

It all sounds delightfully vague, I know. It is a bit li saying you will
recognize it when you see it. I think that is largely true. We ow there are lots
of parameters for measuring ill health, particularly among c dren. Some of
the best pioneer studies in this area have been done in Newcast , England, as a
joint egercise by the Dbpartment of Child Health of the Unive ity and what
was the Maternity and Child 'Welfare Departnent and the hZiol Health
Service of the Authority. My predecessor, Sir John Charles, a d Sir James

"Sptnce were the originators of the Newcastle studies. The-. .e just aftei
World War II, in 1946, and continued until 1,000 children who were the
subjects had reached adult life. There has been a series of publications of that
kind. Single-parent families provide the examples best demonstrating the
handicaps.

The infant death rate of illegitimate children is japproximateQ.60 percent
greater than for those.born in wedlock. If it is remembered that of the children
born out of wedlock, about one-half are born to stable unions, and have the
same infant mortality rates as the others, it will be seen that the problem is
concentrated in a sthaller group of uneupported women, who often are young.
In Britain we had a committee which considered singleparent families and

'made re mmendations about particbiaf kinds of -social' help, including
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additional financial hellobeing giv¢Ii to that kind of family. This is just one
area in which scimethwg more positive can be done.

I do not believe that the community, physician can do more than call
attention to the situation's health components, for which he can get a
contribution from the health services. Educational and social welfare compo-
nents may be a good deal more impOrtant. It is my view that when we start
talking about this we emit clouds of cotton wool, saying. "If only things were
better, everybody would be better for it." And at the end of the day that is
perhaps all we have said. But there are individual things that can be done about.
health. There are things that can be done wrong by following the principle0
enunciated by some of the experts. We have had too many occasions when a
child has been killed or seriously injured as a result of people's determination
to keep families togetherbecause a child is abused before the authorities can
quickly'arrive to remove that child. Some unfortunate social worker, or nurse
or doctor, usually gets the whole of the discredit for that, when really we all
should be sharing in it, those who have been neighbors and had anything to do
with the case at all. Sometimes, too, the courts can be absolutely ludicrous in
insisting that because a child was born to a particular mother, that even though
that child has lived for many years _with a foster parent to whom the child is
devoted, the mother can claim him or her back. We have had that sort of thing,
and it is a verylisputatious area. I do n elieve that there is a single ansr,-""
to it.

UNIDENTIFIED SPEAKER: You stressed the need for common sense
cooperation between professionals. Do you feel that it is harder to get it e
cross-profession, or within the profession, or has that issue been faced in
Britain?

SIR GEORGE GODBER: i think most professions are a particulai kind of
human arthropod. They surround therhselves with a rigid exoskeleton, which is
the custom of our profession, and it is a very painful process to molt and put
on a slightly different- shaped skeleton. Yet we do it in scientific matters,
because we get continuous patterns of change, and it all looks very worthy and
orthodox. When it comes to conceding something to a g,ro from a different
discipline, we tend to fight for the supposed rights an nsibilities of our
own profession. It is diffiCult, therefore, in a rather special way, to get one
prof on to accept freely the benefits which workin with another can give.
We splay it most clearly in the authoritarian approach of doctors to nurses.
After all, they are' in the same family, and we Often fail to realize the
distinctive contribution that the nurse can make in health care. One can see
extreme possessiveness within specialties in medicine. For example, the general
surged who likes children and is therefore Pp4pared to do children's surgery,
even lough a colleague would do it better because he is a pediatric surgeon.

I do not believe things are as difficult within the profession as they are
between professions, and I cannot see why all of us in the profession should
not concede more re ily to the others. That is a fine general answer for you,
but it does no ve you any specific help, I am afraid

UNIDENTIFIED SPEAKER: I think it is one of the most serious social
probletns-we hay.e, in working as a whole organization.
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SIR GEORGE GODBER: Yes, I am sure this is true, but Qne need not
despair, because I have .seen it ha penin general practice in Britainthe
association of medicine with nurs' g, on a really free basis of choice. For
example, this was never directed from the center, although a good deal of
encouragement was given. Where individuals in the professions are ready to
make suitable concessions to each other, I do not know of-any interprofes:
sional' collaboration that is mote successful, even the doctor-nurse collabora-
tion/within hospitals. I believe it can be seen at its best( in general practice
because there are fewer white coats andless attitudinizing.

But this collaboration and conceding does happen and, provided no one
attempts to enforce it by law, or triettn make rules about it, I think one can
get continuous change ih-tins.waLI,Im not as despondent as you sound.

MS. KATHRYN ARNOW: What opportunity is there for the patient or the
consumer to voice satisfaction or. dissatisfaction or to help modeiate or .
modulate the many relattpnships you have been talking about?

SIR GEORGE GODBE There,is the opportunity that occurs at ground
level when the patient migh resent, perhaps, being asked to make his or her
first contacj with a nurse in a group practice, as was earlier3kentioned. If
complaints are to be voicedapart from voicing them direct to the indiVidual
professionals with whom one dealsthere is the fact that social welfare services

.are provided by locally elected authorities and the aggrieved individual can
always get at the authority through his or her local representative. After all, the
member for the particular ward or village of the authority is there to respond to
,feeling in his or her constituency, and he or she had better-respond, t be
elected next time. There is always that situation on the elected side,
the device 'of the community health council, established on the health side,
which gives an opportunity for people who represent the public locally to
make thei views known to the health authority.

So, fai ng the kind of personal adjustment that can be achieved by direct
contact w th the individual in the profession, there are these other channels
(apart fr complaint regarding a defect, or a failure to provide services) which
can be used by the individual member of the public. Of course, at the end of
the line there is the formal complaint to the authority, or perhaps to the health
service Ombudsman. I will be coming to him in a later discussion. In health
service and in social welfare there are strong inhibitions relative to the
individu31, finding It with the service giver. At the back of this may be the
thought that: if d fault with this one and continue in ik relationship with
him or hyr, I a not going to do so well in that relationship as I might have
done if I had not complained.

MS. ARNOW: In addition, I was thinking of the just natural awe that
patients have of physicians, quite apart from whet( the patient expects that
the physician or the nurse will be peeved With and dislike him, which I doubt
would happen with most professionals. There is simply a tremendous all-over
reluctance to question and answer physicians.

SIR GEORGE GODBER: You said natural awe. Is it natural or unnatural?
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MS. ARNOW: We had a speaker in an earlier conferenCe sponsored by the
Fogarty International Center, Victor Fuchs, who has worked on the economics
of care. He thinks it is perhaps a bit of a theological, a religious awe. A
priestlike relationship.

81R GEORGE GODBER: Yes, because you really hope that the doctor can
do magic for you, don't you?

MS. ARNOW: That is what he said.

SIR GEORGE GODBER: When you are ill, I think that it rubs off onto the
doctor, who after a while begins to think he can. (aughter) But, look, these
are human. obstacles to rational behavior, and I am quite sure they cannot be
overcome by committees of investigation and that sort of thing. We have had a
surfeit of those.

Ns DR. WILLIAM HOLLINSHEAD: At this kind of ground level of the service
professions, it seems to me that in part bec use of this religious awe, the
consumer is tending to sort of vote with his fee and to seek other services if
he is dissatisfied; and perhaps that is the best solu 'on for the ptoblem. But my
question is: When you reorganized services in a mgor way, pUt different labels
on the doors and different people in charge of did services, was there any
planningat least on the local and district level to teach the patients the new
pathways, the ways in which themight find their own way to the advice and
the help they felt they needed urider the new system, or would that simply
occur as an organic process with the patients doing it for themselves?

SIR GEORGE GODBER: So far as the health services are concerned, one
has the traditionl access to the family doctor, so I do not, think there is a
difficulty; I believe everyone knows that as a source of help. ,Trie actual
definitive help may not come from that source, t that source is responsible
for getting you to it. The doctor will not say Sorry, chum, it,is not for
He will say, perhaps, "I believe you will n ed help from the social welt re
department; I will refer you to it," or he may say, "You should have been in
hospital; I will arrange it." On the health side there is that traditional point of
contact, and it is true that the individual dissatisfied with his point of contact
can vote with his feet/as gou said. He can change to another doctOr. The fact-
that it is not done' very often may partly reflect the fact that it is an
uncomfortable thing to have to do, because you have to go to your doctor and
say, "Look, I want to end our relationship." But I believe it does largely
represent a sort of continuing Valty between patient and doctor; the feeling
that there is an established relationship preferred to some different relationship
with persons unknown.

On the social welfare side, ere was again a tradition of access to. some kind
of officer,and there are local o es where one would expect to see the individ-
ual who would, be able to help. On the Social Security side, when there are
questions of partictilar allowances, one visits the Social Security office, asks the
questions and receives answers. Arid there are .all sorts of explanatory leaflets
about entitlements. I do not believe people make full use of these services, al-
though on cash all wances and that sort of thing there has been a determined
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attempt to educate the people by leaflets, by publicity, by public cIllt ussion.
Many still go short of services they i t obtain.

There is no longer the o14 stigma o the Poor Law, o.fie feeling that it vas
slightly discreditable to go seeking se ice. On the personal social services side
it is believed that the offices are sufficiently local, land that the officers are
beginning to be sufficiently well known, for such inhibitions to be at least
declining. But I am not saying the difficulties are not there.

1

k

J

0

72A

Nob

Ads

"oh



a

6

4'

October 14, 1975

CONSAER INT4RESTS, EXPRESSED THROUGH THE
COMMUNITY HEALTH COUNCILS, THE HEALTH SERVICES

COMMISSION-AND OTHER INSTITUTIONS

DR. MILO D. LtAVITT. Our subject today is the manner in whdh the
British Government deals with consumer problems in the National Health-,
Service. In view of our own interest in this problem I am sure that Sir George's
comments this afternoon will be especially aPproprate.

SIR GEORGE GODBER: Thank you, Dave. The Health Service, of course,
must IF a public concern. Sometimes there are feelings in the professions that
they are the best judges of what shauld be done to and 'for tiatients, who
should accept that' judgment. Perhaps that was encouraged in former times by
the charitable origin of many British acute general hospitals an absence of
any, fee-paying relationship between the patients" and the do ors concerned.
All British hospitals either had ,salaried medical staff or the staff were
honorary: In the famous teaching hospitals in London, for instance, or the

luntary hospitals generally, the staffs were honorary.
When lie Health Service was introduced it was obvious that, since the

c was paying through taxes and since the public was being served and
in a.tely and persoFally involved in what Was going on, it must be their

cern. The original,b6spital boards which had appointed membershiphad
me bers who were pposed to act as individuals, not as delegates ppresenting

. any particular interest, not more than one-fourth of them were medical. There
nfight be a nurse; there might be a dentist; one of thephYsicians might be a
health officer. They included a number of elected members of local authorities
who were chosen by the 44,0,stei! not nominated by *e authority. There was
usually at least one trades union member. The reef were ,pebple who had
exhibited an interest in the running of health services, and they were rarely
politIcarappointments. That situation was not invariable, but by and large it
was how ihings ran.

The regional boards appointed management committees on much the same
basis. In the boards of governors of jeaching hospitals, three-fifths were
nominated by regional hospital boards or by the medical staff or by the
university; they tended to ve \a larger proportion who were medically \-
qualified. They really had nr nstituency, any of these, appointed bodies
they had no electorate to which they were answerable. They were criticized by
One distinguished politican, now dead, as ''self-perpetuating oligarchies." a
matter of fact they did rather well, but they lacked public contact and ey
lacked appeal to the public as groups, even though manyof them wou d be
known individually. However, theyparticularly the management committees
had reasonable contact with the sector of the public they were trying to serve.
I ahaykretember the chairman of one of the London teaching hospital's board
of governors who was in fact a Labour peerwhen he got the names of his list of
governors he could not identifyAne of them until the first meeting, when he

73
0
(-)



.--
discovered that the man in question was the,,, person who went arand the
hospital wards selling newspapers. He was quite disturbed about thatbut
shbuldhekve been? '

The councils that managed the family gra6titioner services were nominated,
They 'Were one-half professional, one-third nominated by the elected local
authorities and the 'remainder selected- by the Minister. They were almost
unknown and they operated complaints machinery m the general practitioner
services anonymously. There were sometimes complaints that no one knew
what went on and that because Of this, if justice was done it was not seen to be,
done. On the other hand, the local health authorities who ran they personal
preveptive services and the support services were elected for counties or cities
and they did have public health committees answerable to them. Health was
not a major interest of the elected authorities in Britain as it was in Sweden, or
in New Zealand for that matter, but there were members who could be
approached by the electorate if anybody w;s dissatisfied with the way services
were provided.

The 1974 changes afied this to the extent that today Britain has
,

regional health authorities and area health authorities that are smaller than the
authorities that went beforesmaller even than the hospital authorities. The
regional- members are, appointed by the Secretary of State. He also appoints
the chairman of 0 area authority, but the members of that body are
appointed by the regional health authorities. The members are appointed
partly from elected members of the local authorities and partly fro

ll
people

managing bodies; they are less obviously in contact with the public th y are
put forward by the profession. These bodies are small, they are mea to be

supposed to be serving than the bodies that preceded them for hospital .r
preventive services. The area health authorities also are required to have family
practice committees, which are nominated on the same lines as the preceding
executive councils.

The real kernel of the Health Service is the districtthe distncpbat needs a
district general hospital to round off the services and that containsa number of
group practices or health centersrer individual practices or pharmacies giving
primary care. At the districtaievel there is no committee machinery atoll, and
this is one of the weaknesses of -the revised setup. The districts are run by
management teams comprised of officers appointed by the area health
authority. Now that is reasonably close to the public if the area health
authority only has one district, btit most of them have moserd'Ione of them
has as many as five.

The, pregent British government has been concerned about this, which it
regards as an undemocratic arrangement, and it has decided to increase tlie.size

,of these area health authorities, nominating two additional local authority. ,j,
members to the areakealth authority.:25scairel,,,people who have been elected
to the local' authority for other purposs, ,and therefore they have a
constituency to which they relate. ,

The rAsens for non-election, for nor choosi g, to have a ted body-for
running thelle41th Service, are: first of all, e ,rote bbjec on by the
professions, especially the medical profession. mi - not haveh- nurse
minded so much because many of them were aCcu omed to being empl yed
by local authorities, But the doctors, and IA a lesser extent the denti s, were
determined not to be employed by a body which might then discuss their
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professional 'activities m open meeting and feel that it had the right even to
intervene However, there are more practical seasons than these reactions of the
professions. It IS important to avoid any restrictive effect from local authority
boundaries, Local authority boundaries, although they have been revised, are
still not boundaries that One would generally have chosen for running health
services.

In England there is a regional level, also with an appointed authority, but in
Scotland and Wales there is not. There is no regional level m local govern9ient,
which is another Yeason why it would not have been advisable to turh over
management of health work to elected local authorities,' even if the professions
had been willing, unless there' had also been a 'radical reform of local

sgovemmentin this respect. ,

Additionally, there is a very large financial responsibility, resting mainly on
central taxation. The Treatiry does not like to feel that it is handing out 5

.... . percent of the GNP to meet the cost of services that at present run at nearly
S7-I,'2 billion a year tolocal authorities, that,could spend the money but did--
not have to' collect it. Local authorities' reienues come from property taxes
and .there is, for instance, no local income tax dr local salestax such as some
Other countries hiyeaoln Sweden, where they dohive elected local authorities,
more than:15 percent of the expenditure,of the authorities is on the health
seances as well as thetentral contribution. Then, too', the local authorities
were lacking in experience of the two main Components in clinical service
hospital and primary carewhich account for 95 percent of expenditure on the ,
teajth Service. Elected local authorities are less amenable to national

influence, whether it is on theinethod of providing care or on speng, than
appointed authonties who, either do in general terms what the Mirusat asks or

' find themselves no longer appointed at the next change. a
In tke early days some action had been taken to compensate fof the fact

that many hospitir authorities were appointed, and thus were riot answerable"'
to a constituency. Of course, members would nonetheless be local people, and
would visit, even inspect, the facilities. Most hospitals also had their own
leagues of friendsvoluntary groups?collecting money by various means, taking
interest in what was happening in the hospitals, and helping to finance
amenities for patients and sometuiles for staffs. Quite often; people interested
m this way would leave legacies to the hospitals. It was a'quite important
method of keeping contaci with the pubhce be served..Also, the British Red

e,st/sliCross Society and e Royal Women's Voluntary Services and similar bodies
took an inter in the hospitals and provided voluntary service m them...
Especially ,' some of these bodiet' junior members would give voluntary service
in the are of patients. Among the professionals, the establishthent of
postgraduate institutes meant that all professionals working in an area, whether
working in the hospital or n4, had a focal point linking them with the hospital
and with each other. There were all sorts of devices, such as "open days" when
the public would visit the hospitals, and public annual meetings when people
would come and talk, about the Work of the hospitals. These related almost
entirely to the hospital component of the service.. ,

Meetings of regional hospital boards and of management committees, like
the meetings of the regional health authorities and area health authorities riow,
were 'open to the piess. Committee meetings were 'usually not, open, but very
often committee papers would.be available to press representatives. Members

1-75

..83 .

..>



of the authorities would visit the hospitals regularly all of the hospitals in
their groups. Sometimes individual members of a hospital management
comniittee would be assigned to make contact with one hospital in the group.
House committees for individual hospitals tried to bring in additional voluntary
contact but they were not very successful. Many tried to interfere in
management responsibilities which should not have been theirs. But the
management tried to farrikilianze patients with the organization of the hospital
and theirrights in regard to treatment, including affording guidance on how to
make complaints if they so wished, giving them an opportunity to make,a note,

,. .at the end of their stay, of comment on the servicethey had received.
There is, of course, a tendency for all recovered patients to be extremely

grateful, to be glad to be going home, and to quite uncritical of the people
who were attending them 'in hospital,. But even allowing for that, I think that
committe6, such as the one of which my wile was a member, really did have
the opportunity of hearir4 from, patients about things that they found wrong,
or things that they found advantageous in the. hospital in which they had been
treated.

The complaints machinery for the Health' Sefvic e was different m different
sectors. In the family practitioner services, medicine, dentistry, pharmacy and
optometry, there Were service committees for each branch. Anyone feeling

`4% aggrieved was required to make a complaint to the executive council. The
chairman of the executive council (who usually was not medically quallfied,
although sometimes one of the professionals_mLould be chairman) and the
council itself, 'consisting of balanced professional and lay members, would
consider the comitint. Either the chairman or the clerk: or both, might take
informal action in something that, seemed tnvial, to perHaps mollify the patient
or prevent a grievance from going any further. Perhaps, simply, a friendly word
to the doctor or dentist or phaYmacist about whose conduct there had been
complauit might prevent -anything of that, kind from re-occurring. However, if
the complaint was serious (suppose someone complained. that his old mother
had died without having received medical sate because the doctor, although
summoned, had pot attended, or he had attended and been quite careless m his
activities) the ,doctor alight be held not to have 'complied with his terms of
sernce. The council, on the advice of the service committee considering the
case, might recommend a withholding from his remuneration. There would be
a right of appeal against that decision, whether it werif for or against the doctor
or dentist, or whatever, to the Secretary of Stale. Such appeals were usually
sent to a formal hearing, or they could be referred to an advisory committee
consisting partly of doctors in the health department and partly ofrepresenta-
tives of the profession from outside the department. Quite /severe penalties
could be irbposed. Precall the withholding of £1,500 from a doctor-whose total
reitiuntratioit from the National Health Service was of the order of only
£3;000. That particular offense, oddly enough, was for prescribing tetracycline
for the local treatment ofwaricOse ulcers; the doctor had a firm belief that it
was advantageous. But for some considerable e he had been costing the
Health Service more than £30,000 a year in carry ut this treatMent, and he
could be dissuaded only by hiving such a penal posed on him, a penalty
that, had it continued to be imposed, would Piave precluded his continuing in
the Service.
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Mostly the penalties would comprise the withholding of smaller sums, but'
an extreme ,case could involve reference- to a special tribunal which might
recommend removal of the pra9Litioner's name from the list in whichever
discipline lie was practicing. If the conduct of a doctor; had been particularly
disgraCeful the whole of the proceedings might be referred to the General
Medical Council and the person concerned could find himself taken off the'
medical register and no longer able to practice. There were not niany cases of
that kind, but there were a fe Broadly that system continues.

Complaints made to the local authority would be handled by the members,
of the authority; there was no special system of inquiry prior to the recent
changes. Complaints to a -hospital.management committee or to a regional
hospital boiard in the hospital servicespight be handled locally by an internal
inquiry-171d an explanation., Riftalthey wet- always recorded and acted upon
inmiediately; and they would be dispoled of in that way unless they were so
serious as to warrant a more formal kind of inquiry. The complaints book was
available 'for management committee members to see; it was often thought that

hbspiIn
the early stages-. that may ave been partly true, but I believe that as

tal staff tended to close ranks and to dismiss complaints if they possibly
. could

time went by *the handling of complaints was taken much more seriously.
Ministers keertainly took them seriously. After the report of a special."
Committee some 3 )riars ago, the action was made generally similar, involving
reference if necessary to a special committee of inquiry.

A formal inquiry with a le(al chairman in a serious caseas for instance the
doctor who twice failed to undertake crwinatching of blood given to a patient
who subsequently died, even thou ef the facilities were available to hima
formal inquiry on that which'led to-the do.cor's dismissal, is an example of the
extreme case. There weren't may like that. Today, all complaints go to area
health authorities or to regional' health authorities, and the local system
proceeds much on the lines of that previously adopted in the hospital service.

Sometimes people complain by writing letters to their Member of
Parliament.' ill usually go to the area health authority or the regional
health au ty.and get advice as to whether the complairit has substance. If
he thinks so serious that it ought to be pursued with the Ministor, he will go
to the Secretary of State. Then the Secretary of State goes back down the line.
to 'inquire from the arei -health authority or regisatl health authority_
oncmed. The Secretary of State will not entertain a complaint about a

V
general practitioner because he is the court of appeal in the event of a decision
going against the practitioner. He will simply refer -it, back to the rormil
machinery of the imily practices committee. He can if he chooses, on a
sufficiently serious matter, .set up a formal inquiry of his own, with a legal _

chairifian and professional and perhaps nonprofessional assessors. Recently,
quite nuMber of inquiries of that kind have taken place regarding the
provision of longterm care, particularly where there have been allegations of
serious misbehavior in custodial type hospitalsfor instance; hose containing,.

, the mentally,: handicapped: After all, when there' are more than 200,000
mentally, ill or handicapped or chronic sick patients in the hospital; at any one
time, it is going to be surprising if.there is not anywhere among the attendants
the soh of person who simply should not be there, and who 'maltreat a
helpless patient. We have had perhaps more than our share of complaints of
that kind.

, ,
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There ate also problems arising from professional faiiure, and these can be
extremely difficult. The example of the anesthetist who sniffs the anesthetic
gases and who may render himself unfit to continue with his duty is an

andextreme casethis happens as, we- all know; not so very uncommonly. A
man anesthetizing patients for a registrar- surgeon had two patients die who
should not have died. He was held responsible by a'qdroner's inquest and was
dismissed, and in fact his name was later removeld from''the medical register. He
was an addict to 'the anesthetic to which his job exposed him.

In order to try to forestall that sorf'qf thing, -a system was set up in every
hospital wheriag what were called "three. wise men". would be designated: AI
three se 'or m bers'oof the medical staff, to whom any-member of the staff'.
feeling doubtfll about the capacity of another member of the medical staff
would go. I dd not believe the system has NVorked very vial It has heen used

e, effectively on some. occasions, 'but it is-a very difficult situation to have young#

- doctors complaining abbut their seniors. It could well be a surgical registrar or
a resident feeling that his 60-year-old thie\f is losing both physical and mental

t capacities td discharge his functions, and .the complainant, does not like to go
to another leniar colleague and complain. Ili theory it ought to work; in
practice it has worked sonietiroesibut it has not been as effective as ope would .,

R. like to see it made. There has been an attempt to improve that recently.
Mr. Richard ,Grossman, when he was, Secretary, of State, set up .an

independent organization known the Hbspital Advisory 'Service, which was
not section of the departipent though I was Chief Medical Officer,at the
time and the first director was f rmally a Hair of mj, staff, he was not"
answerable to me for his work in this cap , 1 e director repotted airectlySt..*to the Secretary of State,.and his repo ere considered by the health
authorities and by the staff. of the depirtme . The team spent their time
looking at longterm care, starting with mental handicap, about which wd had
the most c'ercem, and moving 9n to mental illness and geriatrics. -

Teams consisting of, usually, a doctora nurse, an administratOr and perhaps
one other, would visit t ach of the hospitals providing this sort of care in turn

,.and write detailed reports on their findings aftef a stay of up to aiweek. Those
findings were often extremely valuable in bringing about improvements in

""N___) individual hospitals They led to the publication of annual reports of the
Service, and those annual reports called attention to a lotof things that needed

'remedying. 'They also helped obtain extra funds fsjothe improvement of
lon care. ,

. . . \
Personally, I hive some doubts about this nthod, because it involves '

people descending on a hospital, making a report, and going away; and 'they are' then no longer involved in the responsibility oflrying to remedy what they "'
have seen. I believe that something rather closer, such, as some regions have
adopted, to a peripatetic regional group which will go arOund, say, the msntal

. illness hospitals of the region; may be more successful. The group nee not
f always be ,the same, but perhaps could exchange a psychiatrist from one; -

felio establishment when they move on to the next, shedding the psychiatrist they 0
were using before heccause he happens to be the person in charge of the next
establishment. Such a team has been shown in some of 'the regions to retaina/
sense Of resprinsibility and support fot the staff, who perhaps are working
under extreme difficulties in the hospitals visited. . i
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The two new things introduced in 1974 were the Ombudsman -and the
community health councils. Since there are no elected committees at district
level, thg health service institutions do need an opportunity for contact with
the pUblic at that level. Community health councils have been appointed for

_ each of these districts. They are appointed by the regional health authority,
one-half on the nom4nation of the elected Council of the district=elected for
'other local government purposes, but these are people with a constituency to

-. which they are answerabletwo-thirds of the rest from other bodies interested
in the health field, such as the Rea Cross ana-the Roxal Women's Voluntary
Services, and a sprinkling of other people without4pecific affiliation but
known to be interested in health care. They elect their own chairman, they
appoint their own staff; they are financed from the Health Service; their
membership is not Professional. Although it has been rather difficult for them
to get officers orthe quality that they need,Ahei do have some appointed
(perhapi former' employees of health authorities with a reasonable level of
experience) and some°at least have begun to 'show an irktelligent and helpful
interest in the way that the Health Service works in their altriCt.

A few of the community health councils may behave as if they believe they
are there to harts the people providing OF managing health care. At this stage
that is a risk one has to run. But if only the ihealth authorities and the district
management teams will try 'to Cooperate with these bodies, I believe they may
fmd'them, to be a greet deal' more helpsthan nuisance. They have, a nuisance
value and perhapi it is just as well that they should,,because there is na reason
why 'everyone- in the health services should be exempt from nuisances. But I
hope that they are going to settle down and-be made to work, otherwise there
isa real risk that the, ealth Service may belooked upon as khe government's -

terviiceand detached fr m the public it is supposed to be serving.
Members of these councils will visit Of at least have the oppci tunity of

visiting health facilities. They have the right to be informed ofand give their
- views en the'area health aufhopities' plans. They may show a tendency, to

' inquire where they are not really 'qualified to makG inquiries but in that they
can be advised. They are'tonsidering forming- a nano* assotiation sot that'

. ',they may develop a sort of corpus of understanding among themselves about
ho best they can be employed. The King Edward's Fund, which is a voluntary
iel th service supporting-?urld based in London, has been helping this cerikral

o anization: They have appointed as their chairman, Lady Mane, who
happens to be the'wife of the Ombudsman', She has had sociological training
and has been concerned with health'and social. welfare service administration.

\ It vas for that reasonfnot because shve`was the wife of the Ombudsman) that
she was chosen by thiS body to be, its chairman. The prOvisional national
association has started to publish a bulletin, the first one or two numbers of
which may have seemed a little naive. However, f believe they can be made into
evaluable means Of contact betwOrf the services and the public being served.
They can also help people who 'want to make seripuS complaints and don't

' know how, Nar perhaps are even afraid ti5ado so.
It ha,s ben alleged that these councils have a. predominantly middle-class

orientation. I remember ont odd complaint that the chairman of on of them
was an admiral. Rut really, the admiral 'might wellll ave been the most suitable
person in that particular council. ,The councils' rM- functions are in contact'
with the public and as interpriters.

,.
,
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The Ombudsman is appointed by Parliament, under a specifld section of the
National Health Service Reorganization Act, He reports to Parliament and he
makes aan annuala report which is published. Complaints are made to him
directly, only if lfie normal routes hamalteady been used and have not give
Satisfactiori to the coKplamant. Such complaints are made by those g
that he or she has suffered injustice or hardship as a result of f o a
service, failure to pride a service, or maladministration of one o e Health
Service bodiesnot or the central Department of Healtheven including the
Public. Health Laboratory Service which is run 'independently by a board t
appointed by the Secretary of State. The Ombudsman can act if a person is
not himself 'able to complain and an officer of the health authority instead
submits the complaint on the patient's behalf. This has happened, it is not as

.4.fanciful 'as it may seem.' If someone is mentally incompetent to make, a
41

coherent complaint, but nonethtless has a complaint- which he ought to be,
allowed' ,to, submit, then it is the health authority's job to help him to
formuslate, and submit that complaint. The time limit for'hearing complaints is
1 year, but the Ombudiman.can, if he chooses, waive ,thatlimitation if he
believes there is gOod reason to. He cannot investigate if a tnbtinal or a court
leas already done so. Nornially he would not if, the courtf,otlikhave been used.
If, 'for instarge, a' patient was aggrieved by what he regarded as:a professional
failure: of the consultant o,r other doetor'who had treated him, he has a remedy
at the hands of the courts and he, should use that But if he is et)nip l mg 174

about something else, perhaps the behavior of that dqctor, which wOu not
have been subject to penalty by the courts, then he can make his complaint to
the Ombudsmanif he belly/es that the health authority has disrega'ided or not
acted satisfactorily on a complaint made directly to them.,The Ombudsman a

cannot investigate clinical action solely JD/the exercise of clinical itidglent. He /1/
cannot, for instance, take to task a competene doctor who has decided to do"'
something or not to do something on the grounds that it was.notihe right
decision to make. There is a remedy in the. cpurts'if a patient feels aggrieved
about that, but the Ombudsman has not' the kind of experience or available

.

advice to deal with a clinical failure of that kind... . '' 4.4-'-

. He cannot investigate the family practitioner see/ices because there is
statutory' mackinery for dealing with such complaint's, and thJte 'is appeals
Ifiachinery'reAing 4ip'to the Secretary

or
State But the Ombudsman can deal .

with a question of maladministration or failureRra act by the family practice's
,committee. The investigation is private, theOmbuclamanitias right of access to
dq&iments bf any health authonty. A report of his conclusions is sent to the
compainant and to the person or authonty complimed about. If it is necessap,

,,- to b7itig in someone to give,evidence, the expenses of that witness may be paid
by the Ombudsman from funds voted for the fiirpose by Parliament.

In the,first year, the Ombudsman,handled some 500 cases. Abotit one-half io

were invalid .in the tense that they should not have teetunade to him anyw- gy.
liur of the ema r, 'an appreciable proportion were foiiii3O worthy .Of .
investigation a of some'degree of censure. One that occursgtO me particularly 'r -1 is 'that of a eons tans censured because the patient had complained about

' ',something done by the coritultant or not done by him to the health authority. ,.
- The authoritisenight the consultant's Opinion about this, and the consult ant :
--tillert told the 'patient that he did not feel able.to continue With his treatment,

hivargument being that there could be nq professional coifidence between ..
/

, .
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them after the complaint had been made, although the'patient wished to go on
being treated by that doctor. In the view of the Ombudsman it was an unwise
response, and I think it would have beenn the view of many other people. The
consultant was censured for taking that sort of line, but the department itself
was censured for failing to deal with certain defects in motorized invand
carriages sufficiently in response to a considerable volume of complain, No
one escapes if the Om udynan gets good evidence of failure by action or by.
inaction.

That is the way tha the admitted difficulties of running a health service
through appointed autho are being handled' in the British Health Service
today. The situation is a fluid one, I believe the Ombudsman has thus far
had insufficient tune to devapp s hinery on lines that will be entirely
satisfactory to him. The heath aut.hort ies perhaps have some way to go
toward realizing the importance of carrying their public with them, despite the
fact that they have no electoral base. But I am quite certain that the handling
of these relationships is a great deal better than it Was 20 years ago or even 10/
years ago. .

d6 not huow whether that explanation is the kind of thing you were
hoping_ to have, But it is about ,as far as I can go. I shall probably deflect all
questions toMy wife, because she has operated in it.

DR. LOIS g. COHEN:, You described 'very well a system for consumers(
primarily, to make complaints as they react to the National Health Service.
Dries the Service provide any structure for the consumer to get involVed in an
active way in the planning nage, rather than solely in a reactive way?

SIR GEORGE GODBER. The question is Whether the consumefis enabled
to take part in the planning process/. Yes, one of the things that the community
health council is entitled to is ?sight of the plans for developmerg, of the ,

services: They have, the right,*indeed the duty, to comment to tRe health
authority. This may be quite widely publicized so that the individual member
of the public also can,, if lie or she chooses, make a protest or support the
health Authority.21ne of the recent complaints that I saw was that of people th
a particular area Tho were concerned that their doctors in the area's group
practice shut up, shop at i)Ight ,,apd ,left the responsibility of answering
emergency calls td docteks from a rehef service in a town, seven or eight miles
away. The" complaint was taken up 'by thb community health council and
referred td the authority responsible for, toverseeing such arrangements
Alterations Ire being produced in that-way.

. ,

But in the earlier formative stages; of planning,A think-the opportunity
comes only if and when the health authority takei steps to rhake. its plans
knowii. If it wants o'close down a small hospital it will not be allowed to,do it
unless there has been a serious attempt at public consultation. Thecommunity
health, councils, will probably be used increasingly in that. Thera), are
opportunities' but they are not easy to uses For one thing, health planning is
not an art ery-well understood by members Of the general public. ,

wti

DR. STUART SCHWEITZER: It itioks as if you: have developed a
mechanism for redressing grievances Which is wholly apart from the court
system. Thesi are problem's to which, ather, we hiev no remedy at Al in the
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United Statesshort of somebody finding a direct legal jiability and dra ing
things out through the legal system. I am intrigued in the sense that u ave
created a system for resolving problems that we haven't realized we h this
country?

SIR GEORGE GO s may be true but you see we have a system
and we ought to have methods of trying to correct that system. If you have not
a system, you don't need methods of correcting it. That is perhaps too sharp a
contrast, but in 'the United States'yelu are not caught in the mechanisms of the
system. Everything in the health field is within the mechanism of the system in
Britain, and therefore there has to be a means of stopping this system from
grinding ahead regardless of what loacal people may 'think. I believe this to be a

, very real problem. Because if you do not have something like this then the
Health Service becomes the government's servicenot yours'and mine. We are
not really going to have confidence in it in the long run unless we feel that it
can be deflected from what we m y locally.believe are wrong paths, so one has
tciliave machinery.

eDR. SCHWEITZER. Do you feel tha/1 this system also does deflect
grievances which might otherwise have gone through tilt regular malpractice
route?

9

SIR GEORGE GODBOR. Maybe: After all, It costs doctors in Britain less
than SIN a year to insure against malpractice. It costs rather core here. I
don't believe that all British doctors are free of error. I think it means that the
opportunity of oversight within the Service and of complaint against the
Service is likely to remedy problems at an earlier stage.

DR. CHRISTA ALTENS,TETTER. Just following up on a complex subject, .

you developed .a number of linkages between the public, the individual
member, and the patient, with the system whether it is the health system or
whether it is the political system. You-showed various mechanisms developed
to deal With grievances.and complaints at diffefent levels of an ongoing process.
I have noticed that you did not mention specifically what has been considered
by classical theory of 'representative government to be the intermediary
between the public on the one hand and the governmental system on the ether,
that is to say, the parties and the trades unioni. NOw, yoti mentioned at one
point that there was relatively little interest in 1190 as a salient pOliticalossue.
I wonder whether you could elaborate a little bit more on those two conveyor
belts between the public and the, system per se,e4ther they really don't have'
any influence or no interest, whether the positions of the parties are channeled
into the system already, at the national level. Particularly,. I thinkiwould like
to ask whether there has been or not been any bipartisan effect at thoselevels;
such as when you' talked about elected bodies representing the city
governmentwhether there are any 'differences between city governments run
by the Conservative Party or city governments run b e Labor Party.

SIR G ODBER:
was

do pot believe there) an rcal political.
difference. I don't think there as in the days when elected Iota] government
had some direcl involvement m health care, exceptaperhaps that Labour local
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governments were more ready to spend money but had less to spend, and the
Conservative Governments perhaps were less ready to spend money but had
more to spend. It balanced out:

I don't believe that politics on any kale collie into the Operatidns of the
former hospital authdrities or today's health authorities, although I do think
that people sometimes it came members of these authorities with a sort of
crusading zeal for preventing tile poor patients from being ill-used by the
Service, as it werebut they 'were apt to find .that there was no real
justification for that sort of attitude.

I say this because I can think of a few cases where, because of this political
background, there were individuals who behaved in a rather upsetting way, in
regional health authorities. They had remarkably little support among others
who really knew what was going on, but it doesn't follow they weroalways
wrong.

Sometimes trades unions have come into this to emphasize what they may
feel to be inadequate service given to a member, but not routinely. You see,
they were represented in the authorities, repiesented in the sense that there
wduld be a trades union nominee chosen to be a member of an authority.

There is one issue where one geti the party difference and that is the one
that has caused so much trouble over the last 2 years; whether there ,should or
should not be provision for paying patients in the hospitals. At the moment,
something like 2 percent of admissions to hospitali are of paying patientsor
they were up to a year ago. There is no doub&that within hospital staffs other
than medical there was a great deal of disquiet because they believed that some

, 'sof this small group were obtaining adVantage in the timing of Their treatment
over the ordinary person. Therfelt that this was basically wiong: .

The Labour Pasty has quite clearly indicated that it is for the abolition of pay
beds. The Conservative Party is against this. I can only quote an article from
yesterdax'syashingtop Post whiih mentioned that Mrs. Margaret Thatcher,
current aa er of the Conservative Party,- had said at the Conservative Party
conference to'doctors who threatened WI emigrate, "Stay with us and fight
socialism." That seems to me .t e kind' of slogan that the British Medical

. _ .Aisociation wool be, very ill -advi to take up.

' MR. MORTON A.- i-EBOW: Ydp mentioned, I 'think, that the Ombudsman
hadrandled some SOO cases? And some of arse were inappropriate?

6R GEORGE GdOBEIU believe that was the number. sorry I
haven't got the exact figutpi.

I

MR. LEBOW:It seems tine a utrisittly sm.)] number.

S R GEOR&GODBE be inappropriate?

;

R. LEBOW: No.

SIR1GEORGEGODBER: Altogether?

MR. LEBO% Altogether. I
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SIR GEORGE GODBER: I wasn't particularly surprised by these figures. I
couldn't find them to quote, and I haven't got the Ombudsman's annual
report. Theref9re, I maybe wrong about the numbers but I believe notloo far
wrong. I think" that the handling 'ofnost complaints out the Service is
reasonably done, ancrstaffs are aware that it is of no u sweep these things
under the carpet. When people express a grievance there is a reason, even if it is
not a good one. If one wants to run acceptable health services then one has to
try and find whys there was a reason and how to-remove it. But really, perhafm I
ought to offer to get a copy of Sir Allan Marre's`report.

MR. LEBOW: Well, if it the samf score itdoesn't make any difference;
-4 but a number like that makes it very encouraging.

SIR GEORGE GODBER: Well, I am not discouraged about the Health
Service except that the government doesn't find it enoughmoney.

DR. MILO D. LEAVITT; Are there any other questions for Dr. Godber or
Mrs. Godber?

DR. COHEN: If you could comment on the article which appeared
in Private Practice.

C
SIR GEORGE" DBER: Oh yes. This is the arti le to which I'referred,

about the attractio s for British doctors of incomes o tainable in medicine in
the United States.( Well, these are some who would b attradiff. Dr. Quinn
recently gave me a press quote from the Consult is and Specialists'
Association who said they had polled 2,500 of their memb rs and ,300 of them
were actively considering emigrating. The Assoclation's membersas I recall,
number perhaps three times that. This is the way they conduct their they
poll the lot, and have replies from about 2,500, of which 300 iiascibly wrote
that they were considering emigrating. Some of them might hav'e been 65 and t
retired, others of them might just have been taken to task for something which
made them at the moment more than usua y irascible. If 10 percent of the 300
ever emigrate I shall be surprised, and I ould almost be prepared to say, you
are welcome to them. The statistic as i s ands does-not mean an awful lot. But
there are real grievances among oct rs at the present time. I am not
concealing that. The remuneration of docto1.4 in Britain is lower than in
Westeri1 urope generally and a great-de 'owe$ than here. The higher levels of
income h ve been subject to a stop in further increases quite recently, but in
our general financial situation it is perfectly_ intelligible that the higher-paid
doctors, like the higher-paid civil servants, or anyone else at that income level,
should for the moment forego further increases in,their remuneration.

Although the Secretary; of the British Medical Association is quoted as
saying, "Yoh can understandif people want to go where the grass is greener," I
don't believe that it is going to attract a great number of people. I aril* people
will come to Canada,.Australia and the United States, because a minority of
British doctors would like, to feel able to earn substantially larger incomes by
private practice. But I don't believe that this would flraw very many of thejn.

There will, of course, always be an overseas attraction fOr some
"people who might seek and not get, for instance, academic advancement
ih Britairi. I believe that our faculties have not had enough posts in a

'
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good 'many gelds. A son of an old friend of mine went to Canada as a professor
of hematology. Had there been-a chair in hematology he probably would not
have left Britg,in, even for the double salary and better facilities that he got
when he went to Canada.

So, because of the present bad relationships between the British Govern.
ment and the, doctors, we may lose a few more doctors a year than we have
beeirlosing. I don't think we will get d mass exodus. I believe we are going to
have rather unhappy relations between government and doctors for some years
to come. This government is ideologically committed to removing pay beds
from hospitals; and is motivated in that by the fact that a few consultants have
abused the privileges and undoubtedly did try to encourage public patients to
obtain earlier treatment by going to private sources, of which these were one. It
caused tremendous indignation where identified. It caused the greatest
indignation among nurses and other hospital workers, including junior doctors.
The vast majority of physicians have just worked hard and conscientiously and
exploited no one.

So I would not put up panic signals on that article or on those sources of
information; but the positionois not a happy one at the moment.

/
DR. JERRY SOLON: There seems to be a standard tendency when you-

develop these councils, cogumer type groups, for a polarity to develop in the
whole atmosphere. A posture is assumed that is divisive. What are commonly
heard are pievances and ,complaints. That seems to be their function and
activity. I wdnder whether yoti have seen signs of a more colleagueship type of

--- approach in the climate, or the potential for R? This is related to what was
0 remarked her about. the planning function as against the reactive function,
ifusually nega vely reactive. I daresay, too, that there are instances where
physicians and other health staff have grievances against patients. Is this the
kind of a body that can assume the role ( which is more resolving of difficulties
and looking ahead and improvement-oriented) regardless of whethef\there are
cotnplaints or not?

0
SIR GEORGE GODBER: I doubt whether it will deal very effectively with

e individual complaint. It will help the complainant who doesn't know what
o do. It will put him onto the right paths. If the professions a 'management
use these bodies sensibly I believe they produce better rela ps locally.
If their attitude is always one of wi olding information and ekeepinithem
off the grass" if they possibly can, they will only embitter relations. It is a

uestion of whether both sides are going to behave in an adultshion. But the
of polarity that you are describing is possible. It is to early to Illy

whe this is occurring. It may occur in odd places; in fact, I have seen signs
of it odd places. But we must wait 2 or 3 years to see whether those
problem work thernielves out: My belief is that if these things are not made to
work, then we enter a phase of unrepresentative . management of health
services, which could lead to bad feeling. On this, I can only #y wait-and-see. ,. .

'N

DR. LEAVITT:. Sir George and La Qodber are off to Philadelphia this
afternoon, where he is to become a visiting professor at the University of
Pennsylvania for the next 3 days.
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7 . October 12, 1975

.COMMUNITY MEDICINE AND)THE
PLANNING PROCESS

DR.. MILO °D. LEAVITT: This afternoon Sir George is-going to discuss
-community medicine and planning with us. We ldok forward /o your
comments, Sir George. ,

SIR GEORGE- GODBER: Thank you. Copununity medicine as I am
interpreting it for the purpose of thiseaftemoon is simply a medical specialty
concerned with the problems of the community rather than of the individual.
This term tends to get used in a variety of ways, desctibing anything from
ordinary general practice to the sort of specialty about whioh..I am talking. But

.it seemed to me that I should spend most of my time alking about planning
within the Health Service, and then try to show how community medicine, as
we a e developing itin Britain, fits-into this.

en thinking 'about planning far health, one has to start with the proviso
t t this involves two different things. One can either plan interventions about
particular aspects of 'health or one can plan a comprehensive health
serviceand the two exercises are different. When planning for a comprehen-
sive health service, one has to think' ver.y seriously not only about 'hat the
individual component costs, but also whether the cost can be met from within
the resources available for a complehensive healtEservice.

That is the position in which we have ,been imBritain since 1948. Before
thatit was possible to have, for instance, a Cancel/Act which made it possible
for local authoiities to draw up-schemes for the treatment of cancer. But today.,
this could not be done' separately from schemes for the (provision of
comprehensive health service. The trouble with the 'comprehensive health
service is t1 -anything beyond the research and ,demonston stage that can
be done effectively for anyone within it has also to be ade available for
anyone else with the same needs. Therefore, the capacity to meet any
particular need is at once circumscribed.

The first point I wddld make is that we do not start with a blank sheet. This
same point was made by Basil HetzelL of...Australia in a lectur4 tck the

f Internation11 Epidemiological Society in Baltimore last year We start with by
far the greater part of all of ow returces committed in a way to which the

*.professions and the public are ahelly attuned.' It is not possible to look at
what one is doing and say, "We wile omit that; and we will omit that, and we
will de it this way inthe future," because the instruments with which you do it
are so_ very numerOusZansl so very,-willful, if they are in the health professions.
One's object has to be achieied not by stealth but by a gradual process.

The occasions upon whtfh ode can launch out on something quite different-

4 froth what has been done before are exceptional. For instance, even the arrival
-of a drug such as L-Dopa for Parkinsonism fitted well into the overall drug
therapy pictureeven though it added an extra £10 million to the National
Health Service bill the first year it Was fully available. Thee money had to be
found somehow, but the method of using the drug fitted-into otter forms of
th y, and one -could not really-regard this aslanned introduction. lt,was
intro ction because tl drug was availftble, but the plan that had to.be made
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to, ito. provide the extra oneywhich in fact was doneor else one would
have to stop oing some other thing in order to obtain-the L-Dopationey.,

.

Once a. serve established it is not very easily withdrawn, fur a number of.
reasons, the first o which, of course, is public conviction that it is valuable to

it. It is not po sible to move in the teeth' of public belief that somethin
that one has been doing for years,,maybe, is of value to them. ; , '

One is always affected by past 'political advoCacy. For example, during/
World War II we 'provided vitamin concentrates for small children in Britain,
free, as an essential contribution to their nutrition, in a rationing situation
which involved a lack of citng fruits and a laclOf fish. Onde the politicians are
really into. advaitating this type' of thing, being a great public good, don't ever
believe that one can get the Minister to announce 'suddenly that "It may have

---,been good yesterday but it is not today.'
In B we went on providing orange juice, as a vitamin C supplement to ,.

children, r at least 15 years longer than any nutritional reason would have
justified it. When we did sloWly,pull it out From our schemes, the government
Of the day had to endure a battering from the other side such as you would
hardly believe. Scierrce does not rule the battles of politics; rather the expediency
of the monient bears, on a thing like'that. They have a iSoint, of course, that

PUblic belief may be/at stake. '
3

Then again, the arguments may be in'Na)4r inal)When we, simultaneously, with ,
the United States, stopped doing smallpox vaccination as a routine for infant's,
we had considerable trouble with those who- did licit believe we were justified,
-including. some members of the profession. They would- write letters to we
saying that 'we were monstrously ill:advised in exposing children to risk of
future death from smallpox.,It soon died'away,but protest is a factor when
chanOis con teniplated ' " "

Mien cholera came into Europe, there happened to be a clew government in
*fail; anaztbt Minister of the day naturally asked, "What' can we dO fo keep
this out?" The answer,pf course, was that-fuss was unnecessary. Water supplies
were secuieT'an,d, there kas not going tb be ag,epidernie spread of cholera.

*.: Thinking one can stand at the gate of the airport and keep cholera out maybe a
'political illusionia is certainly not h medical 'one. Nonetheless, it wisiequired
that people Coming into the country had to hove been 'vaccinated .against' cholera. W tbef that increased or reduced or made no difference to the risk of

jimportafi oilliOtera, I wouldn't like to say. It Certainly cos lot and causp
*-a4t, of ppje.lo ha e injections and it may have helped blic c fidence.

Once having' done it nd it was done in such fashion that the o ernment
could be seen to be' doing something to keep this terrible danger,at b ) it took.

^ about 4 years to get it undone. That _is the sort of problem one run into since
politicians understandably do not rviant to be seen to be shit" their ground

' once a year. WO4d they be credible on more important matters if they did?
Dien, of course, there is the kind.of opposition one can get from commerce.

It is necessary only to think about the cunning way in which cigarette interests
have circumvented everyone over the abolition of the most dangerous
regularly-used practice by a high proportion of the population every daYr.And
then there are the fanatics. In the United-States, about 30 percent pf the
population has fluoridated water supplies. In Britain fewer than.,10 percent
have it, and this discrepancy is due simply to the fanatical advocacy_ of pure,
(supposedly pure) water by a s911 group believing every bit of ill - founded,
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scientific comment on the risks of fluoride, but none of the carefully
documented evidence that fluoridation is notsisangerous.

Additionally, there is the public desire to indulge in alcohol, which is
another needless drugto me, anyway or for that matter, in eating too much,
as I do myself, therefore reducinAmy level of health. There is also professional
con a -I. Hospital procedures, for Instance; tend to go on from habit
rather from careful close. scrutiny of be fits. You may remember that
the dise that it was unnecessary for wo n to stay A fortnight in hospital
after ha rg babies was made in the United tates, during World War II when
the !irate had reached the level at which the beds for such a long period of
stay c uld not be provided. Most of you 'may perhaps not remembes, but it was
the co on practice in both our countries fpr women to stay Mt° 14 days
after onfinement. The finding that it was not only expedient, but actually
value e for them to stay a very much shorter tine, as they do now,,was made
quilig in the United States but it was most difficult to get across in Britain. In
the late 950's, we had an expert committee inquiring into British maternity
services. e committee's published report solemnly said that we should adhere
to our 10-day stay after delivery, with the co*nittee not even noticing that
the average was already down to 8 days,before they had published their report.

. The length of stay Of patients after surgery can become 'extremely,
important' in Planning, becatise one can have a group or surgeons firmly
announcing that patients after a herniorriphy ought to stay no fewer than nine.
days. Not 8 or 10, but 0and yet, their colleagues in the same hospital are
sending their patients home after 5 s with no wore results. It takes literally
years to bring surgeon A to see that h has, without noticing it, accommodated
himself to the practice of surgeon Ban is only keeping hivatients 5 days, and
it hasn't`in fact do them any' . But he hasnot lostfice in the process if
it has takeri him 5 or 6 years to rea that point. All that has happened is that

' a' tremendous amo t of hospital an patientptime has been lost.
Then' therell the rofesstonal insistence on freedom to prescribe, and there

are still issued within the National Health Servic any prescriptions a
year for`chloramphenicol forthildren for conditions y don't need
ehloramphenicol, prescriptions that certainly do-expose the c ren to a risk
of aplastic anemia.

F4rther, in our Health Servi we have had the vehement opposition of.the
dentists AO the second class, dotal service. that mitt' be provided by the
emploment, of auxiliaries:---even though, in fact, t ey would be treating
patients who would 'not' be treated at all if it were not for the auxiliaries.
Although there is the example of the dent-nurse scheme in New Zealand

stick to thei linejust as firmly.as the doctors to theirs.
prMiding thirroughly satisfactory service to school children, thelizlentisis will

SinC.eTwe are cliscus other professio how aboytrthe nurses ? -In Britain,
we have been 25 years 111 g to intrdduce a standard nursesuniform/D'a
you think that is possible? You tryo, Then the demarcation disputes-between
the specialties in. medicine. The general surgeons who .4e quite certain that
they can do urology as fell as the next man, and who wit nqual certainty will

. go to urologists to have their own ,prosfates removed in due time. And the
a, general sprgeons whO are fond of children and so keep the pediatric surgery in

their own hands, which will ensure that more children die, but nonetheless
they de nstrate their care for children, according to their own lights.
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Similarly, we still have a few senior psychiatrists in charge of large mental
hospitals, who proceed at the doddering pace appropriate to 20 years ago,
before people had realized how very much better one could do for the
psychiatric patient. Prompt treatment in the early stage of mental illness,
without detaching the patient from the world in which he normally lives ifyou
can possibly help it, and appropriate use of the newer chugs can greatly shorten
stay.

Then there is the trouble that arises' from fierce local loyalties about, for
instance, small general }hospitals: Someone whose grandmother collected the
money to build the cottage hospital in the small town will defend it at all costs,
because he or "she was old granny's favorite. But if- he or she has a major
condition that takes him into, the hospital, the small local hospital is not the
first choice and should not be. This sort of person always is supported by some
local members of the profession who may.have other vested interests in a
hospital they staff._

There is, of course, the opposite situation, the extravagant development that'
someone wants to start in a particular hospital because they have heard, say,
that radioactive cobalt units are good fbr treating cancerso there should be
one in the local small general hospital. Their favorite aunt died of cancer last
year, and if only this cobalt unit had been aNtailable in the local hospital, that
need not have happened. At least that is the way the argument goes. This sort
of person may well be ready to put up £50,000, or whatever it may cost, as if
these things weren't Confoundedly dangerous if not kept in the hands of people
well able to, use them.

A much commoner and more' easily understood example is the small
hospital in one of the Welsh mining valleys with an accident and emergency'
department (and heaven preserve me from going in there with a broken femur
or whatever it may be. I don't want to have one of those anywhere, but if it

does happen, certainly not in that place). But it is just down the road and, it
will be said, the ambulance should not go past it to the hospital where one
might be competently treated, 10 or IS miles away.

Then, there is in general practice, the single-handed doctor in a village who
is readily available to anybody unless he happens to leave the practice.in the
hands of a deputy living in the village 10 miles away over a weekend. But in any
case le 'is the local docto , an' so patients are trying to keep him there'
single-handed rather then ving him move into a health center with a group4f
other, doctors 3 miles a y, where service could be obtained at any `time.,
(There are so many cars in British villages nowadays that transport cannot be
too great a problem.)

Then, there; are the repercussions of some of the services on othersfor
instance; the -management of the mentally handicapped. Too many children
-anti adults have been kept segregated in hospitals for the management of
mental handicap, missing the sort of educational advantages they could have
had -if training centers' had been establishe,a outside the hospital, with hostels
being used in the absence of suitable home!.

Then, in geriatrics, proper planning certainly involves far greater use of good
hostelaccommodation, because since continuous medical and nursing oversight ,
are. not provided, management ought to be less expensive. Planning should also
encompass providing <domestic help in the home, or delivery of'main meals'to
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the home to help maintain nutrition in the elderly, which is, after all, one of
the great problems. There is also, in .geriatrics, unreadiness to accept the
advantages, either to psychiatrists or to genatncians (let alone to the patients
who benefit most) of the new specialty developing in Britain, psychogenatrics.

Thus there are all sorts of obstacles in existing services, especially once one
has an established general service, that mean that the changes devised rarely
sweep across the country. They nearly always involve the molding of existing
practice and slow development, possibly with capital investment. But for all
that, there have to be long-term strategic objectives, and these are not obtained
first by sitting in an office, cerebrating in London. There has to be a,systematic
infusion of ideas from outside the 'professions and from the general public.

Once one has developed longtetin strategic objectives with assistance. froi
outside, then a central department is needed to disseminate them and imprds
them as advantageous on the Health Service regions or distncts. One good
example is,the development of the hospital group in Britain. When we started
in 1948; general hospitals were grouped together, the psycluatric hospitals
fiercely defended their independence and were grouped Separately. This must
have had a considerable Inlubitoceffect on the development of psychiatry in
the first 5 or 6 ``years. Since then that has changed under guidance from the
center, and psychiatric hospitals are usually grouped with the general hospitals
and the development of acute psycluatnc units in general hospitals, and the
gradual running down of the old large mental hospitals has become possible.
But`thisfollowed local development, especially in one region.

Then there is divelopment of the specialties. I mentioned earlier that before
the service began we had a group which produced guidance on the way in
which specialties in the hospital service' might be developed. This guidance was
pUblished even before the Health §ervice came into effect at the beginning of
1948. This was seized upon'so enthusiastically by the hospital auttorities that
they began to run through their allotted money at much too fast a rate.
Therefore the whole country was reviewed by teams recruited in 1950, mainly
of senior consultants or recently retired consultants, who gave their views
about what shOuld be the specialty staffing in different regions. The outcome
of this was comic, because the different recommendations had such bizarre
differences between themselves that it was quite impossible to make them
public with confidence then 4ar since. So he teams were quietly stood down,
and instead a central committee was set u to review the different regions, and
the recruitment Of specialist staff, to keep a check particularly on
advanced training posts in the specialties. That committee ran for 20 years
until it was replaced by a remodeled committee about 5 years ago. Although in
that period it must have made at least 2,000 decisions, I don't recall that it ever
had a vote taken, Despite its being comprised partly of representatives of the
profession, and partly of representatives of the department, it managed to be
unanimous in its conclusion on every occasion.

You may recall that aEound 1952 there was an epidemic of poliomyelitis in
Deninark, with a large incidence of respiratory paralysis. One of the first clinical
planning conferences,that I recall being summoned was concerned with the
provision of artificial respiration in \gases of respiratory paralysis. It bro.u&ht
together representatives from each region of the group of people concerned,
and produced recommendations about what should, be done to make available
positive pressure respirators throughout Britain. They were provided, and it
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remains one of the few examples of deciding on a particular course of action.
and putting it in to,effect generally over the whole country . But this is, after all,
a trifle in the micfdle of the large mass of clinical piaclice..

4 .

We were responsible from the center for promulgating the plan to produce
group general practice but it was in accordance with pirofessional advice. We
were able to get some assistance, as 1 descnbed on an ea/her occasion, from:the
additninal monies made available for general practitioners in 1952 and 1953.
We were able to launch the Health Service on a plan of promoting grouping in
general practice that was to come to full effect after 1960 as confidence grew.
This is the sort Of time relationship with which one deals. It cannot justbe
announced that group general practice is the right way to have general practice,
with the expectation that everyone will move into groups in the course of the,
next, year. One has to obtain conviction within the profession, and one has to
provide the facility that is going to be used.

As an example of how badly policy can be determined centrally, I recall
that y,e had a committee to advise on the probable requirement of medical
practitioners in the Service, a committee under a former Minister.of Health, Sir
Henry Willink. The committee ifiade the most disastrous miscalculations to the
effect that whereas we 'had had, at our maximum, something like 2,200 Bntish
medical students going into the schobls each year, this should be reduced to
just over 1,700. It was but 3 or 4 years later that the error was surreptitiously

' remedisi;;,nivithout there being an- officially announced policy un-Trtlie Todd
4.Royal (mission on Medical Education made a different recommendation 10

,

years laterone on stfluch we have been working ever since with planned
development of the medical schools. The Royal Commission recommended 4

that we should reach a 3,600 intake by 1975 (W7e just did), and cto 4,100 by
1980. The rpethod of forecastq was a little- odd. A graph was drawn of the
increase in the number of doctors, if was linked with an anticipated increase in
populaijon, the straight line was extended and this said we will likerefore need
so many doctors in 10 years' time and so many more in 20 years'.time. That is
not a very scientific method of planning, but it is the sort of thing that is apt to
be done. . 1

The change in psychiatric practice mentioned earlier waslendorsed by a '
Royal Commission which considefeed the whole field of mental health in the)
late 1950's, Their recommendations.wpre enshrined in a Mental Health Act in
1959remarkably guicldy, in fact, only I year rafter the Commission. finished .
its deliberations. I caript5iiiagrnii e that .the new commission on the Health
Service, now to be set up, will be similagly fortunate.

Perhaps .one of the best exercises iii long-term planning was the Powell Plan
for Iflospal Development, also mentioned on an earlier occasion, which was
published in 1962 and was

certain
compounded &f the plans made. by each region

within rtain general guidelines pro ed by the department. This-provides for
concentration and replacement of' buildings within an existing hoipital service,

. and for a reduction in the bed provision in the process, Itecatise,dis believed
that the single 'district general hospital-Will be more efficient and will manage
on a smaller allocation of beds. .

,
At about the same time, it was decided to give priority to postgraduate.

medical education, be4use a yoluntarypody, the Nuffield Provincial Hospitals
Trust; called a conferja of leading figures in, the profession, including the
Permanent Secretary of the department and Myself (then, as Chief Medical
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Officer) and came up with recommendations for the development of
postgraduate medical education. The re.cummendations in broad principle are
still being follu.wed through This is an example of something being introduced,
proving immediately acceptable to the whole prufesision, and being promoted
by the provision of additional funds. But the important thing was that it was
acceptable to the profession. It would not have been implemented otherwise,
because probably one-third of the money required `for providing the new
centers was subscribed by the profession itself, one-third collected from
charitable- sources locally, and only one-third provided by the health
department. But the pITI was d central plan, and it was promuted further by
the follow-up action by the department, and the full cost of maintenance was
taken on by the National Health Service 2 years later.

In the hospital plan had been included the idea that there should be an
acute psychiatric unit in each district general hospital, and also a geriatric
department. That sort of general principle was then imported into all the local
planning by hospital region. After the hospital plan came the\ plan t6 develop
community care; and that provided guidelines for a different- lot of local
authorities, those responsible for welfare and personal preventive services in the
community. This has been very largely the guiding pattern for the whole of the
country ever since. It provided certain basic minima suggested as the target
for each, authority. But; there, One was seeing only the best current practice.
given expression in a plan which the local authorities were urged to follow.
Shortly after this, we began to get more direct intervention to promote greater
concentration on some of the services that admittedly were lagging behind. For
instance, in 1964, Mr, Robinson urged priority for geriatrics. Geriatric
medicine is not, I think, a specialty met with widely in the United States, but it
is'the common form in Britain. The care of old people in Britain's hospitals is
in the hands of physicians who specialize in it. It is not that it is technically
particularly abstruse, it is, perhaps, int al medicine played slowly with a

medical work that the ordinary internist d es, although in fact one-half of the
strong social bias. It does not enter nearly s deeply into much of the technical

admissions to ordinary wards under the control of internists today are people
aged over 65, but they usually have acute episodes for which they need only
short stay.

Another service, the provision of treatment for trauma, called for concentra-
tion on selected hospitals. It was not for everyone to attempt in units not
having a constantly-available staff skilled in that sort of work. By and large, the
accident services have been thus concentrated (although we have run intd the
sort of thing mentioned earlier in my example of the unit in the Welsh mining
valley, where we even had threat of a local mining strike to avert the closure of
a unit which could not be kept open in an efficient form).

I have already mentioned the special priority for Mental illness, but Mr.
Crossman came alon after Mr. Robinson to emphasize the, inadequacy of
services for ,the ment ly handicapped, and to arrange for a disproportionate
use of the Hinds avail ble for development in order to improve those services.

End-stage renal fa' reyou have your own special scheme in the 'United
'States, we have a sina er on in Britain. I believe we have no more than about
2,000 patients on dialysis, but we have had facilities of that order for the last
10 yeqrs, the reason being that government deliberately decided to put money
into a service,

,
planned on lines recommended after a cential professional
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conference, and had set up a small committee to advise the department on how
,

regional units Were to be developed. A similk process, was gone through in
order to control the development of corohary care units, equipped with
exceedingly expensive equipment, which might otherwise have been scattered

' over 411 the hospitals with quite inadequate results for the patients.
In the middle- 1960's, health centers began to appear rather than merely

group practice centers. Health centers provided by the National Health Service
not only because they had been, recommended froin the center, but also
because negotiations about remuneration had made the health center a ,viable
thing for the general practitioner. His remuneration was in a different form,
and he could afford to pay the rent that a health service center, would .

necessitate.
I have mentioned the unplanned effect of the arrival of LDopa on the drug

bill, because _suddenly we had something useful in ParkinsOnism, where we had
not before. There have also been periodic attempts to control tile drug bill,
which is something easily visualized by politicians, and they can always see that
it must.somehow be wasteful for 10 percent of the Health Service expenditure
to be devoted to-Providing drugs. Well, I think our drug bill is lower air the
drug bills of most other countries that try to make a general provision' , or even
a limited provision, of drugsespecially .expensive and necessary drugs.
Howeyer, attempts to control the drug bill end, if they get #nywhere at all, in
attempts to improve the education of doctors about pharmacology, because
there ',really is some waste. Of course, that has to be done, as far as possible,

indirectly through the ordinary educational machine.
One can introduce something entirety new in the preventive, sphere fox

instance, whooping cough vaccine was introduced under the National Health
Service, and later poliomyelitis vaccine. The switch from Silk to Sabin vaccine,
measles vaccine, rubella vaccine, the general use of tetanus vaccine all were
introduced under the National Health Service. And the negative procedure of
not planning to have general use ofinfluenza v'accine,has also been accom-
plished, simply by getting expert advice and promulgating a departmental view
and not paying general practitioners extra,for doing it.

In the early days therewas pretty tight planning control over new buildings.
That..has been substantially relaxed because the early work of the depar4ment's
own planning unit had 'a considerable. educational effect on the hospitalJ
regions, but the introduction of what was called the "best buy" hospital a
compact, inexpensive hospital designed to be run in close relationship with
community care using the smallest practicable. number of beds and shortened
staywas a central exercise which has been eagerly taken up by hospital
regions wherever they could, get one.

Then, we have aimel at improving local professional organization. Some,of
. you may be familiar with the Cogwheel reports which suggested the way in

which doctors might organize their own: work in hospitals. These were
produced by a working party which sat on- and- off,over a period of about 6
years, with the older people dropping off at .the top and some younger people
being introduced at the boltom,--4ith considerable advantage in the third
report: That happened to hit off a favorable reaction among-the profession,
and they, recognizing means of assisting their own work, have pretty generally
adopted a differeht pattern of professional organization in the hospitals from
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anything that had existed before. It may have heenNampered by reorgamza:
tion, but it is still there. ,

A similar committee, the Sammon Committee, rather differently made up,
considered nursing structure. It was'also responsible for suggesting a change in
the administrative structure of nursing. This was first demonstrated in a
number of pioneer projects in particular areas; and then generally applied hen
found to be effective. It was not immediately promulgated and enforced.
Earlier still wellad p central system for training hospital administrators, devised
largely with the hlp of another voluntary body, the King Ed*ard's Hospital
Fund in London, which .provided a-central college, but then enjoined on the
hospital authoritiet peripherally . result was an intake of younger,
bettertramed men into hospital administration, with benefits that are

-1. beginning to be seen more clearly as some of these people come up to leading
positions id Britain's hospital administration.

I was interested in finduig that one of the earliest products of this scheme is
now,, unhappily for us, enlivening.the scene hete in the United States. She is
4tosemary Stevens, who told me that she was one of out first entrants into the.
training scheme, and whose loss to Britain I much regret.

We then had another central- committee, the Zuckerman .Conlknittee,
consider scientific organization in the hospitali. The ideas contained in thgir
report were not wholly wel&ime to sortie' of the pathologists, who did not
relish the sort of change which gave nn-nclically qualified scientists equal
status with doctors within the hospital hierarchy. But acceptable arrangements
are being introduced.

Changes'` in general practice orgalization suggested by a working party
sitting.;n 1973 were a'ceptable only because the grouted had first been tilled by
another working party, under a different chairman, 9 years. earlier. (One
seldom gets away with Jadical changes the first mud around within alervice
like the Health Service in Britain.) Then, before we tried 'to develop the
community physician, a committee of largely younger people from the
academic field, and from the public health and hospital administration field,
produced- a report 'on the need for medical administration and for the
community physician, and the kind of wdrk he ought to undertake. On the
recommendations of that committee, urgent steps were taken to improve
training and retraining resources, both for the peOple already in public health°
poits and medical, hqspital administration who were going to have a wider
sphere of activity in the reorganized health service, and also to set up new .
courses of trlikit for younger people coming into the

Also, there h been guidance on research, largely by the Medical Research
Council, but in which the health depactmentsshave also played a part, and a
review of the facilities for' government-sponsored research in the United
Kingdom, which-Was carried out by Lord Rothschild 4`-years ago.

Regional plinning, which is the level at which the, centrally- envisioned
general principles have to be applied, has also, contributed a good many of the
original developments in some ;if these wider subjects, The value of 'acute

93erykhiatnc units in general hosgitals was first demonstrated in the Manchester
regi9n, and the idla was takenlip centrally afterthat, The development of
renal transplantation in Newcastle, Cambridge and ilammersmith, surgical
cardidc bypass work in Birmingham, Leeds, Hammersmith, and Guy's, and the
imprgved organizatiod for awing junior hospital staff in Oxford and
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Wessexall were pioneer efforts -which were generalized only because. the
center was in close touch with the regions and picked up hints front there.

Building developments in other regions followed the very active pioneer
work 'of regions Like Oxford and Newcastle, and manpower and the training of
younger 'doctors were developed best in the Wessex region. Guidance for
research was developed .m'Newcastle, and the better control of drugs ill the
LiverpOoil hospital region The first repoit produced on hospital libraries
which hs.been generally followed in the postgraduate medical centerswas
produced by the Sheffield.repon.

Thup all the regions get their chance to influence the sort of policy that is
going to be Pilimulgated from the center. Further developments within the
region are mediated partly by the existenceof expert stall employed by the
regional health authority and partly by the professional advisory machinery
which each ,of these hospitals has to have. In particular, they have to have a
regibnal medical manpower committee which plans for the distribution of new
posts Within the hospital service, and a regional postgraduate committee which
plans with the university the development of educational programs in the ,

district postgraduate centersparticularly specialty training programs which
may be run_ at only one or two major centers in a region for some of the
specialties, in, for instance, pathology, \ .

Consultation' with the periphery by the department has in the past been
with the authorities. and consultation with the ptiblic has tended to be more
by the regional boards in connection with any change of plan. But it was
appreciated early that to proceed with radical alterations in the hospital service
Without having had public consultation to explain what you wanted to do was
simply inviting opposition That kind of consultation is a prereqUisite before
the Minister will agree to the change of use of any hospital, and the Minister
has the final Word on whether the us ei of a hospital shall change. There is one
children's hospital in London which to any discerning observer has been
redundant for at least 20 years, and there were, I recall, seven separate debates
in Parliament (either in the House of Commons or the House of Lords) because
of the antagonism of local interests to its charge of use. It Seethed they would '
rather let it die on its feeCAt,the least this shows popular involvement with
the Health Service and is infinitely preferable to public apathy and submission.

There also has to be consultation with the university and kith medical
school's. Consultation at the center takes, place. with the university grants
committee and with the committee of vice Sancellors and principals
representing tie whole of the university fieldlut locally there has' to be close
consultation between the regional board and the university at the tiegional

.center. ,r' . °

The regions produce an overall plary under certain budget subheads, within .
which they have certain powers, only swapping the money around from one
budget subhead to another. But they have never been allowed to move money
from their revenue_ prog,rain to their capital program_or the other way around.
ThatEfeems to offend the souls of the financiers ayr(cst more than anything else.

The attempts that regional authorities have made to get adequate regional
shares have not been very successful, mainly because they would involve changes
which the central' authority would have to undertake, and if they were then to
be substantial and not simply undertaken from the incremental increase of the.
budgit each year, the funds would have to be taken from somebody else.

'
'1 .

.1

5..

3



1 c..

..

I don't believe anybody ever succeeds in getting butter out of the dog's mouth.
The one exception to that, of course, is that if you happen to have a national

.. Minister like the Secretary of State for Wales or the Secretary of State for
Scotland, he argues at a different level and with rather more success. But
Within regions, great. deal can be done by carrying the experience of the best
practice withni the region to others, and some regions have done particularly
well by having a sort of traveling seminar approach. A team is sent, say, from

... Newcastle censer to'look at the psychiatric resourcei.in Carlisle, and they come
up' with a series of suggestions about improvements that could be made there
and about change in practice. When they move on to the next place they are
going to comment upon, they drop perhaps one of the psychiatrists in the seam
and pick up one of the more enlightened people from Carlisle, and so nobody
feels that it is qnly hscenter that is being looked at.

Often within a region there will be not only failure to advance on the most
desirable lines, but failure to reduce something to which the region is

\ committed. A bad old sanatorium which Was converted into a rehabilitation
unitwhen it should have been allowed to fall down Or certainfy, should have'
beep closedis a good example of that. No local authority ever wants to let
anything go. They always would prefer to look for some oth means of using
it. It would have been far better in the case cited, inste d of spending
something of the orderjof £80,000 a year to runlehe place, to spend £20,000 of
capital in putting up a light building at the main hospital as a non-residentfal
rehabilitation Unit, and the patients would have benelitted a great deal more.
This is, an example, of misdirected local interest interfering with planning
developinent, .

When one comes right down to local planning, the district, as I have said all
through these talks, is the unit with which to.build up the-health service. The
larger areas, which include several districts, have to plan. their' work
district -by- district and fit the districts together for some of the services. The
areas have to make sure that their-planning is related to the education andsocial
welfare and housing services of the other authorities that serve the same area,
the elected authorities, and the districts themselves, have to relate to local
authority districts for environmental hygiene. The personal preventive services,
the School H 'ce, for instanceif planned at an area level, must fit in
with. the strict hosPital and community services. The area also has financial
control st,thin the oversight of the regional health authoritythe financial

A control and preparation of the budget for each of its districts. It also has the
family practitioners' committee, which looks after general medical and dental
practice and the pharmaceutical services, but, it does not do much planning,
except to link.with the others services for the provision; for instance, of health
centers. It should really be an area responsibility to plan for .occupational
health facilities.fot the staff of the area. ,

.
Economy in health services really- depends on the way the district unit

manages the effective use of resources and the district unit has a district
nmanagement team consisting of a senior non - professional administrative

officeror rather he is'a professional administrator, and does not belong to one
of the health professionsa finance officer, a district nursing officer, and the
community phyQcian, also one general practitioner and one hospital specialist.
The plan that the district draws up for future activities starts with the present
servieds and their 4economical continuance. It is not able to abolish services



without area concurrence. Room for marreuv
set up, or the area may set up ior the distric
look at particular client needs, such as nee
purpose may bring in people from the social w
the needs of the elderly are not looked after in

The distrit unit can adjust some of its u
and the community, but it__Qpnot use revenu
has to inform the community health council f
about future plans. Within the hospital, the

r 'Wherefore quite small. It may
5 a health-care planning team to
s for the elderly, and for that
Ifare authority, because most of
hospital.
of funds between the hospital
funds for building purposes. It

r the district and consult with it
'visions (which I mentioned as

having been set up in accordance with the redommendations of the Cogwheel
working party) apply themselves to the most conomical,use of the resources
available to them. I Lite as a simple example group of hospitals doing all the
surgical work for their district, or one am hospital which had, say,
half-a-dozen operating theaters with a much la ger number'of surgeons needing
to use the theaters, it may well be that one s rgeon has for years enjoyed the
use of those theaters on three half-days a wee i. and he puts in perhaps 2 hours
on each of those three half-day s. If only he co Id be persuaded to concentrate
on two real half-days of 3 hours, this woul' free the theaters for use by
somebody else ci\n the remaining half-day. That s an elementary example of the
sort of adjustment. that ought to be made.

It is necessary to remember that in the "BrIti system the consultant staff is
much 'smaller than the staff with admitting pi.' lieges. This should be easier to
manage, but in fact the staff, often jealously h ds on to every bit of territory
that any particular membei.of ist happens to ha e. So this method of planning
the use of resources, which must be familia enough to you, has been a
relatively'recent introduction for us.

The Cogwheel diVisions would; between the , appoint one member each to
a medical executive cozunittee for the hps tal group, which would be
consulted by the distrin marihement team on anything concerning hos'pital
services within the group, and it would also p ovide members for a district
medical committee. It must include ith nursing in the hospital,
obviously, because it is no use the internists r the cardiologists planning
together= for an intensive unit for coronary care i the nursing servicecannot be
made available to it by the chief nurse.

Thee job of the area health'auihority, once eac district has go t its own plan,
is to put the plans together and pkthaps to pr duce compromises between
district dem nds and the regional guidelines uncle which it is working, because
each distri , if it is worth its salt, will ask for tn e than it is going.to get frOm

-,the availab limited budget. Therefore the dist las have to be trimmed and
leveled up as far as possible by the areas, so that 11 enjoy much the same level
of service.

The area has its own medical advisory corn ittee, with a predominantly
representative constitution, broadly reptesentat ve of the specialties within
medicine, including general practice. The area 11u t,consult the local authority,
usually through its officers, an.d these is an establ shed joint liaison committee
with the local authority responsible for social w Ifare education and the rest,
which the two authorities are required to set 1p, to cqordinate the provision of
service within the area. The area, having drai up its own plans within the
regional health authority'sguidelines, then ipr sents to the regional health _

authority the plan for the area, and the regiorn as to combine the area plans.
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Always, of course, the area has asked for more than it cari get, and that is duly
trimmed back by the regional health authonty.

During 'this p'rocess there will have been consultation with' a regional team
from the Department of Health and Social Security in a fairly early
preparatory stage, so that the region knows broadly what its resources are
going to be and, for instance, whether if is going to be able to start building
this new hospital this year or whether It has been put back" until 1978 or

eiiihatever the date mgy be. ,

The Department of Health then receives the regional plans, puts them all
together, cuts them all becatise they, are all quite rightly 'slung for more than
they are going to be able to get, and then goes to the Treasury with a financial
proposal in the light of these plans, Again, of course, if the department is
worth its salt, its pr'aposal gets cut because it has asked for more than is going
to be available to it from the national budget.

It is all a,bit like a whittling exercise, but that is the, way one has to go if
one has an established service ,and cannot undertake radical and dramatib
changes. It is contemplated that this process will be gone, through fairly early in
every financial year. The district process will be cbmpleted, going on to the
area and the region, before the budgetary allOcation is determined tiy the
Treasury. The whole process would have gone through the series of authorities
and it would, as far-as possible, represent the practicable application of
national policies.

However, unless, government is,,going to be able to produce more money for
development each yipr thart it looks as if it is likely to do, then there,is not
going to be muck expensive new development fora few years to comeunless
locally things are cut out, such as the disused sanatorium mentidped earlier
(which could probably be cut, providing an annual saving of maybe £50,000 if
capital required to make the modification to the main hospital had been.
spent).

It is my personal view that this procedure, as published in reports by the
department and others, is altogether too formalized. It allows tqo little for the
growth which' will occur from inherent drives within the service. To me, it does
not seem to recognize clearly enough that what is happening is a continuous
molding exercise, and jhat a rather elaborate production of new plans each year
is wasteful pf time and money. Nonetheless, there are some things that have to

tar be planned \g long way ahead; for instance, structures. Health centers may be
planned and built wifhin a year or two, but hospitals certainly cannot, and for
those, a tOyear plan rolling forward, is, I believe, the only possible solution.
The department did} have ,a practice of telling authorities that they might' expect to start this hospital in, say, 1976, and this one not before 1978, or this
large 'development this year rather than 5 years hence. Bufthat practice, of
course, has been badly affected by the present sluiiigge of funds.

Manpower development <has to be planned ahead. A student entering a
medical school in September 1975, if he is going to be a consultant, cannot be'
a consultant before 1988and if he is going to be a consultant by 1988, it will
be only because the hospital service development has been planned so that
there will be an opening for him. If students all aspire tq be neurosurgeons,
most of them will be emigrating or unemployed. So there really does have to

Abe fairly long-term planning for manpower use.
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The process of local modification, which is \the key to health service
development, most needs provision for local interaction Between disciplines
and with people. One of the most important factors.in that is that what is
proposed must be an acceptable system. It must not be an imposed change,;
that just will not work. There have been several halfhearted attempts at
Imposing changes of a degree that proved quite unacceptable. I played my own
part in doing umwise things of that kind. it is no good unless you can the
professions with you, and I said professions, not singular profession. Each of
the profesPons, of course, thinks it is singular,, especially the medical
profession; but ihdeed one has to carry them all.

In this system, what is the importance of the new specialty of comniunity
medicine? It is clearly needed at the center, at the region, at the area, and at
the district, because at each of those levels, suitable information has to be
cojlected and put into intelligible order for the other people, whether they are
non-professionals or specialized clinicians who tend not tolook at figures, or if
they do, not to understand them. The group nbw working in this area in
Britain has roots of various kinds. POssibly More members 'of the group come
from old-style public health and preventive medicine than from any other
medical field. Some grew up in regional hospital boardadministration, but pot
necessarily the administration of individual hospitals. For example, the present
Chief Medical. Officer in Britain, when, I first met him, was the senior resident
in a teaching hospital in London, and I thinight he was so much better at
debating points with me than were his senior clinical colleagues and the
non-medical administrator, that I Was able to persuade him that he should go
to bne of the regional hospital authorities. He is a classic example of the
quality of man one cxn see "learning on the job." But of course that is not an
entirely easy process, and particularly it is not easy for people in the clinical
held.

Today, therefore, we are trying to recrui;good young graduates and to pay'
them for training in administration and epidemiology, and the other pieces of
knowledge that they need for this kind of job, juit as we would if they were
going on WA clinical training. In a health service one can support people in
training grades like that. We have courses based on the London Schodl of
Hygiene; on a consortium based .on St. Thomas's Hospital; on a provincial
consortium of which the key points are at Oxford and Cargyff; in Manchester.
ih what was the School Of Public Health; and in Edinburgh. There also is a sort
of forcing retraining school linked with the London School of Hygiene and run

. by Roy Acheson, whom some of you rhay knowTrom his time at Yale.
The largest number of these people will be needed in districts, because there

ought to be at least one person with this kind of training in each'district, and
almost always there will be at least two. Their job is not to tell their clinical
colleagues what to do but to look at what is done; to look at the needs of the
are, to bring together the health criteria that one has in the ordinary vital
statistics of the area, to try and make evaluations, intelligible to the clinicians
who normally do not think in community terms. Some very good exercises of
this kind were done, for-instance, by Bill Edgar when he was Medical Officer of
Health of Northamption. He produced a plan for the development of growing
Northampton and for the provision of health services there. John Reid, too,
when he Was in Buckinghamshire, did fine work toward the provision of health
services in the new town of Milton Keynes.
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The people we are training also need to have some knowledge of the new
and the old prevention. There is a danger in this that all of us are so keen on
organizing personal health services at the district level, that we forget that there
are things like the enteric infections-which can suddenly emerge out of a
contaminated can of corned beef from South America or somewhdre else-and -.
that ydu have then to deal with an epidemic of a communicable disease, even if,
it is so rare that most of the present ,commUnity. physicians have _never seen
one. Some of the trainees have to be trainld in that sort of discipline-. Some of
them, eventually must be able to advise the district local authority on
environmental hygiene questions, which used to be inherent in public health,
and are now 'familiar to very few medical people in..a country with developed
services such as the United States o; Britain.

The area needs people with this kind of training for formulating the area
plan, for running personal preventive. services, for seeing that, well-baby clinics
are established or progress, foftperating the School Hearth Service, for linking
up with general practice through the family-practitioners committee for
linking with nursing services, and for linking up with social Welfare- and fio
education. At the region there is a rattler different level of planning that
includes' The overall planning for specialty development in-the region, putting

'the area plans together; the sircial problemg of manpower, the problems of
educatibn and training in the 'different medical specialties working with the
postgraduate_ dean; the planning of buildings (which is nit a medical exercise'
but an exeltisi that must have medical participation), and the very difficult art
ofpresenting the region's needs to the Department of _Health and Social cr,

Security4Icnowing the questions they -Will ask and proViding them with the
appropriate answers. This may be akin to politics, but it needs considerable
knowledge of the professional disciplines, tog.

The NatiOnal Health Service does need central departments, even-though
many of the clinicians tail( as though they would like to db away with them. Y
The central unit does have to study the National He'alth Service in depth in all-
the fields, and it has to have a _greater range of expertise than any offer
level-because it has to have really authoritative people in each of the horiMes
to which the community physici s at'district, area, or region level, will cue
for the latest information in B nd other countries.lt has to link up with
Medical education; it has to de probleni§ like ,nutrition (Which are on
to a very small extent, the plan g concern of the tome. levels), it is so .
responsible for the safety of drugs, for research into prevention in sotil i. the
new environmental, hazards (like the one that.recently broke in the 'can

, press, about nitrosamines in bacbd-we hid that me about 4 }tars ago). That
was one of the occasions when I remember liaving to go and see three Ministers
in the course of one morning. The Minister of Agriallture-to advise what coul
be put out quicy written answer to a questi9n in Parliament which woad
forestall 'an alarmist rumor in, say, 2-months' time, and the people in
Department of Environment with their problem about nitrites in water,,which

me up at the same time. The Secretary of State for Health. and Social
rvices had to be told that he was not going to get an epidemic of liver cancer

because of minute traces of nitrosamines in fried bacon. The cential-
departmenthas to have the experts who can providethalinformation.

There is one thing I have not'yet mentioned and this in6solutely,crucial to
planning-one has to have understanding among it* clinicians, among the
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nurses, and among the -administrators. There has to be training which has some
common ciiitent with that of the community physician, for vnior nurses, for .
administrators, and for some of the clinicians. The clinicians are people who
use and sometimes waste very expensive resources in hospitalsunless they can
be made to'see that if they obtain their ne gadget for measuring the annual
rate of growth of toenails or something like, that, at enormous cost, then they

:ortheir colleagues will not be able to have something else.
Well, I am not sure that /he foregoing was what I was billed to produce, but

it seemed to me to be the best presentation Icould make of what has been
going on in thii area in the British Na ibnal Health Service.

DR..MILO D. LEAVITT: Doesfanyone hive any questions of Dr. Godber?
l' , .

MS.'"ANNABELI CRANE: I aii curious o know the background, how it
was decided that someone whci was ahead rained as a physician would
'definitely be hdeaed for this' pOsition, or was t at not debated at all in the
Service? *as it just assumed that one should start with physicians and then add
epidemiology and other.skills to that? . , ..

4

. .7 .

SIR GEORGE GODBER: I think it was glanced at and not seriously
considered. Yciu start, of course, with a lot of people who have done old-style
public health. But if you do look at it seriously and wonder whether you could
give the needed epidemiOlogical training to non-medical people, the answer
might be that you can give some of it. But even the greatest of them all' in
Britain, Sir Austin Bradford-Hill, would not believe that he could do his part of
it without somebody who was aware of clinical implications, knew where to go
for the best clinical advice, and could, interpret it when he got itbecause
clinicians tend to give their advice in Delphic form which will be, right,
whichever way the coin falls, and they therefore have to be interpr=eted. In-
getting advice from a committee of experts, you may need to say, "I think vit. ,

mean thus and thus," coming down firmly.= one side of the fence, if thit-kz. ...f
appropriate.

One may have to formulati that sort-of guidance in order to get a cleat
view. -I believe that you will not get the best of formulation unless you iiVA
people with something of all these disciplines in their background. Certainly, in
my experience, the great exponents of this sort of thing have been people like
Richard, Doll, Who worked with Bradford-Hifi in elucidating the smoking ancr,,
1=g-cancer business. One can get a long way without medical training, I agree,
and one certainly will not get as far with medical training if one does not hair:-
the really high-powered exponents of the mathematical and other disciplines. I

one hal to have a foot in both camps. I am just saying what I think; I
am, perh*dps not advancing very logical reasons and I emphasize that I see this as,

,a partnership, not an autocracy. You do need the medical input.

I)R. GORDON HATCHER: I thinthe issue- arises there as to whether
health planning, as they would call it here, is ejatirelyror very

largely institutionalized within the mafiszernent of a national health service of
a'health 2lepartment that also runs a health insurance program, or whatever you
have, a whether it is institutionalized largely outside of e health department.
I have 'dee a fair amount of work in New York to With comprehensive
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health' planning, and we had three of them, three health planning agencies in
each region, and I believe none of these agencies was headed by a physician. It
was partly, because they were outside of the health department and wanted to
stay, separate from it that I think they chose to have non-physicians.

SIR/GEORGE GOD.BER: I 'am not arguing. against a place for non-physj:
cians. But when you hai;-a.health service which is concerned notCnily-with the
vVay in which yowise your available resatiices for health. care, bpi also the way
in which you organizi y ourself to deliver care, you are in a different situation
from that in the United States, where nearly always you are considering how
you caarrange with bodies that provide 'a certain kind of health resource.ln
Britain- we have the two thitgs welded together, perhaps more closely ,than
here, and the. National Health Service is really economical, because the
professions have chosen:or have been persuaded to work in particular ways.

I think it Would have been quite impossible to get some 'of the
intraprofessional changes that have been necessary without havtifg members of
the same profession talking to them. I hold very strongly that you should not,
for examplt, have doctors telling nurses how to nurse, or dOctors trying to deal
with the financial problems. They are Probably not nearly so good at it as
people whO are trainedjn such matters. But I do think one gets the best results

" from a multidisciplinary exercise, and when I was talking about the health
department; you remember, I emphasized that there isn't just one head in the
Department of Health 4nd Social Securitythere is a senior administrator who
is responsible for the office; he has a twin half a step behind who is responsible
for the social security side of the office; and he has a medical twin, if you like,

c responsible across the board for the inclusion of the right medical considera..
tions into whakhe department does.

I believe that the United States prefers to have the single executive head. At
least it does, so far as I know, in its agencies. We quite deliberately go the other
way in our Health Service. It is unique itthe British National Health Service, in,
the British Civil Service, this particular satiation. But we do not find it difficult
to, work,. and we don't thiRk that anything would be gained by a formal
detision that one or the other was the top. I would not have liked it so. Once,
in a meeting, I was asked by the head 'of the Civil Service whether I thought
that the positions should be interchangeable, and I said, no, that I certainly did
not want toi exercise Philip Rogers' functions, that I was content to be the senior
doctor, and that we worked together amicably in that kind of arrangement. We
certainly did work amicably and, bhope, effectively.

D. EUGENE GALLAGHER: I was wondering whether you think that in a
more centralized s'clreme such-as the. Health Service in Britain, there is perhaps
less need for planning as a distinct activity from administration, but where you
have a looser setup like there is in this country, it seems as if more effortgoes
toward something called planning?

'SIR GEORGE GODBER: I believe this is certainly true, because you are
looking at what Enoch Powell called Leviathan, but it is an organism. He called
it Leviathan because he meant that it really couldn't be steered. But it. is an
organism; a growing structure with a life of its own, and one persuades it in
certain directions. We don't say we will chop that bit off and put something
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else there; it cannot be done. There is even the question of what happens to all
, the people who work in that particular service now. One could, I suppose, say.

"We can't afford the dental service anymore.". You wouldn't get away with it
politically, and' -I don't think you ought to get away with it on health grounds,
either. So the British setup is quite different from the American, because here
the planning is for an intrusion into a market system. In Britain it is not, and
one is dealing with a fairly complek system. The Wellington bomber in World
War II had what was called a geodetic construction, with a number of small
elements, almost like wickerwork, bound into a whole. The Health Service is
like that,--one strand cannot be pulled without the risk of unraveling the whole
thing.

It dad be slowly modified over time. There would have to be a surgical
amputation, like cutting off the dental service, or cutting off the decision to
provide free spectacles, or hearing aids, or whatever, to make a dramatic,
sudden incursion into the financing. One could do that, because what one
would really say is. "Look, we are not paying any more for spectacles. You old
people who cannot afford spectacles must now `go on with the pair of
spectacles you have got, and you others who are coming up tb the presbyopic
stage, you are in employment and you can afford them anyway." That is what
one would be doing in going after a'section of the Health Service like that. It is
a totally different exercise from any you would have in the United States.
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October 28, 1975

THE'ALLOCATION OF RESOURCES
. IN A NATIONAL HEALTH SERVICE

-1/4

DR. MILO D. LEAVITT: Today, Sir George is going to.talk to us about
Allocation of Resources in a National Health Service. .

SIR GEORGE GODBER: I was just discussing with Donald Pitcairn the fact
that one cannot start offaby thinking: "Now we have got so much to spend on
health, we will do this and this and this ..." When one.has an organized health
service there is a long list of things being done already, and they are being,done
in ways to which people have become habituated, and one can .changeVdsc
things only gradually, over time. So one cannot suddenly say, "We have been
spending X millions on inpatient care of people who have had hernias because
we have been-keeping them in 9 days. As from Monday, we will keep them in
for 7 days." There will be a surgeon in the backwoods--who will promptly keep
his in for 10 instead of the 9 days. Things cannot be changed abruptly.

So really, exiSnrservices in the clinical field just have to continue. They
co_be modified(and adjustments in what sums are paid can be made in various
ways, slowly. One could, for instance, suddenly decide that in the Health
'Service spectacles would not be provided anymore, and one could abolish that
piece of the,Service on, say, a couple of months' notice, so that those already
in the pipeline could go through. This would really be a saving for the public
Purse, although everybody who used to get his spectacles that way would
then have to pay at least as much for them himselfone wouldn't really
have reduced au, cost of health care. If there were, perhaps, a number of
impoverished old ladies who wanted aids to vision in order to be able to thread
'their needles and sew, and now were no longer able to, what that would cost in
other ways I would not like to think.

Or it could be decided that chiropody services were not justifiable, and a lot
of old people who now manage still to totter around, provided that their feet
are looked after, would shortly be in bed and using up hospital beds for very
much longer periods. Ch. iI could be decided not to have a dental service, which
really would mean thaepecision is glade that people will pi), for their own.
In that case, one would not reduce the cost of health care unless people

........itopped having dental care. Or it could be decided not to provide hearing aids.
'Now, in the British National Health Service each of these proposals 4as at

some time been looked at, and each time Ministers have decided thatothey
could not be carried out. But-they have gone-part-way. Charges are made for
spectacles, for instance, and the charges are roughly equal to the cost, the real
cost of spectacles without a substantal profit margin for the optometrist. That
means simply° that a contribytion has been exacted. for that piece of
equipment. Then one can use a"deterrent charge, which can be termed as either
a deterrent or as a means of off-loading part of the cost. For instance, we make
a small prescription charge but we provide for exemption for antiques like
myself. In fact, my wife and liet our prescriptions free, and children get their
prescriptions free. Rather more than one-half of the people get their prescribed
drugs free because of-the exemptions that have to be made for those who
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might be caused excessive hardship by having to pay. I don't mean that my
wife and I would be; but a lot of people who are no longer earning would be
put to Considerable litrdship if they did have to pay for drugs; and they are
more likely to peeddrngs than younger people.

One could make charges for dentistry.' We do make charges for dental
treatment, ancrthose charges can be loaded by imposing heavier charges for
dentures than for conservative treatment. This, of course, is to move dental
practice away from ottractiOns and the provision of expensive dentures and
toward conservation. Though in the end this may cost more in any given year,
overallsit is likely to cost less.

Similarly, a charge fof an appliance ,could be made, surgical shoes, for
instance. Someone who is wearing a 4urgical bOot with an appliance doesn't
have to buy an ordinary boot. So it is not unreasonable to make a charge such
as the person not needing a ,special boot would have to pay for ordinary'
footwear. The same could be done for surgical belts, on the general thesis that
everybody has to wear a belt, I suppose,, although that may not really be so.

Provisions have alwws to be made for children, for old people, and for
those who are destitute. In fact, 47 percent of all dental care in the Health
Service is free, arid rather more than one-half of'the prescriptions. Then one
can modify practice by a gradual rundown of some part of the service, for
Instance, sanatoria for the tuberculous. They, in fact, ran down much too
slowly,' beckuse as ever there was a vested Intel-eat in keeping them going,even
though it might be only someone's salary that was related to the number of
beds actually irlitse. Still, over time, an adjustment of thationd can be made.

Then there can be a change in method. For instance, one can use acute
_psychiatric units in general hospitals and day hospitals. But it takes years lo
adjust psychiatric practice, and often it pquires capital expenditure to provide
a new unit at the general hospital. We have been moving steadily thrqgh that
particular picture so that now we use for psychiatry just over two b-Ms per
thousand of the population, instead of 3.4 as we were using 20 years ago.

Some hospitals can actually be closed and sold, for instance infectious
4- disease hospitals, such as those that we had covering tilt whole country 25

years'ago. All the small ones have long since been disposed of or put to some
other use,.

Again, cash assistance can be suspended-. For instance, at the beginning of
the Service we used to pay traveling costs for patients. Within about 2 years, as
a means of saving expenditure, that was stopped. But there is an arrangement
to help the destitute to get to hospital, under the 4ocial Security system. Then,
increase can occur, and this will occur naturally. by the general drift, toward
more sophisticaTiOn of medical practice. There will be more complicated, more
scientific methods, using more expensive new drugs, and so on.

Againquite suddenly it may be decided to generalize a new development
such as hemodialysis' for renal failure. Extra money has to be found to attempt
that kind ,of treatment for end-stage renal failure, as no doubt is appreciated in
the United States. We did not go quite as far as you did. The introduction of
poliomyelitis- immunization had 'an offsetting gain in the reduction of

, expenditure for the treatment of poliomyelitis. Immunization against rubella
haan offsetting long-term gain in that there will be fewer children born with
congenital handicaps who will need care for a long time.
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In another direction, one can...be taken with the story bout cervical
cytology and believe that mor idity and mortality from cervical cancer can be
reduced and a pretty expe ndeetalcing can be set. up such as we have
covering the whole of Britain. That can be limited by deciding to undertake it
only for women over the age of 35 or who have had three or more chirdreri,
which' is wlfat we have done to- prevent cervical smears being taken from
everybody and requiring the payment of additional fees for so doing.

It is possible to include a service as part of the Health Service, and perhapi
pay extra fees 'for it. The present British Government decided it would provide
free-contraceptive drugs and appliances to everyone who wished to have them,
ancLwould also provide, under the National Health Service, for the sterilization
of ileople on other than strictly .medical grounds. That has been a recent
bargain with the profession additional fees to gyneCologists,
anesthetists and to general surgeons for doing vasectomies in mend

One could also, decide to abolish a paymen1 that is already being made such
as the prescription charge. The Labour Government in 1965 did.abolish the
prescription charge and within 2 years had to eat their words and put it back
again. It is really a kind of tax, but it does also have some deterrent effect.
Now, in Brazil they provide prescriptions free, and,' believe ypu will find, in
many houses of the poorest group of people, Many prescriptions that have
never been .dispen'sed. Prescriptions are free, but the drugs ace not, and the
patient keeps the prescription as a memento of the consultation, and does not
get the treatment.

Government could decide to develop an entirely new service, which the
Health Service is going to ay for, such as the 'develcipment of postgraduate
medical education be een 1962 and the present (paid for through the
National. Health Se e). Or nurse training could be reorgnized
expenditure increased in that way.

Central advocacy can be used fortarticular priorities, like giVing.better care
for those with mental handicaps, either in hospital or by setting up sp
training centers for mentally-handicapped children still at home. Or it cart be
demanded that patients in geriatric accommodations be better fed, or that
long-stay patients should generally have more spent An their foodthese things '
have been done.

Until today, every year under the Health Sptiice, there has been a
percentage increase for revenue expenditure in real terms of the order of
perhaps 3 percent or more, and by encouraging the use of that increment in
particular -ways, one can influence the way in which the Health Service
develops. It is only by using that or by using money from economies that
authorities are going to get any kind of development in the Health. Service.

The main influence on revenue costs in a health servicek is through
manpower and remuneration. Broadly, manpower in the hospitals in Britain
has increased by a factor of at least two,. The number of nurses has increased
by a factor of 2.25.' The number of doctors in hospital has increased by a
factor of 2.25. But in general practice the increase has been only by a factor of
about 1.15. In the other professions, such as the- medical laboratory
technicians, they have increased by a factor of up to 3. Manpower iri family
practice has increased a good deal less, but one 'does not get as fair a count by
simply counting the number of general practitioners. The ancillaries add up to
having increased by a great deal More, and manpower in the support services
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such as home nursing and public health nursing has increased still more. Home
nursing, for instance, increased by as much as 37 percent in the last 8 years,
and the other nurses have more than doubled since 1948.

A hospital breakdown of expenditure for the year 1972-1973, which is the
last one I have with me, shows that salaries and wages amounted to 69 percent
of the revenue costs in hospital; and drugs, supplies of blood for transfusion,
food and services adde p to another 18 percent. Building maintenance added
up to another 3 cent, and the central administration to only 3 percent.

So, it will b seen That there really isn't nearly as much room for maneuver
in the other th ngs as there is in manpower. The depression of salad* for many
of the people employed in hospitalnot the doctors (except the juniors), but
nurses, technicians, and domestic staffkept the costs of staffing hospitals
abnormally low. The increase in the cost of the Health Service in the 14t
complete year in real terms was 9 percent, but 8 percent of that went on
bringing the lower salaries up to what might, be regarded as a reasonable level.
In comparison, for instance, with the established senior doctors, it is a good
eal lower than can be found in, say, any of the Sep avian countries.

o, anyone faced with the problem of sharply redaing revenue expenditure
is ost certain to do it by delaying recruitment of staff, or actually cutting
staff or capital work. In a National Health Service, delayed recruitment of
fully-trained professionals means unemployment for those professionals,
because there is no other work for them to do in the country. There is virtually
ho other employer. That could be a reason for some of the migration of
doctors to Canada and Australia and; tb a lesser extent, to the United States.

The changes in proportion,of expenditure in the last 15 years have been due
largely to growth*litke hospital portion. Hospital revenue expenditure,V the
beginning, was about 54 percent of the total expenditure on health, andit has
now become 58 percent. Hospital capital was 3 percent of the total hbaltb
expenditure, and has become 8 percent so those two items have meant a 7
percent increase in the share of the hospitals in the total allocation.

General medical expenditure ask proportion of the whole was 9.5 percent;
it is now only 7.4 percent. The general pharmaceutical service hag remained at
roughly 10 percent throughout; that is, drugs prescribed in general practice.
Doctois order for their patients in general practice a one-ttird greater
proportion of the money -available to the Health Service than Is spent by that
Health Service on their own remuneration. .

The general dental service was 6.6 percent of the total, and has fallen to 4.7
percent. The provision of spectacles uses just Under 1 percent. There are some
hidden factors in this, such as local authority nurses joiningin-With the
general practitioners and therefore subsidizing primary care, becaus, their
salaries count against something else.

Salaries were a 3 percent higher 'proportion in the hospital revenue
expenditure in the last complete year. The hospital's 4apital was a deliberate
addition made around about 1960, after a long period of insufficiency in
capital development. Most of our public investment in capital piojects was on
schools, housing, and the redevelopment of industry just after World War II,
and there was very little left over, even for necessary maintenance expenditure
OR hospitals. So, around 1960 we made our first Serious essay to increase the
expenditure upon new hospital building, and that had grown until it had
become 8 percent of the total Health Service elcpenditure in 1974.
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The cost per inpatient

only
has increased by 3.7 times, bat the cost per case

treated has increased by only 2.0 times, since the Health Service began. That is,
incidentally, not in constant Prices terms.
. Hospital' drugs and dressings 'have been in ibughly the sane proportion
throughout, and medical equipment has increased from roughly 3.5 Percent to
4.75 percent. ,

The' allocation between different aspects of the service to patients in
primary care or general, practice .is really only passible by choice made by the
practitioner himself, and acceptance by the patient. The medical practitioner
can be influenced by information provided by the medical journals, or
centrally: pn the costs of drugs. He ,can ,be influenced by a financial
inducement to undertake a particular' ',form of treatment such as immunizations
or he canehT influenced, in the opposite sense by the risk of incurring a penalty,
for instance; for, overprescrij3ing:

The postgraduate ,medical ethicafion organization can be uses to promote
the most economical use of diUgs. I do not mean just by using cheap drugs, but
usiq drugs to the besi advantage. It may be better to use s more expensive

4 drug for a shoft tirriethad the less effective, less expensive drug for a much
longer time with less certainty of a cure or improvement for the patient. That
educational source of information is independent of service considerations. The
service comes in separately by visits of doctors from the central department to
discuss theit prescribing with those doctors who-order much more than the
ordinary expenditure in drugs. The Prescribers' Journal, -produced by an
independent committee but pail for by the health departolent, i4publication
circulated to 'all general practitioners every 2 months; its purpose is purely
educational, and .its policy is controlled entirely by the expert committee
Which currently is under the chairmanship of a general practitioner, but has
usually been underhe chairmanship of a distinguished internist or clinical
pharmacologist.

The general practitioners can be influenced in the directicin of public policy
by the paying of extra fees, as I have described, for preyentive work such as
imnr.nization and -cervical cytology. Setter facilities can be prOvided for
generai practitioners in under-doctored areas in health centers, or an additional
basic, practice allowance can be paid to tempt physicians to, go into an
under-doctored area.

There can be penalties for excessive prescribing, but mostly we have veiled
on visits. As mentioned in an earlier session, one-man was costing ..E9,000 a year
for tetracycline which he was prescribing for 'topical application to varicose
ulcers. He had to be deterred, from that by being heavily fined by withholding
of his income.

fn general dental practice, fees for service have been quite deliberately
slanted, as I described, toward conservative treatment rather than extraction.
In immubizati n, which is arranged through the area health authorities,
implementa can be stressed, and payments for this are accepted as proper
charges on funds areas have from the department. In the days when those
funds came from local taxation,, implementation could be kept within the
limits that authorities thought :key could afford.

Funds can be allocated to different aspects of hospital care by dint of
exhortation from the central departmcipts. For instance, Kenneth Robinson
and later Richard Crossman, and then 'again Keith Joseph, all made a strong
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point about doing more for those patients in long-term care. They are, in effect,
living out their lives in hospital-accommbdation, and therefore are deserving of .,.

rather more attention to their Social needs than perhaps the patient who is
goingto stay only a week I have mentioned the stiess that was laid on food for
patients in long-stay care as part of an attempt to improve their general social

maintenance.
The campaign for improved postgraduate medical education was done'

entirely on the.basis of exhortation to hospital authorities.
There have been nun1erous administrative exercises of stiff training;

particularly for hospital administrators in the earlier days, ranging down to
'scheines for incentives for cleaning staff to do their work more economically
and expeditiously. There have been drives to improve the control of infection
in hospdals, with thesecondary object of reducing the overall average lentth of
stay. And, one can advocate facilities for managin%special groups like patients
with epilepsy-.

The central department can offer a particular allocation for projects for.
'improving the care of geriatric patients - which. was dope by Mr. Robinson.
Allocations can be made . for providing special wards for the mentally
hanclic.tped, which was done by Mr. RichardCrossman, or for the funds.,Made
available for intermittent hemodialysis wilith, again, was accomplished
Mr. Kenneth Robinson.

A small.amount of money < out Of the total, never more than about $2 ..

million, could be reserved for the supperff of small projech for clinical research,
monitored entirely by the central-department, handed out on the recom-
mendation of regional research committees. Other funds were used centrally
for research and developments

Voluntary funds can be used to get certain developments going, as when the
Nuffield . Provincial Hospitals Trust largely financed the fast 2 years- of
postgraduate medical education, and later financed the first 5 years of the
central Council fot Postgraduate M,edicarE,ducatiombefore this was taken over
by the central funds of the National Health Service.

The King Edward Hospital Fund for London set up a college for training '"4

hospital administrators, and got the specific training forAhat discipline off the
ground in the very early days of the Health SeiVice. They also set up residential

. colleges for training in nursing administration, and for training in hospital
catering. They subsequently passed all that on to' e Health Service, but if

y had not shown the way, it is unlikely that th
tten off the ground nearly.so quickly.
Sir Keith Joseph did one thing which was quite e ptional. He managed

Walk Service would have

rough his own contacts with 'private Charities to collect funds sufficient to ,4),
tablish eight additional chairs in specialties that badly needed developing.

They were .chairs in general practice, in geriatrics, and in rehabilitation. That
,,meant that he had tapped private sources for something like L21, million of
endowment for those particular'chairs in the space of a couple of years. .

Then, most important in the Health Seryipe, there can be deliberate
allocations of capital. When first we had money allotted by the treasury for a
papital devitloprpent program, we were 'highly selective. We asked regiOns to
suggest some of the most urgent large schemes 'which they were linable to
tackle on their regular' allocation, `and we selected something like a dozen
projects which, in the early 1950's,, cost £250,000 or more, each. That may not



seem tike, a very large amount, but it was large in comparison with the size of
schemes, garted previously. Then, as more money became available, we went
on -to the point of selecting actual new hospjtals to be starte4. The 1962.
program, mentioned in previous, talks, was tobe financopy a progressively
increasing capital application to te spent on major sche/es chop% for their
wgency. As the program grew:larger, the regional allot !ions were stabilized,
and the regions were ,left to choo e their own Ar programs with the
department only deciding which sho d start when/order to spread out thd
total of capital expenditure' forthe hospitals.

The 'rate of development was very heavily influenced by the varying
C.capacities 4f the individual hospital regions. There were three regions which, in

the early days, were more efficient than others in getting major buildipg (lone.
' When those that were less efficient found themselves not in a position to spend

theircapital within the year, the efficient ones, being by nature predators, were
yeady to snap up any capital that another region could not spend within the

¶llbtted time and add it to their own spending. Oxford, New 'tie and Wessex,
for instance, made a good thing out of that-in the'early.days.

I explain that the money must be spent in the individual naneial year and
cannot be carried over, even for I year, once it has been al Gated. Of course,
when capital developments occur., there is a ,consequen al increase in the
revenue allocation required for tharAyticular region. In the hospital service
this has beencrne of the most important ways of getting additional Money to
places where it was needed. For example, Wales was probably worse offfor
hospital building than any other part of Great Britain, and if was deliberately'
given a larger allodation, of the capital reso ces pro rata to population when
we'first had a capital program. The result 'that the expenditure per head on
health service in Wales is now greater t n the average forEfigland and Wales.
Scotland was given its capital pro earlier. England 8i Wales, and that
hai been a factor; though not any means the whole of .the story, in the
much greater amount of money available to Scotland for the health service

Ithere.
Before the National Health Service, the distribution of resat' rces was grossly

unequal. It depended to a lar e extent on the revenue available*from local
taxation, and from charita sour s, and ivas more plentiful in the southeast
of England than in the Midlandt and the northwest or the northeast. So the
health services were, on the whole, better in the south and'toutheast than they
were furthernoith.

The early development of specialist staffs filled the gaps particularly in the
north, and that did produce sortie adjustment in the financial allocation,
because4taffing is so large a part of the attachment Of resources.It did not by
any means produce the levelling off that was needed, because it was much
easier to get staff in the south of England than further north, and if they could
not get senior staff, they could more, commonly attract British-born junior

So one found, artime went by, that More foreign medical graduates were
coming in, and that the proportion in the north was very much greater than in
the south. We did not restrict the numbers of doctors overall; we restricted
only the number of consultants, and then the senior training grades. So they
just filled up with senior house officers and house officers.

I have mentioned the way that capital distribution went; and I add that, in
addition to Wales,treas that were more or less destitute, liki West Cumberland,



or had been badly damaged in the war, like Hull and Coventry, or places like
Truro or Huddersfield or Poole, which had 'bad existingjiospitals, got the first
development. ,

The capitation system in general practice helped to level things off a,bit, but
not enough, because often the tovis where the ratio ofpopulation,to gener
piactitioners was greatest were unsalubrious areas, and doctors (perha s

doctors' wives and families more than,doctors) were unready to go and practi
in them. For example, Barnsley or Rochdale were unattractive to people,w
didn't happen to come from that part of the world. But ittlid help, and to this
was added an in,ducement payment to general practitioners who woulcLiet_up
in specified under-doctored 'areas. For locaLhealth authority services, there was
a substantial differential in the central government rate supportgrant, which
met roughly 50 percent of the cost of local authority-provided services. That .

50 percent would be reduced to 40 percent in the well -to -do area a increased
fo perhaps 60 percent in the Brea with the least, local resources ill" °portion to
need.

An analysis published in The Lancet in March 1974 contrasts Health Service
revenue expenditure in'the different regions; and one finds that areas like the
Ncirth Midlands, the West Midlands, and East Anglia were then getting only
about three- fourths-6I the sums that the best - treated -seas (mainly the London
metropolitan areas and Liverpool) had to spend. Rudolph Klein, in a recent
publication, shows that there are even greater differences between areas within
those regions. One of the present Ministers has been making 'the point that
regional comparisons do not deal with the situation adejuately, in themselves.
The point that Noyce and Snaith make in their paper'ii that where' there is a
hospital shortage * has not been ade good by other services in the
Community. In fact, where o ort of one kind of service, one is likely.to
be shortiof another. That; does not apply in Scotland, however, where the
hospitalfiervices have always been better developed than the community care
services, and on the whole there,-is march more inpatient treatment in Scotland
than in England and Wales.

Mr. Richard Crossmans 'when he was Secretary of State 4 or 5 years ago,
devised a program for a progressive adjustment to take account of population
and age distribution within the population and Morbidity. It waii a very
complicated formula and it was to lead to adjustment by selective use of
increments in money available to the Health Service as a whole. It did not get
very far, but it did make a slow beginning.

Of course, some of the increases in costs of the Health Service are quite
unpredictable. If there is an influenza epidemic it is more than likely to put
anything up to £10 million to the drug bill in general practice, and that is one
of thcareas in the servicetwhich is not controllable, because the ,drugs have
been'lised before they are paid for, and government can't say,"Very well, we
spent our allocation of drugs by mid-February. There will be ne more drugs
until the first of April when_ the new financial year begins." So they just have
to make it up, as they ha,ie hitherto, by supplementary allocations (usually, a
small amount ciLmoiley is held back to look after that).

That leayes us, really, with manpower control in the hospitals, both medical
and nursing.,That has beer applied consistently on medical staffinglthroogh-
out, and it is applied by regions on hospital nursing staff. Although there are
thpretical establishments for nurses for all hospitals, in fact nearly all of them



go short. If they have not enough money in the kitty for meeting the necessary
nursing salaries, that means that the nurses who were to be recruited within the
financial year will.not be recruited-at the same rate:In that way, of course, the
services do go shoft. 4

There are much-publicized proposals for adjusting what will clearly be a
decreasingly sufficient alldcation of funds for the Health Service between
potential, users: There is not enough for the British Health Service at the
present time. There has never been as much as could have been effectively
used. In some ways, it may almost be that the system has been too efficient in
cbmaining, the costs, mainly because of the role,of general practice. General
)practice, will fill in the gap left by the failure of the hospital service to do all
that it set out to do. (At lest, it covers up the defects left by people having to
wait toolong for hospital care.)

Ordinarily, there could be choice of the use of increments to be effecte
locally bP, say, a division of surgery deciding that it is not going to try.an
develop .a particularly expensive form of surgical ireatmencbut instead it will
use its available funds for doing what jt is doing already rather better. Or
within' medicine, it can be decided that they will not. have within their
resources the capacity to set up a unit for specialized gastroenterology, \r for
end-stage renal failure. In the 'district management team that sort of decision
may be spread over other services within the hospitals of the group, and there
may have to be a reduction in the tioeof perhaps some particularly expensive
drugs. Economy will be used selectively on method, not by withdrawal of
ordinary care from some group.

The area he'ajth authority, which has to try and-reconcile the budgets of the
different distrifis, is advised by its.own medical advisory committee and it may
have to say to the individual district, "You won't be able to have money for
that particular development this year unless you canAfind it by an economy."
The regional health authority, in its turn, monitoring the area health authority
and also advised by its own.medical advisory committee drawn from the
different areas,°may have to say the .same sort of thing and decide not to
develop this or that specialist team until additional funds become available.

That sort of decision has to be made in sequ_ence, starting with The district
attempt to envisage the budget it will get; then with the arena's plan for the
services in its own area; then the region's plan for the region as a whole. All
that will be done in consultation with the liaison team from the Department of
Health and Social Security with some knowledge of4the funds likely to be
available from central sources `for the next financial year. In reaching the
assessment of chat the department can get from the treasury, and the way in
which what it does get is to be used, the own policy groups (who
plan for particular' kirids of specialized development) advise within the
department. That advice goes down the linenot as an order:and determines
the Way in which allocation's to the regions, ?he areas and the districts may be
modified.

Manpower control in medicine, at any rate, will be exercised more directly
in consultation with representatives from the profession. A region will be told
that it can have atil.y so many additional consultants in the course of the next
'financial year. It will be told that it,will have only so,many senior registrar .

posts for advanced specialty training.
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Rudolph Klein, in Inflation and Priorities, discusses the guidance that was
given to regional health authorities in December, 1904. I have not been able to
get a copy of this myself, so I believe that Rudolph must have gotten it from
some regional health authoiny's pap'ers. The guidance- that regions were given
on priorities was that the objective would bp to maintain the increase in
medical school intake; to develop capital facilities for primary 'care (th is
.health centers); to maintain the level of capital expenditure for Ions- care,
'which is the most expensive form per capita of medical care, to reduce waiting
lists; to fill gaps in existing provision; to raisg_the level in deprived areas, and fo
complete capital works already in progress to a functioning level. Rudblph
Klein is highly critical of all of this, and he emphasizes that it is suggesting
support for development in the least controllable sector, which is primary care.
There, the money is spent before the department really has any say in it. In
fact, I suspect that in the cold, hard light of today, that list of priorities is
going to get rather scant attention, from the regional health authorities this
year.

The Present Minister of State, David Owen, gave an ihtpryiew to the Sunday
Times about 2 weeks agoyand he envisaged returning to the sort of priority
selection in the capital field that we were doing in the 1950's in the period of
extreme shortage. He talked about emphasizing the population component in
-cliciding where the money can go. But this cannot ,be.on purely a population
basis: because Liverpool, for instance, has expensive, hospital care partly

,

because its hospitals are old and bad, apart from the very few that have been
4 builtunder the National Health Service. It would be a great deal better, of

course, if we had been able to achieve a satisfactory capital building progrAm
during the 1950's..We didn't get off the ground on any scale until well into the
1960's, and so we are still having to make do with a lot of extremely inefficient
buildings.

What 1 have tried to do is to set out for you a somewhat difirrent version of
what allocation of resources has to mean when you have, an established health
service. Yeru cannot think up where you would like to allocate the resources
and then say let it be so. You have something that is lunnirig now, and it has to
go on running. You can only change its direction, but you can convince local
people and get them to make these essential adjust ents locally. You are
certainly not going to be popular with the electorate if ey suddenly find that
you have cut off the money necessary to maintain bstantial chunk of the

ein a particular area for the last 3 months o the year. I believe that just
ill not happen, and the politicians will find themselves forced to_adjUst to'

that need.
\ You could, at the beginning, say that we are not going to finance this or
file. It would have been possible in 1948 to have said, "We will not finalice
dental care." It would have been possible to have said, "We wont provide
spectacles." It would still be possible to declare that we will give up providing
hearing aidsif there weren t about 500,000 voters who had hearing aids at the
momentand I believe it will not be so declared.

Therefore, one is left with what Mr. Enoch Powell described as the probleni
of steering Leviaihan. He saM that the National Health Service was like
Leviathan, And he meant that one could only deflect it in subtle ways over the

,ong term/ One could not put a bridle on it and persuade it abruptly to change
course. I believe that is the position of any organized servi6e. One can decide to



go i4 different directisms at the beginning, though they would' only be
directions compatible with the kind of service already provided. After...Oat, -
adjustments can 'be Made by providing extra funds and allocating them to

`4particular asp(cts of the service, or by persuading people to modify existing
services. I, .

......s s
'We are not going to have another dividend like that of ~the antioticS fti the

1950's, which gave a conceal increase in the resources available to ttie Health

r
Service, s9... that we .got a of changes of direction without the Britisli
Treasury, being even aware that there was money they had not been able t'o get

. their handsrit They were, fortunately, unsophisticated. . ,

--' This may be highly heretical in a country that believes in planning the way
_ Yriu do,4)-ut I still believe it to be a fact, of life,

,

DR. MILO D. LEAVITT: Are there any questions of Sir Gerirge?

Il
DR. GORD3N HATCHER: On what- b sis were decisions'inade initially,

either in the National Health Servig, or in e prioPemergency medical s, rvice
or hospital service, as to hem many specialists a given kind you needed.in a

given region? e
.

'SIR GEORGE GODBER. 'There really wasn't a decision made. Under the
emergency medical services, one was patching in ordfr to provide what one
could in a wartime situations meet an acknowledged shortige. l'here was a
great shortage. There wig. a series of recommendations produced by a group of
senior specialists at the 'Ministry of Health, as it was in those days, before the
Health Service. Their recommendations about the'development of consultant
services were not precisely quantified, but set crur rather' the principles of
development in different specialties, and the orde,of staffing that might be
needed in a hypothetical district, or region. Those were used not a ct
guidelines' as to kow many staff were needed, but as general oidelin
regarding the kind of spreacrof specialties that would be needed. They
generally pretty well accepte`d, and regions applied them according to their

.."0 . own, lights. But legion had been allocated so much money, and they could
afford orily number of additional special%or other doctors within that total
sum of mo ey. Therefore, they started-Aown the same road; tey went down it
ai different paces, according to the amour of money they had available. Some
of them, like the. Newcastle jegiOn and the Northweit Metropolitan region and

7 the Oxford region, jumped in, Alizing that this was an opportunity to get their
hands on what staff they could'hile the money was still available. They got
off Morequickly than other peoJe did. After that, a sort of rationing system
had to be introduced; otherwise the southeast cCgngland would have picked
up all the people in the shOrtage specialties such .astaftestliesioLogy and
psychiatry. That rationing system was used simply to allot the available
number of posts that it was likey to be possible to fillin, say, anesthesiol-
ogyto theareas where the need fob them was greatest.

So one- might get In a year applications for 100 different consultant
anesthetists, and know tatrthere were only likely to be 50 suitable people.
One then had to say atbitrarily, "These 50 get the priority." Then one would
turn around and try to increase the number of training posts in that specialty,

'/
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so as to4be able to, meet a large number of applications in subsequent years.
at is.the way it was done.

DR. HATCHER: Does that mean that at the.present time you might gave
twice asimkny pediatricians per thousand populabon in one region than in
another? Or threp times as many orthopedic surgeons and so forth?

SIR GEORGE GODBER: I don't think there would be differences as wide
as that. ,There would be differences of the order, perhaps, of four to three, as
betwei some of the regions. There would be a conc9tration of specialists

cIltund the teaching hoslpitals, because of the teaching and research responsi-
' bilities there. When one gets outside to the nonteaching centers, then the

staffing at difiVrent centers will not be widely differing, because this rationing
system has been operating. There were regions that were notably parsimonious
and-did not ksk for more staff. The defect.in the system was that it was a
rationing s stele. It didn't say, "You will have so many." It said, "You can't
have mor ' If someone said we want, 10 psychiatrists in the coming year,-and
one kne that there were not more than 3 or 4 to be had, one said, "You
may have thf our out of your 10, comp around next year for some Of the

.balance.",11kr arestill c i ite substantial'differences between regions.

MS. kATHRYN ARNOW: ou talked about the longterm general drift to a
more sophisticatid prtice. /he-same time, well, not at the same time but

,...esomewhat late, you aid tha it was possible at the distriFi level or the surgical
command, so-to speak; to ecide that they were not going to adopta more
expensive practice in the wings. Howlong can one hold off against new types
of practices%when they are already, say, in the research hospitals, or being
widely used in another country and0 the literature? )

SIR GEORGE GODLIER: One of the surgical procedures that f?as been
pretty widely used in the United Sta\tes is coronary bypass surgery. I think we
can hold that as a routine for a longtime.

I -

MS. A W: I have heatid Jiat the Dutch are lying that, too, and that
they claim that the Americans are,substituting it for changing their way of life.
It just happens. that yOu hit the exampIe.Igiof-when I put the same question to
someone elie.

SIR GEORGE GODBER: It is difficult. For instance, you have done quite a
I lot of heart transplants in the United States, though I know you won't be

doingmany more. I believ you 'have only two surgeons'doing active heart
transplanting now. In Britain we have ',lad three- heart transplants done
altogether. I got the experts in this field together qnd they advised and agreed
to a letter which I sent out nearly 3 years ago, saying that at thaetime we were
not justified in diverting ra resources ty heart transplanting, Wa would
continug immunological and other research and wait and see how the research
workers in. other cpuntries, meaning this one, got on with it. Somebody
su quently leaked` this to the press. Laier, a surgeon did a heart transplant
and the public and medical press ''reacted badly to it. It was really quite
interesting. But that is, of course, an extreme example. This was not direction
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but guidance through consensus on lines broadly supported by the professions
and the public.

I think the decision will usually be in a different branch. It is the sort of
thing, well, my wife knows more about it that I do, because it happened in a
group in which she was a hymber of the management qommittee. One of the
surgeons started to do herhiorraphies on a 2-day stay and then return by
ambulance home, and tfteir-care at home. That was being done by a relatively
few people in Britain at t1e time. There were two other general surgeons, one
of whom took it up. The third at first did not, but eventually he had the
example of his colleagues' waiting lists rapidly going down and he decided to
adopt the same methods. There is short-stay surgery of that kind, or outpatient
surgery, which a surgical division could adopt as a policy in suitable cases, in
order to conserve resources for other kinds of work for which There are waiting
lists.

MS. ARNOW. So the quality of review of a new procedufe and the view of
the cost benefits, just to use,our expression, takes place really very close to the
actual practice.

SIR GEORGE GODBER: Insofar as it is done, but it is not done enough, in
my judgment. It is not done systematically enough, with sufficient detailed
information. It has. been part of the troubles of the last couple of years, the
disaffection between doctors and management, perhaps, that.The move toward
closer examination of work in this way has been interrupted. It really isn't
simply an economy Asure; it is much more important.as a measure of the
effectiveness of therapy. People are apt to think only in terms of saving
doctors' or other professionals' time in a hospital, and forget how much-of
patients' time gets wasted. I believe that the monitoring of results is far more
important as a means of securing the quality of patient care, and a reduction in
the wastage of patient time, than the reduction in the wastage of professional
time, about which professionals usually tend to,be thinking.

UNIDENTIFIED SPEAKER: I think my question is a little along the same
line.'Wg are scared to death of national health insurance in the medical practice
in this country; and I ask whether, in Britain, national health insurance is
discussed reasonably rationally, and do you think that decisions are reasonably
rationally made ?..

SIR-GEORGE GODBER: Well, we are a moderate lot. (Laughter) I believe
on the whole that the decisions that are made are sensible decisions. But I do
not believe that effort is deliberately directed toward the best sort of outcome,
as much as it should be. I believe that the individualistic training of medicine
gill too much conditions what people do. I do believe that the introduction of
the divisional system, or what is called the Cogwheel system in British
hospitals, has led to a more practical decision about the best application of the
resources available.

UNIDENTIFIED SPEAKER: I was thinking more of the general discussion,
though, not within the medical Profession itself, but in the general public.
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SIR GEORGE GODBER: Discussion about the Health Service?

UNIDENTIFIED SPEAKER: Yes.

SIR GEORGE GODBER: I believe that one of the troubles about public
dikussion of the Health Service isthat too many people still start with a sort
of neon sign in their subconscious That we have the best health service in the
world. I don't happen to believe that. I think we have a good workaday service,:as

good as anyone else has. If I am caught short, as it were, in my medical care,
I would rather that it was in Britain than anywhere else. But I do not believe
that comment on the Health Service among the public is generally as
well-informed as it might be. I believe that a deliberate attempt to inform them
fully has not been made, although there is much more understanding of what.

-..(e are trying to do than there used to be. I think that mqnbership of hospital
nYanagement committees and local health authorities and that sort of body
(now it is area health authorities) means that the public does feel that it is still
in control of its own Health Service. It does not believe that it is simply
exposed to whatever the government or the profession sees fit to inflict on it.

Now, the best advice on this is sitting at the back of the room. My wife
should say whether that is a fair comment, if she heard.

LADY GODBER: Yes, I think that is true. f believe the people, who are in
hospital and so forth are much more concerned with what is happening to their
own loCal selves, what is going on in their own medical place, than with what is
going on- out -in the British Medical Association or anywhere else.

SIR GEORGE GODBER: I believe that in spite of all the ,headlines being
made at the present time, the Health Service, when you get out into the
field, is really going on as satisfactorily as it was a year or so ago. The posturing
and attitudinizing that the politicans and the leading doctors are indulgingin
cuts no ice with the general public at all.

IDENTIF1ZD SPEAKER: But you' have really answered my two
questions in the opposite way. The discussion is bad, the ervice is good.

SIR GEORGE GODBER: No, what' I meant on the first point is that I
not think that the public is informed in depth about the sort of issues I have -
been discussing this afternoon, I believe that it feels generally that it is getting a
pretty good level of service. I was talking to one of your colleagues just before
I came in here, and he told me two stories, both about the ambulance service,
which he and his family encountered in Britain this summer. The story of the
'Arson who,eollapsed in a London underground rail station with a cororrary
and was picked up by the ambulance within about 3 minutes and taken to
hospital; with no argument about where he would go or whether he would be
admitted because there would be a known hospital to which he should be
taken. The other account was also about someone who collapsed, but it
happened to be just outside a pub, and the ambulance was there within
minutes, again. So was a policeman, who leaned down and said, "Have you
been drinking?" The man recovered enough to sit up, put up his hand and say,
"Guilty as charged." (Laughter)
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Now, he didn't go to the hospital, but the point was that the Health Service
operated *b bririg the health resource to him immediately..

I belieVe that the Health Service, to most people, is their own family doctor.
Senator Edward Kennedy, when he came to Britain, mak a point wherever he
went of asking the people he encountered (not professionals) who was their
family doctor and what sort of a chap was he. He was a bit taken aback to find
that they all knew and could all niake the comment. So it works, all right. In
my answer, I meant the 'sophisticated understanding of the detail, and
discussion of the detail that the kind of service provided. That mayfita-factor
in your excessive litigation about malpractice; it may not be there in Britain,
because I think it is being looked after.

UNIDENTIFIED SPEAKER. Does Britain still have much use of the home
as a site of delivery for maternity services, or do they pretty much handle that
in the hospitals?

SIR GEORGE GODBER: No, not a great deaf. About 94 percent of
deliverieg now take place in hospital. Ten years ago that proportion was
probably under 70 percent. The change has been very rapid in the last decade,
although this is one of the things that one Minister recently wanted to put into
reverse. Maybe he believed that women ought to have labor pains, and I think
he mainly thought that it -would be cheaper. Such investigations as we have
made suggest that there is not really a great deal of difference in the cost in our
Service. In any case, the unquestioned advantage in morbidity and mortality to
both mother and infant, which is demonstrated by British statistics in
considerable detail, would not, I believe, permit any Minister,to backtrack on
that.
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November 4, 1975

PROFESSIONAL AUTONOMY, PRIVATE PRACTICE
AND THE NATIONAL HEALTH SERVICE

DR. MILO D. LEAVITT: Sir George is going to.talk 'to us this afternoon
'about Profetsal Autonomy, Private Practice and the National Health
Service. 'Iv'

SIR GEORGE GODBER: In Britain, the National ,Health Service employs
directly or contracts with around 60,000 doctors. That is more than 90 percent
of the total of economically active physicians. Just over one-half of them are
working in hospitals, and of that half, about five-sixths are employed full time.
But about three-fifths of the hospital doctors are Junior and in pupillage and,
therefore, their clinical actiyities are under the direction of other members of
the profession, who are responsible for their training. About 25,000 doctors
are in general practice.

Doctors in general practice are not employed on a salaried basis; t ey are
independent contractors. They have contracted to provide certain se s, at
their own discretion as to the content of those services. They Ject to
terms and conditions of service, which broadly ,,,indicate that y are
responsible for,seeing that any patient registered with them receives care
that he or she needs, either directly from the doctor, if it is wi in his
cdmpetenoe, or by reference to a specialist, if it is something that sho d be in
the hands of a hospital specialist. So, the general practitioner is the portal of
entry to the whole Service.

. ,
Payment is made by a rather complex method, but one-third to one -half of

it is included within a basic practice allowance. At the beginning of the Service,
the doctors were very anxious not to lose independence, as they thought they
would if they became s arced officers. They were not prepared to consider
even a Part-salaried, part apitation basis of remuneration. That is why it is
termed a basic practic allow:ance, but it is barely distinguishable from a
part -time salary. However, the proprieties are preserved. The balance comprises
capitation and some fees for work under the heading of "in accordance with
public policy." This does not mean that practitioners are told they must do
this or that; it means that they are given incentives to undertake some work
which is not part of the ordinary treatment of patients, including preventive
activities like immunization or cervical cytology. And if they do that work at
their own choice, within the limits set by public policy recommendations
coming from The-center, then they are paid an extra fee-per-service for it. This
is quite a small part of the total remuneration.

There is also a small group of physicians engaged in preventive clini6I work,
exemplified by the School Health Service. They are, as they were long before
the National Health Service, salaried doCtors. There is a group of physicians,
also salaried, engaged in medical administrative work. There are others not a
employed in the Health Service, but employed by the military, 'industry,

/Medical Research Council or by the universities, and they arc either salaried or
working on gran& from the Medical Research Counbil. Nobody has eveik
considered salary paid by a university as iftislavement.

Y
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The whole National Health Service scheme is predicated on the justification
for obtaining treatment being medical deed. It is assumed that services that are
needed will be made available, so far as they are practicable in Britain. If a
service can be 'provided for the benefit of one person, then any other person
with the same need ought to be able to get it.

There is no payment at the time of use, except for certain kinds of supplies.
For example, drugs prescribed for patients who are not inpatienmof hospitals
are provided only after the payment of a relatively small sum, a great deal less
than the price of most drugs. For some other appliances, like dentures, for.

N.
instance, thee sum, which is perhaps one-halt the cost, is paid by the patient. As
mentioned m our least session, there are charges for appliances that are akin to
garments, such as surgical boots 'that may be worn with certain orthopedic
appliances. If those boots were not worn, the patient would be having to buy
normal boots, therefore, he pays a sum toward the cost of those boots or other
Ighgs akin to garments, such as surgical belts.

For spectacles, wbV amounts to almostthe-production cost of lenses and
framgof a simple kind is paid by the patient. However, the patient can pay for
frames of his clioosing,ind optometrists have a way of producing new kinds of
frames that mjiy be thoa%eit to make the wearer more attractive. These frames
do not readily get into the schedule of frames available under the Nat/trill
Health Service, but. a good standard type is provided. There is no charge for
artificial limbs or hearing aids. There also are means for meeting the charges,
where charges are made, for people in need through the Social Securitysystem.
Additional sums can be made available from the Social Security side of the
Health Department to meet, for instance, charges for appliances', if the patient
is unable to pay- the small amount involved. This is such a,blanket provision
that 47 percent of all dental treatment is free..11krould also have mentioned
there is a modest ehirge for each purse of dental treatment for adults, and
that this charge covers a full course, even if the full course amounts, to a very
extensive +, conservation program. Dental treatment provided for children,
expectant mothers 4nd old people is free. ,

Sixty percent of the drugs prescribed in general' practice are dispensed free
because of the eligibility of the recipients.

. Use of these services is optional, but there is no grant in aid of private care.
It is a breach of the terms of service for a doctor who is in g6neral practice
under the National Health Service, and-who has accepted a patient, on his list as
one of those for whom he will care, to take any fee for National Health Service
treatment from that patient. There are some things he can do. He can, for
4nstance, sign patients' forms for getting passports or international certificates.
Now, that is not Medical care, but he signs them because doctors in Britain are
considered to be reputable people Who can be relied upon to sign'that people
are who they claim to be. Until a change made a year or so ago, the doctor
could,receive a fee for providing a prescription for an oral contraceptive to a
woman seeking to obtain those preparations on social_ rather than strictly
medical grounds.

A public patient in general practig can be a private patient of a consultant.
I recently went to see a consultant. My general practitioner could have referred
me to that consultant as a private patient, had he chosenhad I been prepared
to be treated outside the National Health Service..I was going to my GP as a
National Health Service patient, but I did not wish to go outside the NHS, and
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people seldom do. However,there are occasions when, for instance, ? Scent of
a child whg, the general practitioners' thinks' nu t' need a tonsillectomy,:
knowing that there is a fairly long waiting perio and intending to take the

Ah

child away, shall we say for summer vacation, auti wanting lo get the job done
before that happensmay"ask the general practitioner to refer him to a
consultant privately. .

. .
A :private patient of a general practitioner can be a -public p1tient of a

consultant. Someone who is got on the general practitioners' list can be sent to
a hospital outpatient department for consultation in exactly the same way as a
public patient would be. A private patient cannot be prescribed drugs under
the Health Service. The profession has always argued that this privilege should
be available to them, and there have been Ministers whi) have arrived in office

*Inclined to effect this, but have changed their minds on examining tie
implicationg- of such a change. A change would introduce great complicatias
abaft the checking of pretcnbing. .

..Probably 97 to 98 percent of the yopulation have registered with a seneral
practititiner;and the), have made their own choice of general practitioner. It is
true that `If yOu are a newborn baby, you do not have" much chte, but your
parepts can be held to be competent to make the choice for you. Otherwise,
one makes his own choiceunless one simply, says to the Executive Council, "I'
do not mind your putting me on the nearest man's list." And if he is prepared
to take.,.you, then you go on that list. Iitit change is possible and if a
disagreement occurs between patient and doctor, as may well happen, the
patient can say to the doctor;"I want to go to another doctor,'' and he is
entitled to say, "Well, I do not think you should." However, the patient may
still say, "Nevertheless, I will, and I give you notice of illy intention to change,
ancrl month from this date, I shall ask the-Executive Council to change my
itgistration over to another doctor." The general practitioner might suddenly
take a dislike to you and say, "I he decided that I do not want you or your
family on my list- any more. You were.(shall we say) grossly abusive to my wife
when you telephoned in, my absence yesterday, and you can take your business
elsewhere." He then has to give '1 month's notice, but he can di Vest luinself of
that 'atient. There are in any community a very few people that-nobody
would want to have on his list; the usual gentlemen's agre'ement among
doctors is that everybody takes his turn with such patients. The doctor
exasperated with behavior over a long timer unnecessary calls and that sort of
thing from a particular family will spy, "Now, look, you have been with me for
2 years and that is all I can take. One month from .now, I shall ask the
Executive Council to take you off my list, and I suggest you go. to One of the
other doctors in the town." '

UNIDENTIFIED SPEAKER: Do patients' records follow them as they
move around? .

SIR GEORGE GODBER: Yes, records are transferred from doctor to
doctor. They are not the property of the doctor who made them. They are
attached to the patient, but are not given to the patient. They are passed to the
next doctor through the Executive Council.

A total. of 2.2 percent o hospital inpatients in 1974, for whicfi I have
figures, were private. But, o 1.1 percent of the beds were beds for paying
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patients. They are specifically designated for use_by paying patients and they
usually are .different only in certain amenities. They are usually 1-bed or 2-bed
rooms, and most beds, even in the new wards in Health Service Hospitals, are
in 4-bed hays. There will be a sufficient number of single beds for use by those

-needing them on medical grounds. ..
Most paying patients are those suffering from acute illness,. There are, of

course, sonie, pay beds in hospitals for the mentally ill, and even a few in
geriatric departments. But the great majority of them are for patients who
woul therwise be in the general wards.

T ere are two large insurance schemes with a total premium tnc e in the
last ear, for which I.have figures, of £36 million. That is rather le than 1
percent of the cost of the National Health Service in that same year. The paid
out about three-fourths of that in benefits to patients; I am in no position to
tell you how much goes into the administrative costs of these schemes, I am
not suggesting th'at these costs would amount to the remaining one-fourth, but
I guess that the percentage is a good deal more than the 3 percent which was
the administrative fraction of total National Health Service expenditure.

Fees for paying 'patients in pay beds Originally were controlled, but they are
controlled no longer because of pressure by the professionwhich said that it
was quite wrong that anyb'ody should attempt to classify operations as minor,
intermediate, or Major. We had, in fact, included such a classification in
regulations made right at the beginning of the. Service, and doctors got more`
and more indignant aboutit and pressed us to'know how we had made this
particular listing, which we though was out-of-date; and which'we were ready
to alter with their agreement. The existing list was, in fact,, based on the list
drawn up by the profession foruse by pne of the major private insurance
agencies. After all, there are such Mists in the United States. ,This episode
reflects the rather resistant attitude the profession takes to anything
surrounding private practice. ° - ,

There is complete clinical free om in general practice. The contract .is to
.

provide service, and that service i t.. subject to approyal or reports General
dental practice is paid by item of service and is subject to approval for major
estimates, and to report after inspection by a departmental dental officer on a
small percentage of 'patients. General medical practitioners are paid by
capitation, not by fee per iarvice. And that really is the .difference. In effect,
one is telling a doctor that he will get a basic practice allowance for running a
satisfactory general practice in the Health Service. It will be larger if he is in.
group practice; larger, if on entry he has had approved training befbre entry
into general practice; and the allowance will be subject to peniority additions

list, and he is expected to p oxide what they need. It is up to him to see that
after longer service. For t rest, he is given so much per land Of those on his

the service is up to the level of his patients' needs.
Doctors are free to prescribe any drug, and they do so. They get showered

with advice from the drug firms, about the benefits of providing particular
proprietary preparations. They get a much lighter shower of advice from expert
committees of the department and through a journal financed by the
department, but run -by a professiOnal committee. The depaitment finds the
staff of the com*ttee, but the committee consists df members of the
profession appointed after consultation with them. The committee runs the
journal with any conten\ it pleases. It has been a successful journal of advice on
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prescribing methods, usually with a series of-short art' les on topical subjects.
It was so successful that the Swedes for a long rim bought it in bulk and
circulated it. The Australians also used to buy it.

The prescnbing costs of each physician are checked in the course of the
paying of the chemists for the prescriptions they dispense. Physicians who
prescribe more than 50 pent above the area average per head may be
visited by doctors ffom tffr departynent to discuss the reasons why their
prescribing may be excessive. Those reasons may be entirely understandable..
There are some conditions where very heavy prescribing is inevitable. Let .us
say, one has two or three incontinent patients on ,one's list that use large
amounts of dressings and substantial amounts of expensive drugs. This may
push up the individual's cost unduly. ''An older doctor may have an
older-than-average practice population, and therefore he is more likely to
prime drugs. Exceptionally, someone whose prescribing continues without
apparent justification well above the Yevel of his colleagues in the same area
may be taken before the local medical committee (a committee set up by the ,.

profession.locally) as one who has been prescribing excessively.
There is another aspect to this. A man could prescribe drugs with great

f;eedom simply on the patients' request as-a means of attracting patients, and
because of this possibility, the doctors themselves were not entirely ill-disposed
toward. having this sort of cheCi placed on them. In -fact, it is not a very
onerous business. tIowever, if somebody goes a prescribing at a greatly
excessive rate, regardless of representations to him, he may be penalized for <.

prescribing large amounts, especially of expensive drugs, or simply because his
total cost in prescribing is much higlp Than that of other doctors.

I mentioned previously the man who in the course of a year prescribed very
large amounts of tetracycline for topical application to varicose ulcers. In
another instance, a doctor might prescribe somethihgone of the high-protein

t..milks,
for exampleas if it were a drug. needed by his patient, who might, in

fact, really Want it as a food, which it is. If that happened, it would be referred
to referees, who would say, "This is a food and not a drug," or alternatively, ig .
it were, a different kind of preparation, "This is a cosmetic, and not a drtig."
The .general practitioner would simply be told, "We do not pay for that
prescription; you do," which-would deter him fairly quickly.

I mentioned some of the preventive activities, among them cervkal cytology,
for which fees are paid. I picked this one because it shows what is meant by the
definition of what is public policy. Icwas decided to establish a generally
available service of cervical ology for all, women 35 years and over. If it had

smears taken rather than tho v

d_

ver 35 who have muckgreaterlisk, but might
been proposed for all wo ne might fin women under, age -35 having

be less Willing to undergo the procedure. We were very cognizant, of the
problem presented by a young married woman of 35 with a posiWe smear, and ,

nobody- really knows what should be done in tills circumstances. There are
some surgeons who might do a hysterectomy; the are others who would
merely say, "No, this is very uncertain. We must repeat this smear every 6
months, ; That could condemn the girl to,a life of uncertainty, unless and untiL
the smear reverted to normal. The policy was subsequently modified to include
women Linder 35, Who had had three children;. This was on the general basis
that the problem is not nearly so cliffialt with someone whdrhas completed a --)

normal-sized family. Repeat smears can
,-

taken every 5 yearsor if the first
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smear was unsatisfactory, a repeat can be done at once and paid for in e tly
the same way. There is nothing to prevent the general practitioner wanti to a

, take a smear from getting it examinq. He would be doing somethinghe was
not asked to do,as an item of public policy, and he would not be paid extra for
it, but he could get the laboratory examination of the smear just as if it,were in
the public policy group, and many do.

I have gone into that in detail because-it shows that fees are an incentive for.-
. optional things that government hoped would be done as a pleventive program.

If there are other things that the physician wants to do,. like immunization t
against influenza, which the department did not want to encourage, there is
nothing to stop the physician from doing them. He can get the vaccine free

. under the Health Service on payment of the prescription charge by the patient
and administer it. But the department is not going to pay for that. If the
physician thinks it is his duty, he can go ahead. So that does riot restrict the
practitioner's fr &dom. It simply. does not encourage hihi tp do things which ,

expert groups haye adfised, as in the case of cytoloiy, should not be generally
promoted.

Now, supposing the general practitioner fails to fulfill his terms of service;
supposing he is called to see someone at home and 'does not go, or that patient
is seriously ill; and the physician delays a visit. Finally, perhaps, another
physician is called later in the day, and the patient goes to hospital and perhaps
does not survive, or does survive a very stormy illness. A complaint may be
madeto. the Executive Council by the patient or a relative that the terms and
condititinii service were not fulfilled; that is a breach of contract. And for
that breach of contract, the physician may have a censure or a withholding Of.
some part of his monthly check. But supposing he did go, and made a mistake,
having been reasonably careful, but he made an error of professional judgment.
He would not be disciplined for that,' if he took reasonable care, but' the
patient might have grounds for action in the courts in that the doctor had not
shown the skills that fie shOuld have been expected to show in providingthe.

,particular treatment that he did. He can be guilty of malpractice without
having been guilty of breai of his terms of service, and then, it is the courts
and not the service that will penalize him. But if he fails to fulf his terms of
service to the patient, then the service penalizes him. There,is an ap al against
this. And the Secretary of State may, in serious cases,'appoint three ople to
conduct the hearing of an appeal, usually alawyer, a departmentandoct and
a doctor nominated by the prOfession. On their report, he makes a decision.
cases of severe penalty go before a medical.advisonunittee off` which one of
the Deputy Chief Medical Officers is chairman, and 3 British Medical
Associationnominated doctors and 2 other departmental doctors attend. They
usually agree on whether the action taken by the ExeCutive Council wat
adequate, excessive or inadequate and the penalty can be adjusted accordingly.
But again, these are not matters of clinical judgment, and for those; the patient
has recourse to the courts.

The right of the patient is to the medical care that he needs. But that does .
not mean -right to immediate endance, regardless of convenience. The
patient who has had pain in th ack for 3 weeks and thinks that 9 o'clock on
Sunday evening is a good_ time o get the doctpr in because the television',
program is not very good may t get the doctorquite naturally. But ,s

supposing the patient- has, say, s ptoms suggestive of an acute surgical
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abdominal condition, theri that doctor will go to attend him even if itis the
middle of the night. He either goes himself or he has provided for a de uty to
go. This business of provision of deputies is a matter of concern at the p esent
time. Doctors are entitled to arrange for appropriately qualified deputies o ct
for them if they are off-duty or away on holiday or sick. These sometimes are

.4 # provided by commercial depufizing services, and some doctor? have tended to
write-off th3ir night-time commitment, as it were, by referring much of the
emergencyork to deputies. Moreov r, there may be deputies_ over whose
competence and assiduity the doctor hi elf has no control. The deputies may
also fail to pass on information about the patient, and there is a danger in this,
to the principle of continuity of care, iihich is fundamental to British general
practice. Then, too, the great majority of doctors now do their consulting work
on an appointment basis, instead of having a large waiting space and just
announcing certain hours within which they will see patients and all other
comers. That,, again. can become an.-obstacle to consultation at the right time,
and there is reason for reviewing such arralements.

`Rega consultants. The consultant ,js appointed by a regional hospital
boa r hqspital authority on the recommendation of a professional advisory
appointments committee. The advisory appointments committee normally has
a non - medical chairman, usually a person experienced in this sort of work, and

, it has a specified constitution, including, medical and non-medical nominees of
the management committee or the health authority of the area in which the
doctor is going to work, nominees of his future colleagues and one independent._
nominee from outside the regionfrom a list provided by the appropriate
Royal College and the nominee of the relevant university. Thus, one has an
almost entirely professional committee which makes a selection on good
professional grounds, and is not excessively exposed to local nepotism. It
makes an assessment of perhaps half a dozen people after interview, and will
recommend Drs. A, B, and C, in that order, as qualified for the post
advertised. It would not provide more than three names.

The regional board, almost invariably; takes the first recommendation. I can
recall one instance when ''tlley did not, and took the third recommendation.
The reason was that, although the hospital concerned was set up by women
and staffed by women, a predominantly male advisory appointments commit-
tee hallOosen to put the most suitable woman applicant for the post third on
the list. There was not much doubt that this was unjust as well as unwise of the
advisory appointments committee. As a matter of fact, the chairman of the
board talked to me about it beforehand, and I told him what his rights were.
The board exercised its right and took the third choice.

The appointee to a consultant )41) then accepts the commitment to do
certain things, to give all his working time, or, perhaps, nine-elevenths of his
working time, to looking after adappropriate sectiod of the work done in his
specialty in his hospital invoNing, shall we say,-charge of patients in patticular
beds or consultative outpatient sessionsthere will always be both in the
clinical specialtiesand perhaps, operating sessions, if he is in one 4of the
surgical specialties. If he is in a laboratory specialty, he accepts responsibility,
shall we say, for the clinical biochemical work of a district laboratory. He then -
works as he chooses. He has responsibility; he has junior staff and support, and'_
he is responsible for organizing their.work. He can be cited by the employing
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authority for failure to perform his duty or for negligent performance of his
duty, but not for the ,clinical choices that he makes.

To go. back 'to cervical cytology, the gyneOlogist who chooses in a

particular cage to do a 12sterectomy )yhere if May be customary or have
been cuseomarY)gto treat such, prdients by radiotherapy in that particular
department will not stand to be questioned by the employing authority for
making that choice. Of course, if he makes an inexpert choice, he may be
challenged by the patient, who may thinK she has suffered because the doctor
did not show appropriate attention to her case. But in the last 10 years we have
been developing within our hospitals a divisional system under which there will

'be, say, a division of surgery in a hospital which can review the work done by
the whole group, and tlfe resources available to it; and try and achieve the
most rational use of thos% resources. It also tries to share among the surgeons

2
the help givill by the junioktaff and to share appropriaTely among them access

'"\N,Io operating theaters and gutpatient time. ,/
Supposing a particular surgeon asks the hospital authority to obtain a

particularly expensiye appliance, or even to use an especially expensive brand
of a particular drug, he may be told by his division that in the light of the
resources available, it cannot be afforded. flis professional colleagues will make
the recommendation although the final decision is the responsibility of either
the medical executive committee made up from the divisions (if it has
delegated responsibility), or by the authority itself. -

Of ,course, what doctors choose to do has to fit in' with the nursing
organization. It is, for example, no use cardiologists' deciding that they will
organize a cor natY care unit, if the nursing organization is unable to meet the
nursing requir ments a unit. In this regard, there is not as close
cooperation as there ght to be.

If a doc o sistently failing to carry out his work successfully, or if.,
say, he is an anesthetist and is believed to be sniffing his own drugs (one of the
hazards of anesthesiology), then the hospital authority ould inquire into the
facts'and decide to dismiss him. The first case I remember of that kind,was a
radiotherapist, who tried to insert radium needleg into the tongue of a patient
the physician was said to have had too much to drin. II was alleged that there
had been other similar incidents and his employing authority decided to
terminate his contract. Any such dismissal is subject to appeal to a committee
which has to be chaireld by the Chief Medical, Officer of the department, which
consists normally o f t A 'representatives of the profession and two pecfrAt from
the department, one of them usually a consultant-advisor in the specialty in
question. Appeals are not by any means always successful. I recall one case in
which a teaching hospital wanted to dismiss an orthodontist who had declined
to carry out treatment in accordance with what he had been told to do by the'
senior orthodontist, who had no po\ver to direct his clinical activities in that
way. The hospital board of governors was an because it was told that that
was the man's clinical freedom, which should trot have been imposed upon. I
recall another case where a medical superintendent of a mentA hospital (who
was a very good psychiatrist and had done a great deal of good work in the
hospital) was said to have become autocratic and overbearing to a degree that._
made it impossible for his colleagues to work with him. His contract was
terminated by the lib spitarauthority; his case was considered do appeal, and
the decision confirmed.

1
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Guidance on clinical policy maybe given on the authority of a professional
advisory body from the center: The very first one I recall was guidance about
the kind of apparatus that shoUld be rad avail blein the hospital service for
dealing with respiratory failure in polionijtelitis. It was just after the
Copenhagen outbreak, when positive-pressure, rtificial respiration through a
tracheostomy was widely used. Instructions were not issued, but everybody
knew that the tank respirators that we had at that time were less successful
than others, and hospital authorities were enabled to have 69 new apparatus
available. But that was done on professional adVice. , -, , ,

Then perhaps the clearest example of prescription which has been generally.-.
adopted is in the immunization schedule. We pay gederal practitioners extra for
any of the immunizations in that schedule, but not if they do some other
immunization. That schedule was drawn up by an expert committee including
general practitioners, consultants, neurologists, bacteriologists, and epidemi-
ologists, chaired by Sir Chaorles Studrt Harris, who is a worldauthority on this
subject. There has never been any real challenge to that adVipe, and practically
everyone follows it.

Again, advice was formulated by our standing advisory committee on the
prevention of hemolytic disease of the newborn. And steps were taken to
obtain anti-D-globulin for general use in the prevention of rhesus sensitization.
Advice wat given to pediatriciar4, other hospital staff and genera practitioners
ahout selection for operative intervention on the newbomh myelome-
ningocele. That advice was drawn up by an expert group, after a large
conference had been 'held and endorsed by the standing medical advisory
committee. This was distributed to all doctors concerned, and neonatal
mortality from spina bifida did increase within 3 months of the advice being
disseminated. This was not a question of anAody.being given a direction, but
in a very.difficult field, the issues were examinbd and guidelines were suggested
for people to use if they chose. ,,

JA clearer example, perhaps, was the recommendation of an expert group
about transplantation of the human heart which, I mentioned earlier. The

9 expert group included all the leading people interested in `doing this sort of
work. There was general agreement that what had been done was right.

I 'remember a particular e ample of an ambulatory, method of treating. varicose veins which was fairly widely adopted. The department had financed a
special study, which was pu Hailed afid showed that the technique was an
economical orie, and was as fective as the surgical Methods then being used.
It did not issue any kind of directive.

We have tried to handle the difficult problem of tonsillectomy, but we carr
never obtain clear professional advice about it. The Medical Research Council
has not' yet succeeded in devising a controlled clinical study, although a limited
one was done with the support of the Nuffield ProvinCi4 Hospitals Trust: No
clear advice has been issued on tonshlectomy, but we came nearerlp.giving a
direction over thisi_ than anything because there, were at one time some
otologisti who were refusing to . allow parents to visit their children
immediately after tonsilletctomy. The department did not issue a direction over
that even, but all hospital authorities wefe- told that the standing medic*
advisory committee had endorsed the strongest kind of advice that visiting
should be permitted. That advice was also communicated to the chairmen of
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the hospital medical committees in a letter from the Chief Medical Officer, but
no order was given-

Now, as to pnvate pracirrMr. Bevan, who was the Mmistr who
introduced the National Health Service, was, of course, a Labour Wilber of
Parliament with a yery progressive approach, he was a deeply interested man.
His party was opposed-to pay beds, but there, were pay beds in the voluntary
hospitals that were being taken overa small number of them. They had been
establishelhot for wealthy patients, butor patients not sufficiently welj-to-do
to afford admission to such small pnvate hospitals as existed before the Health
Service carne in. In the end, Mr. Bevan came to the conclusion that he would
get better cooperation from the consultants if he allowed a small number of
pay beds to be usedand as I have told you, this is only about 1 percent of the
total. The consultants who were doing prOate work would then do much of it
inside the hospitals and not be sp much away from the hospital practice which
ought to be the major part of their work. He made that concession in spite of
opposition within his own partyand he had to carry it in open argument in
Parliament. He also made a concession about general practitioners In health
centers, that they should be allowed to undertake a limited amount of private
practice.

At the beginning we had limits to the fees that could be charged in pay
beds. These were subsequently removed because a rater Minister, rho was a.
lawyer, had doubts 'as to whether it was legal to prescribe them. Tbey had then
been running for '17 years without anybody challenging the legality in the
courts. In any case, the profession was always asking Ministers to remove the`
charge limitations. There was undoubtedly occasional misuse of tills, privilege
of private practice. There were good, young doctors who knew .of occasional
cases in which their seniors had absented themselves from their proper hospital
work in order to deal with private cases. It was a common jibe that the first
case on any consultant's operating list, if there were pay beds in the hospital,
would be whatever paying patient he happened to,have in at that time. It was
always believed that in the radiological department, the private,patienfs got in
first. I have no doubt that such abuses did sometimes occur. Wheliever.they
were reported reliably, they aroused great resentment, perhaps more among
the nurses, other lower paid hospital staff, and among some junior doctors,"
than In the public. Abuse was certainly believed to be more wi ely prevalent
than I think actually was. The best consultants, i majority of
consultants, fcTok great care not to abuse the principle of equality of access
to needed care, but it certainly was often easier to get admission to pay beds
for non-urgent surgical intervention. That was not necessarily misuse, but it
was a source of discontent, and is the sort of thing to which the Labour Party,
now in power again, understandably takes the strongest exception. It is a point
which could perfectly`easily have been met by saying there will be a common
waiting list, all patients will be admitted in order of medical need, and the
private patient will takeNhatever_turn is appropriate on that groundand
whet his orher turn comes, will be admitted to a private bed. rhave met
youOg doctors who have so strongly iclisapprovedof this sort of thing that,' for
instance, a senior registrar, himself quite 'rear reaching the consultant grade, on
being asked by his consults t if he would keep an eye on a patient in one of
the pay beds while the .consultant was away for the Weekend, said, "No; I do
not approve of private practice in hospital. You will have to'get one of your
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colleagues to do that." I believe that to be a perfectlywnderstandable attitude
in the circumstances. The story Was told me by the consultant concerned as
evidence of disaffection among junior staff. I think it is evidence of a different
kind of principle", adherence to a perfectly valid.principle.

I had better explain that I have never had a fee from a patient. I ended up
an office doctor because-I was determined from the time before I was qualified
that I never would. You will see that I am clearly on the side of the wholetime
consultant, which Lzhould have been had I qualified 10 years later. But that
does not mean I would favor coercing others:

.
I mentioned that 85 percent of the consultants in Scotland are whole-time;

against 48 percent of the consultants in England. The grievance is concen-
trated,'-fherefore, a ong rather less than one-half of the consultant body, and
principally, among nly a minority of them. I will say bluntly that I believe the
current dispute has begin mishandlec1/5 both sides. I think the tail has been
wagging the dog in that the interests of the minority of people With substantial
amounts of private practice have driven the rest of the profession in this
dispute, and that they have sometimes been indiscreet in what they havesaid
and what they have,demanded.

I am bound to say that the.Minister has behaved provo'catively toward the
. dactors in the circumstances, but There are a lot of other staff who Would have
resented anything less on her part. Now, she, the Minister, is a politician. It is
for her to decide how provocative or not she should be and to whom.
Nevertheless, the combination of these two factors, along with other problems,
has'produced the worst dispute that our Service has ever had: it could not have
come at a worse moment, because the worst feature in the Health Service at
the preseNt time is lack of money to develop it for the non-fee-paying patients.

It is not universally believed that the reduction of private practice is really a
threat to freedom. Many general practitioners have chosen hot to do any at all.
They do not feel that their freedom has been reduced, neither do the Scottish
consultants seem to feel that way. I do know that some very well - motivated
consultants, and someof them young, have felt that this is only symptomatic
of an invasion of the proper freedoms of the profession. I do not include
among freedoms of the profeAion (and nor do they) the right to exploit
patients for whatever the traffic will bear. I do not mean that sort of attitude
at all. I believe that it is probably the way in which the attack has been made
that has antagonized some people like that. I mention that there are other
consultants holding the sort of vieW that I do about practicing privately, who
might well take the opposite view to that, and feel that it is purely mercenary
that the profession should take the line it does. My belief is that the middle
way is really the answer. .

This is a conflict of personalities, perhaps ill - advised, of people having
temperaments unsuited to the purpose in hand.

Well; that is as far as I go this afternoon.

DR. MILO D. LEAVITT: Are there any questions for Sir George?

DR. CLIFFORD MALONEY: I think I have waited a suitable period for
more appropriate questions. I think the last suggestion centers on why we
in the United States are so afraid of centralized governmentJ do not want to
suggest anything about the British experiencebut -the issue is, the issue I am
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raising, is to what extent the rights of the people in the ,Service, not the ip
patients, nop,the public, and the practitioners have 'been specifically attended
to if it is to avoid abuse. Iit particular, I do not believe that the right of appeal
means a lot because there is a tremendous tendency for appeal boards to back
up what was said at the earlier stage. Or do you not think so?

SIR GEORGE GODBER: , I do not think so. I chaired the appeal on
consultant dismissals foi 13 years, and there-were not very many, perhaps a
dozen or so. Because of the length of the period, I certainly chaired more
appeals than anybody else has done, and I am sure that everyone had a fair
crack of the whip. I recall the case of one particular consultant, whose
appointment was terminated, because all the general practitioners asked that it
should be terminated. They would not trust their patients to his care. The
situation was examined exhaustively. If a consultant 14as completely lost the

..trust of his colleagues, who have been sending him patients in our system (he
would not get them in any other way), then hp cannot be permitted to continue
in the position. in a relatively small district. To do so would denyithose patients
surgical attention from"someone else who would be acceptable professionally
to his colleagues. The man was looked after and put into another post at a
sub-consultant level, he was not turned out into the cold. From my experience
of the handling of this sort of thing I would say that it erred in the other
direction; I could have foundanyone who really knew the people involved
could have foundmany more people who might, for the publfc gitd, have
been removed from their jobs.

DR. MALONEY: In all facets of life, we have this difficulty. Centralization
puts power in people's hands, and there is a great deal of attention to seeing to
it that the people subject to the power behave, but is there enough attention
given to see that the people with the power behave?

S"

SIR GEORGE GODBER: I think that the Health Service is rightly hedged
-around with all sorts of safeguards against that. The result has been that too
little severity has been shown on occasion, and that too great a freedom has
sometimes been allow-4 to some of the peOgle Involved. I.,chaired for some
years the committee) at considered serious cases against general praclitymers,
some of whose remuneration had been suggested should be withheld. I.was
very conscious of the fact that the general practitioners' colleagues, who were
three out of the six forming the committee, always looked at these cases on the
basis of, "Could that have been me; could I have dose something like that?"'
And if they felt that way, they would rec7Amend more toler5nt treatment of
him. And I would always take the same view in such cases. Again, I would say
that the benefit of the doubt always went to the man concerned in such a
thing., which amounts, after all, to just withholding of money. There is a defect
in this in that. there is no way in which the doctor can complain about the
patient. Some patients are totally unreasonable. But possibly they are totally
unreasonable on what could be pathological grounds of a psychological nature.
Power can be misused, yes; but if one has no power at all, the situation can be
abused in the most extreme way by the professionals concerned.

. I am not making any judgments aboutJthis. I am only reputing something
that was on the radio new last week: seven doctors in the District of Columbia

130

138



F

had sums exceeding $100,000 paid to them under Medicare/Medicaid last year.
I do nol even know if that is true. All I will say is that I do not believe that
there is any doctor whose professional work of any kind is worth $100,000 in
a year. You might say that I am just an egalitarian. All right, that is still my
belief.

DR. GORDON HATCHER: A point on the question of centralization which
is more of a concern, I think, than decentralization. For the first 25 years of the
Health Service, 4t was decentralized in how many different ways? How many
local executive councils were there? How many regional boards?

SIR. GEORGE GODBER: There were about 140 executive councils and 14
regional boards, plus Wales. These covered England and Wales.

DR. HATCHER: Did each of them have multiple nominations of profes-
sional and non-professional members?

SIR GEORGE GODBER: Yes.-

DR. HATCHER: So, in a sense, it is a highly decentralized administration, I
think, without parallel. I want to ask you a question that perhaps you can
answer: What steps are being taken or are likely o be taken as a result of the
present crisis?

SIR GEORGE GODBER: A Royal Commission has been set up. I only
know this from the, press, of course. If you want to read an exercise in
intemperate commentary, you will have to read The Times' report of the
House of Commons debate just after this announcement, and you can take
your pick between the sides. It is a toss-up, as far as I am concerned. I believe
that the Royal Commission, if, it looks seriously at the problems of the Health
Service, cannot fail to say to the government of the day that the most grievous
problem of the Health Service is its underfunding over many years. It had
virtually no major capital development during the 1950's. The amount of
capital provided for building a news system of hospitals had since that time to
be developed. But today, with the Health Service having just reached the point
of spending £250 million annually on hospital building, it is going to be cut
back drastically, as it must be in Britain's present financial situation.

I am not quibbling about that, but I am sure that the Royal Commission is,
certain to say, loud and clear, that the main problems of the Health SeFvice
arise from underfunding. I think it is going to be,precluded from dealing with
the question off' private practice and pay beds; the argument being that such is
really not a National Health Service matter anyway.

I believe the Commission may have some comments on the reorganization,
and there is an anomaly in the reorganization. It was necessary to fit in with
political realities about elected local government, and that meant having an
area tier in the hierarchy region, area, district or losing the other two. So that
instead of having .only region and district, one has to havethe area because
there tire certain functions to be discharged there. If there were a regional level
of government for other purposes as there may soon be in _Scotland, it would
be a different situation. So, I feel that there will probably be recommendations
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about that. This government has at most another 4 years to run. British
governments do not usually run their full term, but it has at most another 4
years.

The Royal Commission, the chairman of which is not yet appointed, can
hardly get down to work seriously until next year. It has a very complicated
subject to unravel. Royal Commissions hardly ever take as little as 2 years, and
I believe this one is likely to take 3.

If, then; there is a report published at the end of 1078, or say early in 1979,
it will be close to the end of the life of this government. 'there would have to
be discussion, and then legislation, if there were to be. changes. A major
administrative change would be positively damaging now. Legislation would
certainly be highly controversial, and not likely to be a Convenient plank for
the next election. I cannot see how it could be, because the existence of the
National Health Service is common ground to the parties. I do not believe that
we are going to see a result from this Royal Commission in terms of any
modification of the Health Service, should it. so recommend, that requires
legislation, earlier than the second year of the government after this. Now, I am
doing political guessing, and I am not a politician, and I could be wildly wrong.

DR. HATCHER: Will private practice continue until that time on the same
basis? .

2(
:

SIR GEORGE GODBER: I do not think so. I believe that this government is
committed to action on hospital pay beds. I am Rot really surprised that it is
committed to it, and it is my belief that pay'beds will probably be phased out
during that time. I don't mean that private practice will be prohibited. I think
much has been made of the possible regulation of private practice. It is most
likely to be regulation in termssof quality of facilities to be allowedlo be used,
because there is already regulation of the quality of establishments run as
nursing homes or private hospitals (not nursing homes in quite the American
sense). Thus, if we are looking for an outcome as a result of the Commission's

-----, deliberations, I think it will be sometime in the 1980's. This is the guess of an
amateur politician.
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10 November 11, 1975

HEALTH MANPOWER POLICIES, 9
REGULATIONS AND REQUIREMENTS

DR. MILO D. LEAVITT: I am delighted that you are able to join us this
afternoon for Sir George's last presentation, which is on Health Manpower
Policies, Regulations and Requirements. Without further ado, I turn the chair
over to Sir George'Godber.

SIR GEORGE GODBER: For an awful moment, David, I thought you were
going to say, "We are delighted that this is at last coming to an end." Ifyou did
not say that, I could understand if you thought it.

We have a case history of health manpower happenings in the National
Health Service. Looking back at the Service's early stage§-it is difficult to
describe the manpower situation as a coordinated policy. I think we realized
relatively late that wg had to have a policy about manpower in the Healtt
Service, because it is one of the most highly labor-intensive services possible.

In the hospital section of the National Health Service, nearly 70 percent of
the reyenue expenditure goes on salaries rid wages, probably more now that all
lower-paid staff have received salary increases.

In general practice, two-thirds of the payment to general practitioners is for
remuneration, about one-third for expenses. But part of that, a large part, goes
for the payment of ancill'ary staff, so again, the major part of the expenditure
is on manpower.

In preventive work, most of the expenditure is probably on medical and
nursing salaries and salaries of supporting staff. And so, hiring policy in the
National Health Service reallY largely determines its total cost. If there are to
be substantial alterations in the running costs of the National Itealth Service,
these will be accomplished by employing more or less people.

The increase in National Health Service costs in 20 years in real .terms has
been 141 percent. The increase in manpower has been well in excess of 100
percent, but salaries, particularly for the lower-paid group, in recent years have
been substantially improved. Nursing salaries have gone up, I believe, a total of
60 percent in the last 3 years; I dealt with the breakdown on this during our
eighth discussion so I will not.go into further detail on actual costs.

Our first attempt at manpower control came quite early, and was rel ted
simply to hospital doctors. One of the things that happened as soon s the
Health Service began was that the under-staffed hospitalswhich were ost of
those outside of the large centers and teaching hospitalshad a marked increase
in the amount of medical manpower available to them. The consultant grade
particularly increased in the first year, or so. Then, since they were operating
within a fairly tight tiudget, some of the hospital boards began to increase their
staffs much more in the junior grades, particularly the senior registrar, the
advanced specialty-training grade. And that was what first brought us up
against the problem that we had far too many doctors in advanced training
grades for specialties, without places in the consultant grade to which they
could go. t



,

, The first intervention was to..have a review of all hospital' medical 'staffing in
each region by two senior consultants from a different region. They would go
around each region to reach conclusions about the 14c1 of staff required. (This
was a good example of the futility of entering into this sort of exercise without
any kind of guideline.) The consultants were given no plan; they. were just sent
out to look to see whether regions had enough staff or too many or whatever,
and they came back from the 14 regions with 14 different answers based on 14
different sets of standardsor not based on standards at all, more commonly,
just on guesswork. The main thing that emerged from this was that there were
wide divergencies between regions. The Newcastle region and the Northwest
Metropolitan region, for example, tried to apply rational standards of staffing.

There had been an earlier essay (before the Health Service began) at d

suggesting/ how the consultant services might be developed. Figures associated
with those recommendations were theoretical, but had sofne rational basis and
were related' to populations. They would have required, over time, something
like doubling the existing consultant staff. This seemed very large, and precise
calculatiOns based on those estimates were very much played down. In fact,
within about 15 years, they turned out to be very near the true position,
though not, I think, near the full needs as we would see them now.

There Were differences in the vigor with which regions tackled their needs
1

and differences in the allocation of funds. Funds had been allocated on the
basis of what regions had already, with percentage increases, a method apt to
"give most to him that hath and least to him that hath not." There was some
attempt at leveling up, but the numbers of staff available and the relationship
of additional staffing to additional funds made available were not at all
well-coordinated. The process, .therefore, was very gradual., Most of the
established specialties, such as internal medicine and general surgery, had been
staffed up; so the shortages were in other specialties.

In order to try to keep control on the growth in the consultant grade, a
joint committee with the profession was established, but all'it could do was to
review applications from the9regions for additional consultants.

The appointment of additional consultants was conditional on central
approval on the advice of this joint committee, which contained about 6
people representative of the profession, all outside senior consultants, and only
3 persons from 'thin the department and 2 6( their outside advisors. The
committee conlkiue to operate until succeeded by a somewhat similar
committee of a liffe nt name about 3 years aga. As far as I know, it did not
at any time vote on any decision; it always managed to reach conclusions by
consensus; but what it was doing was only deciding on applications for
additions 40 staff. Since people were mainly trying to fill up shortage
specialties, such as anesthesiology, this resulted in rationing the distribution. In
anesthesiology, shall we say, only 50 additional appointments might' be allo d
in a year, because it was calculated that in the year that was all the people e
would have trained fit for consultant appointments.

So it was not really manpower planning, and the committee Liras not able to
go to a region and say, "You have asked for 1 anesthesiologist, but your need is
clearly greater than other regions',, and you ought to have asked for 4 or 5,
which we would have given you in preference to giving a cquple each to some
of these other regions which have better staffing standards."
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There was also a firm limit, on -the senior registrar grade, which meant that
we had controlled entry to the last 4 years of specialty training. However, that
did not mean that we would not be faced with a lot of full-trained:senior
registrars with no consultant posts open to them-this simply meant that we
had put the, point of entry a bit further back. People knew that if they once
became senior registrars, they wer virtually certain to become consultants, so
they just milled around doing addftional 2-year registrar posts, in the hope of
getting into the senior registrar channel. Many of them could not succeed.

The profession itself indulges in a curious sort of double think on all this. it
upbraids the department for not increasing consultant establishments centrally,
but peripherally. It says (too often), "Well, of course, everyone else ought to
have additional consultant staff, but we can managqiin this district if we have a
couple of extra registrars to help us." That, I believe,,wai the principal obstacle-
to the rational grow of the consultant grade,and to the rational distribution
of doctors in hospi s etween the training grades and the consultant grades.
We still have a disproportion in spite-of all the central efforts, xhortation,
to get ,additional consultants appointed. We still have an absu no of about
1.4 juniors to 1 senior, which means that it is quite impossible th people in
training posts, in, say, surgery or internal medicine, to anticipate that more
than a fraction of them will ever get through m the consultant grade.

This is one of the main reasons for the dissatisfaction among young doctors
in Britain, and for the number of them who have emigrated. Because if
someone is trained onward and encouraged to get- additional qualifications up
to a certain level, and then-he is told, "Sorry, chums but you can try genertl
practice," he d'oesnot take kindly to it. By this time, the doctor is probably in
his middle thirties, is married, has a couple of children, and really has the need
to get himself established in a post for which he is trained. The chances for a
woman at the-bine level may be even-worse. And general practice requires its

4. own kind of training, not the training appropriate to, for eicample, a general
surgeon.

Of course, one cannot direct people to the right kind of training post. One
cannot say, "Everybody whose name begins with 'A' down to everybody
whose flame begins with 'DE' will be a Oychiatrist"-it is no use attempting lo
train people, in specialti4 forohiCh they have no vocation., Because the
pecking order in public esteem in the medical profession is still neurologists,
neurosurgeons and car4iac surgeons at the top, internal -medicine next, and
people like psychiatrists and geriatricians, a long way down; the younger
doctors are not encouraged to aspire to advanced training in the kind of
specialties in which, if they do have anyinclination,They could be most useful
and most certain of getting established. '

Radiologists'and radiotherapists seem to have provided one of our greatest
difficulties; they have tended to move off to emploYment overseas. I believe
that radiology is one of the more profitable specialties inANorth Ameticapi it
most, certainly ,seems to have attracted many of our specialists in the field.

In the last 10 years we have, in. Britain, tried to develop much 'more
effective career guidance, so that people will try to get training in the right'
specialties. We have endeavored to limit the number of junior posts hi those
specialties which we felt were overcrowded with junlors; and we lave tried to
persuade surgeons and specialists in internal medicine, and the like, to
recognize that a short period at the registrar level with them may be useful
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preparation for general practice, but 2 years is not. Slowly: we have overcome
part of the problem. .

.

Recruitment to medical schools during World War II and just after reached a
peak intake of about 2,500 a year, whiCh was really more than British schools
were equipped to carry. As soon as the schools had dealt with the'iTmediate
postwar rush, the Aake was slowly reduced. 1 -

Early in the MIth Service, doctors were not readily getting into
employment and 'this was not only into the consultant grade. For various other
reasons, it was for a time quite difficult to get established in 'general practice,
so the schools were reducing their intake. There was a feeling in the profession
that the intake was still too high, and the British Medical Association
approached the health department with a view to having an inquiry into what
the intake ought to be. An inquiry was set up by a committee under the
chairmanship of the head of one of the Cambridge colleges, who previously had
been Minister of Health, to estimate requirements. That was just at the
moment when the birthrate was at its lowest, and before immigration had,
begun. The old population forecasts were inaccurate, as was proved 10 year's'
later, by several millions. Thus the estimates given of the need for doctors were
far too low. The committee had algo to operate on a piece of rather superficial
guesswork as to what the requirements might be. \ .

The slowness 9f absorption into general practice ws in part due to some
financial factors surrounding general practice, some of which I have already
discussed. But the recommeadation of the committee was that the intake to
the medical' schools should further reduced to 1,760 a year. That had a nice,

intake over 4 crucial years up to 1960, because by 1960 the 1,760 figure was i
spurious precision about it. I 956, it had the effect of seriously reducinethe

still official guidance. Behind the scenes; though, schools had some encourage-
ment to increase their intake. Since then, the intake has increased (following
considerable expenditure and enlargement of schools and the establishment of
three new schools on the advice of a Royal Commission) to something like
3,600and it is so go up to 4,100. ,

However, the problem of hospital medical staffing was not being solved-by
the increasing intake. This was because the junior posts were increasing andlnot
the \senior established posts Consequently, a new working party was set up
jointlysix people from the profession and six people suggested by the
departmentsto review hospital staffing structure. It was only then that we
became aware of the extent of medical immigration. Various persons'
pronouncements had been dismissed has being those of scaremongers for

,suggesting that we might have 1,000.1,500 Indian, Pakistani and other foreign
medical graduates among the junior staff in our
head-count in 1960 we found that we had 3,600. Tha pt up on us because

11111k als. When we did a"t

we had not kept a precise record of where people came from. We merely had a
head-count of the staff.

Because of the general terms of the recommendations of this working
partyabout the need for reviewing hospital staffsa review was again . /
undertaken in each region. This time it was biased airsather firmer guidelines,
and it produced recommendations for increases (which were not exactly in line
for each legion because a different team was used for each, but which could he i
rationalized). We could simply take the median figure f9r staffing levels and
start to bring those regions below the median up to median level, with the hope

.. .
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of making further increases later. As usual, Scotland was able to get off the
ground more quickly, and had the money to pay for additional staff. Scotland
went the whole way, increasing consultant staff in their hospitals by 25 percent. 9
in a few years, whit Eng Itig and Wales still struggled along behind.

This was the Rig serious attempt at having a rational calculation of the.,
medical staff needed- for any puipose. At about that time also, we had the
move towaiil improving postgraduate medical education, which I have.
mentioned on previous occasions. It was clearly going to be necessary to review
some of our provisions for medical education, especially the London medical
schools, which then were preponderantly hospital-based and, not in X11 cases
well linked with the rest of the university. The best situation of British medical
schools educationally is atepresent (and has been for a good many years) at
provincial universities. This is generally recognized outside Londot medical
circles.

The Todd Royal Commission, set up in 1966, was to revibw the needs of
hospital medical education. We asked them as a first step to calculate what our
requirements for doctors were. The Commission had much fuller statistical
material about doctors than could be given to the previous committee, ad it
made an estimate of requirements for medical students upon which the 3,600
and 4,100 intake figures are based. I cannot claim that the Commission's
method was wholly defensible because basially 4t plotted the anntual number
of doctors in the Health Service and drew a straight line through the points and
then extended it. Then it counted out the foreign medical graduates in the
total and said, "We obviously must further increase the intake to British
schools in' order to reach this level." I believe the Coipmission overestimated

<--.
\--, what we will require in the more distant future, but I do not mind very much

because we will need all the addition that we can get, if we are to provide for
staffing the Health Service from our own medical training resources.

Meanwhile, during all, this time, doctors have been coming to Britain, mainly
from the Indian, sub-continent, but also from the eastern Mediterranean; and
some doctors have been leavingusually frustrated people who had hoped to
get into one of the specialtiesmainly for Canada and Australia. I suspect that
both countries will in future be cutting down their intake from Britain. No one
is quite sure how many doctors Britain lost, because some,went out and`some
came back. It mly well have been of the order Of 306a year, which is nearly
10 percent of Britain's present intake, and a gdod deal larger proportion of the
intake of 15 years ago. , .

Recruitment to the hospital service, however, has gone on with no central
attempt to check it; attempts are Made only to channel recruitment iiAo the
right 'grades. Sdmething of the order of 800 to 1,000 additional doctors have

' been added to hospital medical staff each year of the last 5. t

Recruitment to general practice has fluctuated a good deal more, being
mainly depend nt, on the payment structure for general practitioners. During
The last 5 years it has been running at something betveen 150 and 350 a year;
and the numbe of persons'in general practice has been steadily increasing. We
tried to attract people to the under-doctored areas by providing them wil,h
better facilitiesi% but we did not make as good use of that method as we might
have done. Now, with al'ealistic pay structure for general practice, I expect the
numbers in general practice to go on increasing steadily for-the foreseeable

'future.
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Ake influx of foreign medical graduates has distorted the career structure in
medicine even more. MOst doctors who collie from India and Paldstan do not
expect to stay, but a proportion of them do stay. Although, again, One cannot
give precise numbers (because some doctors born of British parents overseas
wife recorded among those born outside the British Isles), it is probable that
as ?lige a porportion as 13 or14 percent of ge,neral practitioners in Britain are
foreign medical graduates. In the consultant field the proportion is smaller, and
may be of the order of 8 perCentRossibly a number of these consultants are
from what used to be called the Old Commonwealth or they may be children
born of British parents overseas.

The-presence of so many foreign medical graduates has had a distorting
effect on the thinking of many senior medical staff in hospitals:They-expect to
be supported by more juniors than a rational system would allow them, and,
they sothetimes iliow the strongest resistance to adding, say, 1 consultant to an
existing total of 4, rather than 1 registrar to an existing total-of 3 in a
particular district general hospital: It is obvious to anyone looking at the
situation rationally that there must be more senior posts if there:is to be a
reasonable career pattern. It is not fair to say that certain kinds of surgical
work, for instance, are fit only to be done by junior grades. In fact, we once
had a count in one quite well-developed group, which showed u§ akortehalf
of the emergency operating was done by doctors in the rank of registrar or
below. That certainly cannot be in the patients' interest, and I believe not in
the doctors' interest either.

The hospital authoriti6s, when they-are short of money, have as-interest in
getting more for less, and so they are mcukely-to look for registrars than for
consultants if allowedto do it. That, we have tried to check.

With the present. financial difficulties, it will'be some time before that
situation is put right, but it was slowly moving in the right direction before the

' present financial difficulties. I believe there also will be -further changes in the
educational system as a, result of the Merrison Report on the control of the,
medical profession. This recommends the intioduction of an indicative
specialist jregistration which will strengthen the claim of the young, qualified
speciallits to be given more responsibilities when /hey are ready for them. I
believe that in Britain there ienow the possibility of effective control of the
size and rate of increase of hospital medical staffingAliere is an*ormous...
problem from past neglect which has to work through the system 'before the
pattern is right.

We had a problem of insufficient dental graduates, and we Frei a committee
of inquiry in the early 1950's which recommended a considerable increase in
places in the schools and much building. We have clonaniiich more to iniprel,e
'dental educational levels than we have medical education; aim' ,e4detal
education, at the

an
Service's beginning was in worse str than medical."

Today we have an output of dental graduates considered, su t 'Tor ou
future needs. Entry into the schools has been increased birou ifths.

The increase in numbers of nursing staff has been 125 percent in 4 years.
The increase in registered nursesfully-trained nursesis 1Q6 percent. YMehave
another group of nurses who are trained, designated as enrolfdd nurses, rplled
after a planned 2year training, which has increased by 200 percent. The
increase in student nurses is only about 16 percent frdm the beginnin of the
Health Service. ,
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Putting together students for the retster and pupils for,111 rolled rse
grade, the 'number of nursessoing into training egch year has gone. by a out
50 percent. 'We have also made greatly increased use of part-tim rses,
especially part-time trained nurses. I believe we are at last beginning to
recognize that if the population is in future,going to be nursed by trained
nurses, then we can no longer rely on the small number of spinster career
nurses, and a large number of students, who train and do, perhaps, 1 year's
qualified nursing. We have to look to nurses continuing to work in nursing after
marriage, and coming back to it, perhaps, in later life: This is happening on a
very substantial scale. The upper echelons of nursing have been more realistic
than those of medicine.

We are also recruiting more men to nursing. I cannot give you exact figures,
but very few men were trained in geneial nursing 25 years ago; now the
proportion being trained is quite substantial. The proportion 9f them who stay
on and eventually achieve senior posts (not because men are bOtter than women
but be-cause of the continuity of their presence in the hospitals) is really quite
surprising,

We have developed theoretical nursing establishments, which often are
greater than anything that is possible and realistic. We hive to remember that
with nursing students, as with students for the other professions involved in
health work and in medicine, we are taking people from the. pool that alke.
'produces people like school teachersa pool that is of limited size. Use of the
enrolled nurse and training pupils 'for that level ofinursing helps in this, but we
still use figures for nurse establishments which are rather unrealistic. They tend
to be what people have thought up, and then it is convenient to express the
position in terms of being 25 percent short of the establishment. I believe there
are but few places which reach the full establishment. The control of nursing
establishments is exercised by regional hospital boards, both in terms of
numbers and the budget available to them, with the really effective control
being by budget.

Rudolph Klein, in his book, Infla ion and Priorities, makes the point that
ong.of the results of substantially incr sing the salaries of nurses in the present
situation will be an ability to emplo fewer of them. That is something I
believe we have not really faced up to, either the Oople or the government.

There has been some modification in the traini4of nurses, and some of the
special registers, such as thai for training in infectious disease, have been
closed. But the main change has been the tevelopment of enrolled nurse
training.

The concentration of our hospital work on district general hospitals or their
group equivalents has meant that we now have a smaller number of
better-based schools. I belie nurse training to be better now than ever before.
We have tried to add emphasis to the status of students in nursing schools, but
we do not hive university nurse-training schools, as are established in so many
places in the United States. . '..

. There is some difference of opinion in Britain as to how far it is desirable to
provide degree \ courses for nurses. Personally, I believe that there is a
substantial nuniber of good nurses who would relish being able to take
university degrees together with their nurse training. But I also believe that a
high proportion of recruits would prefer either general nursing, hospital-based
or enrolled nude training (if we. do not put the two together, as the Briggs a
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Committee has sugge$ted) to a straight university course lasting `perhaps 4
years. I certainly do not think we would tyrant to.m ve to the sort of situation
existing in some South American countries, in whi h 4- or 5-year university
training is insisted upon for all nurses, and no o level of training is
acceptable. The result of this stricture is far too few nurses, ost of the nursing
being done by people with 3 weeks preliminary training, allowed by
onl-the-job learning.

One other small point in relation to nurse recruitmentin Britain we have in
some places adopted the practice of allowing girls wanting to go into nursing to
join cadet-training schemes in hospitals. These schemes do not place the girls
into the ordinary nursing situations, but give them dmployment within a
hospital context.

At this point, I really ought to give wife an opportunity to put me
straight, as I probably have been saying rong things about nursing. Do you

to?

LADY GODBER: Mainly, I would just like to say about the, cadets, that
they come at age 16 from school, and 3 out of their 5 days are spent in further
education, trying to reach their owetaxel, not in nursing, but in general
education. The 2 hospital days are spent not actually giving nursing attendance
to patients but in other related work. That is t only point I make.

SIR GEORGE GODBER: Midwives in B stain play' a more important part
tharonurses play in midwifery here. More than 80 percknt of the deliveries are
done by midwives. Midwifery is a separate training; most entrants to it are nurses
who take a further year's training in order to qualify as midwives. They are
legally allowed to practice independently; subject to the calling of medical aid,
if need be. As tarly all confinements are now taking place in hospitals, they
are not on their own, they are in hospitals where the oversight is obstetric, but
they play a more independent role within this setting than would be usual for
nurses, as I understand it, in the United States.

We have had definition and registration of eight professions supplementary
to medicine: radiography, physiotherapy, remedial gymnastics, occupational
therapy, chiropody, orthoptics, speech therapy, and laboratory technology.

, Each of these professions has its own board of egistration, and they are
group d together under a coordinating council. e expense of maintaining
this r tration system is, therefore, spread through the whole group of eight.

Trai g been made much more systematic. In some cases, such as, for ,
instance, la ory technology, much more use is being made of educational
establishments outside the hospital in training juniors for the national
certificate or the higher national certificate. The higher national certificate is
roughly at degree level. Also, in laboratory work, more graduate biochemists
have been recruited from the universities.

In all of these profeisions, the students who are learning,-on-the..job are paid,
or grants are paid to the students while they are being trained, through
educational authorities. Nurses are paid throughout their training, unlike some
nurse trainees in the U d States. The students do not pay for their tuition,
and are paid while they ar 'n the nurse training schools. The other professions
have been brought into line with this.
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.... Wye have not moved as far as we should in providing common content to the
training in some of these professions and technologies. In a few places, there is
sonie_ common content, but we could go a lot further in this, and some of the
work in Canada is an object lesgon to us.

There are other technologies that have grown up around.medicine, and the
scientific components of hospital medicine e physics and electronics andes
electrophysiology, and there is a group technicians concerned with the
fitting of hearing aids ordered by otologists. Because of our dissatisfaction with
the position of some of these technologists, who have been led into narrow
areas of work with no opportunity of further progress or training to a higher
level with a wider spread of expertise, we had a review of the whole subject
about 6 years ago. A committee under Lord Zuckerman's chairmanship
reviewed scientific services in hospitals, and made recommendations for the
organization of scientific 'services, including inter alia clinical, biochemistry,
physics and engineering. These supported the claims of the most senior
scientists to be treated on terms of equality with the consultants in the hospital
service. Some of our best clinical -biochemical libozatories are, headed by
non-medical biochemists rankings equally with their consultant medical
colleagues.

We are grouping theii technicians and trying to get them a broader training;
for instance, those engaged in looking after various kinds of electronic
apparatus and making -various kinds of recordings. This is a relatively recent
development, but it should improve the position of manpower in those grades.

Overall, the manpower in the professions, other than medicine and nursing,
exceeds the total of physicians employed in hoipitals. Whereas the doctors
have roughly doubled in numbers, these professions. and technologies have
increased three-and-a-half fold. -

.
The profession of pharmacy is separately contiolled. Pharmacists have been

legally registe for a long time. They are controlled by the Pharmadeutical
Society, w!lose Council, in the same way as the General Medical Cpuncil, has
certain government nominees to ensure that the profession's control is not a
completely closed shop. There are some university pharmaceutical. schools and
the provision of senior posts has been encouraged as a result of a recent inquiry
into the hospital pharmacy structure. There is now regional planning for the
development of pharmac utical work. Most dispensing in Britain is done by\.,
pharmacists working in independent pharmacies, dispensing prescriptions
ordered by general practitioners. The hospital group of. phrmacists has been
somewhat depleted in numbers, jnainly because of bad pay structure; but that
has been remedied, and I believe the numbers are now increasing.

Optometrists are separately register nder an Act passed about 20 years
ago. There was formerly considerable hostility between optometrists and
physicians who practiced ophthalmology, but-this has been much reduced. The
optometrists do about four-fifths of the eye tests done under the National

j-lealth Service.
.

.

"". The planning_of all this has not been at all well- coordinated. We tended to
have separate inquiries, except for the professions supplementary to medicine,
the 8 professions I Tenfoned, which wek reviewed by 8 separate subcom-.
mittees working under I ain committee, chaired by a distinguished surgeOn,
Sir Zachary Cope. As a res lt, a coordinated structure for them was devised.

':-
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There is4only a tentative approach to sharing in training and I think we all
know what ought to be done. The.difficulty is to persuade the professions that
they should do it. There was a very interesting move by the National Union of
Students (which is a union of students not only in universities) to provide a
single group for those studying in the health field, The Britisth Medical
Students' Association joinenhis, but I think they now are opting out again.
The National Union of Students publishes;threetimes a year, a little magazine
called Health Team in which students from other disciplines have been putting
forth very sensible ideas about increasing the element of common training in
medicine and these professions and technologies which work with it.

I believe we have made too little use of the sharing of skills of, for instance,
nurses and physiotherapists. If physiotherapists work a 5- pi 51/2-day week,
some of the advantage that their attention may have given, say, to the patient
needing postural drainage for a thoracic condition can bk lost in a weekend, if
no treatment is provided.

The boundary disputes that have occurred between the professions are
rather unfortunate. They would be the better if some of them were not so ,
much broken'down, as slightly lowered in height.

I mentioned dentistry earlier on, and the committee that considered the
number of places in dental 'schools. There has been a delikrate planned
hospital developinent of orthodontic and specialized dental services after a
special study by an' expert team. Orthodontics has been developed as a
specially based on the hospital. There is a relatively small number of dentists
who are doubly qualified (also in medicine), and after special training dentists
tend to take part in, for instance, maxillofacial work in plastic surgical units,
and to be appainted these on exactly the same terms as the'medically qualified.
Most dentistry goes on in family practice, oft in the community. The element
in hospital is really quite small, and that is centrally controlled in the sam, e Way
as the control of medical staff, though many oC the cousyItant -dental suiteons
spend rather more time working outside the hospitals than do the consultants
m the Medical agd surgical specialties.

That is a rapid run-over of the position. of the different professions. I have
not mentioned some very important grOups, such as the administrators. We
have greatly improved the training in hospital and health service administration
of people who are-not qualified in Any of the health professions, hough we
have not had university schools of hospital,administration such as you have in
the United States some of which have been in existence for 30 years.

There are other grades where training is important. For example, in the
management of siomestic services in hospitals, and training in catering and in
hospital cooking. These thiilgs have been undertaken usually on a regi nal
basis, often facilitated by one of our larger voluntary organizations,
Edward's Hospital of London. I felt it would really, perhaps, go beyond what
should have been the scope of this talk to go into detail about that.

DR. ABRAHAM tHORWITZ:- I Want to contradict what you said about
Latin America nursing.

,,

SIR GEO GE GODBER: I did not know you were there, but I am sure I
only said some countries.
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DR. HORWITZ: In some parts of North.America, it is even worse, but I
believe that you ha(ie been misinformed. To start, it is true that in some
countries, nurses have been fighting for years to have their profession
recognized as a university one. They have extended the teaching period a little
bit too much, but there was always an economical reason, because usually the
university profession has a better salary than the non-university one. But this is
a trend, that although it has continued,, has been strengihened with courses of
2 to_ 3 years' duration in many countries as first stages of a nursing career,
something that we in the Pan American Health Organization sponsor very
actively. But when you speak of the non-professional of the village having a
5:day training!

SIR GEORGE GODBER: I did say 3 weeks p're-employment.

DR. HORWITZ: Oh, well, I ink you see it is not so bad. The truth is that
there are many courses that I c give you more complete infoimation about
that happened to last between 6 a 12 monthsand I would say that these are
in the hundreds.

But what about the healers, the whole group of empiricists that we started
to train in the last year very actively? For instance, midwifery in the rural areas
of Latin America still is not done by midwives or the university graduate; it is
done by just the empiricists. They are 'being very actively retrained in basic
practices to avoid tetanus neonatorum and conditions like that, and they are
becomin)very active. We are a little bit tired in Latin America, you know, of
the barefoot doctor trying to be imposed o Wt have had a similar person
for centuries. We like to speak more of their heads than their feet, usually, and
cherish very much what they do. But I frankly believe that nursing is much
better organized in Latin America today, and that the professional and
nonprofaional are rendering a very valuable service. Now, I must agree with
you that we have too few nurses, that we should enlarge their numbers very
much because; actually, the physicians have too many activities that nurses are
much better prepared to do and could do much more efficiently.-On the other
hand, I do not sce any reason why nurses cannot become doctors, they would
do much better.

SIR GEORGE GODBER: I do not think I really need lo answer that
because I doubt that there is as much difference between us as there seems to
be. I know three South American countries, and I know that in each one of
them the intake is restricted to the university-trained, and in on'tof them, the
production of trained nurses through the university courses is one-twentieth of
the production of doctors. This is the sort of thing that I anijgetting 4,1 was
really talking about our situation and how important the degree course in
nursing should be. And I belitve that it ought to be an available option to some
nurses, not a requirement foN1 nurses..That is the only point I want to make.
Dr. Horwitz, of course, knows far'more about South America than anybody
else. -

DR. STUART SCHWEITZ R: You mentioned as one of the causes of the
dissatisfaction among the ounger specialists the underlying problem, of
over-supply of those trainees relative to the number of senior slots. Are you
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attempting to 'control the number of training positions to reduce that, or are
you trying'to increase the number of senior positidns, or are you not able to do
,either one? We have not been so successful in this country, either.

SIR GEORGE GODBER: We have substantially increased the :number of
senior positions. We did get the dumber of new consultant posts, over and
above filling vhancies, up to about 420 in I year, but it has been less since.
Our tart was 500 additional consultants a year; which would quite quickly
improv he situation. There is a problem in that' the extra recruits are wanted
mainly ,.....,Ilinical areas for which it has been difficult to recruit enough people
to train. Geriatrics is one, yvhich is often quoted, because a high proportion of.
those training in geriatrics in Britain at the present time are not British
graduates.

.

The answer is we try to preventltoo many people getting trained too far in
specialties for which there will be no places for them. We have stopped the
advanced training of excessive numbers,,and that has been the position for
quite ,a long time. The number of 'coming foreign graduatesihas always been
pushing us off-balance because it harnot hitherto been checked. It is certain to
be checked now because stricter requirements are being imposed for admission
to the British Medical Register. In Britain we can do this nationally, where in
the United States one has to deal with state registers.

The Merrison Committee recommended that there should be a much more
I strict examination of immigrants. The General Medical Council should not be

entitlpd simply to' admit to the register people about whom they have not
really been able to satisfy themseWes objectively that they 'were fit to be
admitted. As that happens, there will be a reduction in the intake. I hope there
will not, in-the present financial situation, be a reduction in the advancement
of people who ought to be advanced, who are already in the pipeline. That
means a good many more senior persons.

DR. CHRISTA ALTENSTETTER: if havt a question which goes somewhat
beyond today's session, but somehow it comes well at the end of your series of
lectures in which you developed a profile of the National Health Service, and
that question might put the National Health Service into perspective.

You have talked about policies, organizations, innovations as they have
occurred within the framework of the National Health Service. Somehow, I
wonder whether you can elaborate how in the whole health field the National
Health 'Service, with competition for economic resources, has fared in
comparison to other policy areas, education, transportation or some other
areas. Because organizational changes and allocation of resources in one
functional area usually are not going on just within the framework of one
paiticular context, like the National Health Service, but somehow are competing
with other interests outside. the National Health Service. How will you assess
the relative importance of health within the overall political system?

SIR GEORGE GODBER: I do not believe that health has been kiven
sufficient importance in Britain. I think that we happened to have devised a
particularly economical method of dept ** health' care. The increase in
expenditure on health in 20 years up to 1973 was, in real terms, 141 percen't.
In the same period, the increase in expenditure on education was 270 percent.
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The increase in expenditure on social welfare was, I believe, between 400 and
500 percent. The increase in expenditure on research was 500 percent. The

"increase in expenditure on Social Security allowances was 160 percent. These
are approximate figures from memory. So, health has lagged behind most other
things, except, I think, agriculture and defense which have been falling in
Britain.

The politics of this are difficult because we have a "Celtic fringe," and it is a
very vocal one. Wales, which was a long way behind, now gets 4 percent more
per head to spend on health than does England. And I mention that, only as a
measure of what the needs may be, because, after all, England has to support
that pensive luxury, London. That accounts for a heavy load because custs
are gh in the capital. Scotland has ataast 20 percent more per head to spend.

h Wales and Scotland have separate Ministers arguing for their health and
'they expenditures in the Cabinet. Whether that is cause and effect, I do not
ow, but Wales had, deliberately and with English connivance, more than

their apparent share of capital development their hospitals were even
worse than England's.

Scotland was allowed a capital program earlier, and that is a factor in its
greater expenditure:One has to follow through with maintenance expenditure
after one has built. But the Scots, for instance, have far more patients in
hospital at any one time in proportion to population. They have more days of
care in hospital than we have in England, and this is where the extra money
goes. It does not come just from Scottish taxation; it comes from United
Kingdom taxation.

Northern Ireland has had the same thing, but Northern-Ireland was even
more lacking in resources than Wales had been, and so it is partly justifiable. I
use those measures as indicating what England might have had. It would have
been seasonable to expect the increase for health to be larger.

If we had had 20 percent more, our position today would be still less than
the gain enjoyed by education. 1 cannot guess what would have been the most
appropriate thing to do. I do know that the French have what they call a social
budgetyou probably knoW more about this than I doin which health takes a
share. Health takes a larger share out of thesocial budget in France than out of
the corresponding budget in England, if the figures as published by govern-
ments are really compaiable.

DR. EUGENE GALLAGHER: I have a question on the manpower line. ,
About 2 years ago, a British physician expressed to me the, opinion that in
Britain too large a proportion of the talented youth were going into medicine,
and it would probably be better for, the country if more bright young peOple
went into engineering, science, and so forth. I was wondering if you had any
thoughts or opinion about thg.

'4 N

SIR GEORGE GODBER: There is no doubt that the academic achieVements
of the entrants to medical schools, on paper, are better than those of the
entrants to any other faculty, and this has been so for a long time. I do not
think it represents the attraction of much greater rewards, because although
medicine attracts rewards at the top of the range of professional incomes, it is
not the top, 'as it would be here in the United States. So I believe it fair to i
claim that medicine does attract a high proportion of the top academic quartile
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in Bntain, but I do not think tharit necessarily means that they are. the best
people for medicine. I think there is a different viewpoint: that medicine really
needs from its protagonists some human qualities which are riot necessarily
reflected under the whip of examiners. And so; we.may be losing something
through popularity in the schools by not taking in some more reflective,
mature students, who may come to this academic discipline rather later, and
elect to join it for more human reasons.

Julian Tudor Hart has written a paper in The Lancet about this. I believe he
carried the point too far because he said that children ofmedical families form
too large a proportion of the entry to medical schools. I do not see that beinga
member of a medical family is a disqualification in this particWar way. I cannot
see how one can say to the bright young, "You must not go there. That is for
people who do not do quite so well academically as you."

I' believe that there may be characteristics of people other than academic
achievement; these might be weighed more heavily in the selection of entrants;

DR. GALLAGHER. Then, let me ask,'is there any way to become medically,
qualified in Britain other than simply to go to a university starting at age 18 or
19 and finishing up with your class 4 or 5 years later? For instance, has anyone
thought of opening the doors to medicine for nurses of a more mature age?

SIR GEORGE GODBER: This is done to a very limited extent, not
enough, I think. But the Southampton Medical School, which is one of
Britain's new ones, has shown awareness of this. I would not like to be tied to a
figure, but my recollection is that Donald Acheson told me that something of
the order of 20 percent of their intake comprised people like this. Possibly my
wife could answer that figure?

LADY GODBER: I do not know.

DR. THOMAS D. DUBLIN: Sir Gorge, I have thoroughly enjoyed this
series of seminars on the National Health Service Act. I do have one interesting
new datum that may be of interest to you. I have just been able to assemble
smile American Medical Association tabulations. The net gain of physicians
between 1967 and 1973 who had their education in the United Kingdomtand
who are now part of or are members of our practicing profession here in the
United States, is about 54 per year. In other words, the rate of increase has been
very modest in terms of migration of British-educated physicians to this
country. This is contrary to some of le fears expressed by many that you have
beep losing a significant number of your physicians to the United States.

SIR GEORGE GODBER: Wb have lost more to Canada and Australia, I
think.

DR. DUBLIN: The,g1thef point I want to raise is one you may have touched
on, but if you have, I missed its indicatioh. We in this country and in Canada,
and I believe in many other places, are coping with the extremely difficult
problem of arriving at valid estimates of what is an optimal ratio of physicians
to poputation. We now realize that this cannot be done arbitrarily.in terms ofa
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total number of physicians because so much depends on the distribution in
terms Of specialty. And you are now calling general practice in England a
specialty as the Merrison Commission proposes it be designated.

In the United States we find such suggested disparate ratios as something of
the order of 6 per 10,000 or 60 per' 100,000 physicians for'primary care, and
ranging up to twice that figure, 130 per 100,000. In your experience in the
United Kingdom, where you hae observed the operation a general practice
in the community, where a patient's primary care services are delivered through
the general practitioner, wt are you kurrently estimating as an ideal or
optimal ratio of general practitioners or primary care physicians per unit of
population?

SIR GEORGE GODBER: We have no clear estimate of that kind. If I were
to give a personal guess, I would hope to see an average of 1 to 2,000, not 4 to
2,400 as now. So that means that I-am hoping to see a considerible addition to
the number of general practitioners. I believe it very difficult to make
comparisons between Britain and the United States because we do not think of
primary care in, the same terms at all. We do not really like the term primary
care very much, because we think of it much more as primary and continuing
care, with the continuing part being the most important. We als° have, with
.our sharp separation of the specialties and the consultant grade, a !bore
compact and (I might as well say it) on average a more highly-trained group of
people doing the specialist work. I do not mean that your top specialists are
not above our top, or below, or things like that. We keep the hospital specialist
work under. the control of a more compact 'group that has had longer training.
Whether that is good or bad, someone else must work out.

In this set up we have the generalist prOviding continuing care to a fairly
stable population and the,hospital-based specialist working in a stable district,
based on the district general hospital as the single supplier in the district. I
believe we. ought to be able to reach a more simplified and more rational basis
of staffing than it will, be possible to reach with the presently-envisage pattern
of planning of manpower development in the United States. I think i 's just a
practical fact off' life that you will not be able to produce such a tidy rmula.
Of course, it may be wrong to have a tidyiformula: I do not necessarily claim
that as a virtue. We ought, eventually, to be able to produce a clear estimate of
requirements.

It depends to some extent on whether there is any limitation in the
development of more'and mere highly specialized work. Are we going to stop
doing coronary artery transplants or reduce their number? Is someone going to
come up with more effective and more specific chemotherapy for the
treatment of cancer? There are all sorts of things such as these that one cannot
really foresee.

. -

Dk. 'DUBLIN: This may be an appropriate topic for another series of
discussions and seminars, but it does seem to me that if you are using the figure
of 1 physician (general practice ,physician) to 2,000 population, you are
expecting your physicians to work much longer hours and provide a much
more extensive kind of care than what we seem to be Ole to expect fropf ou;
own physicians.
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SIR GEORGE GODBER: Not necessarily. Your people find more work to
do. This is where Parkinson's Law comes in. But our kind of general practice is
quite different from yours; it has greater continuity. It therefore has less
frequent -occasion for prolonging a consultation. It does not elaborate
investigation in general practice because if one wants an elaborate4nvestigation,
there is a place to get that done and a man to do it.

This is the British way of looking at it. I am not trying to implant it; I could
tot foresee such a system in the United States. This is a reason why what w,e
are. proposing to do will not impose unreasonable time burdens on general
practitioners. There is an ongoing study on general practice by the Royal
College of General Practitioners called "Resent State and Future Need." And
the estimate is that in a fairly large sample of good general practices, the
average expenditure- of time in contact with patients wa.1 42 hours a week.

There is a lot more to medicine than being in contact with patients, of course.
There is a lot of learning to be done all the time. There is not so much business,
management of the practice as in the United States because our system doe( I
not need it. The 42 hours is not the total of a man's medical work, but it is not
an unreasonable burden. I do not believe you can justify the kind of judgment
you were making about the hours required.

DR. DUBLIN:. I am sorry tf I gave you the impression I was making a
judgment. I think my approach to this problem is that we do riot as yet have
the tools to make valid judgments. What I am trying to do is assemble in my
own mind as much information on which judgments are being made, and which
may ultimately remain on political eel, both in your country and ours,
without the introduction of the finite measurements that I think are possible
and are desirable.

SIR GEORGE GOD,BER: If you are going to use building blocks they must
be matching ones; and the British building blocks do not match your 'situation..
You cannot extrapolate from them very easily.

MS. MAGDALENA MIRANDA: Sir, George, are there ratios within the
Context of the assumption of some specific tasks and rolesbeing played by
others, like nurses and social workers? ,

SIR GEORGE GODBER: Yes, of course.
.

MS. MIRANDA You know, your expectations of tasks that are engagedcin
by doctors.

IR GEORGE GODBER: I may be Wrong in saying that it should be 1 to
2,000. It may be that with the increasing part played by nurses in general
practice, it wilt be quite satisfactory to go on at the present level. But I know
that there are places where I would estimate the level of available attention to
be too low, where there may be but 1 doctor to something nearer 3,00Q
persons..

All the time we are working on averages, and some of the doctors are over
'60 years old and possibly a little reluctant to get up in the middle of the night.

'148

1 5 (3



Not that it often happens in general ,practice, but it might be dangerous in the
car, too. ,

A

DR.-DUBLIN:n ttus country, in certainiSreas, we are caught with less than
1 physician per 2.500 population. .

SIR GEORGE GODBER: You would be quite right on my figures, wouldn't
you? Because I' physician does not provide all the services to 2,500 people. In
addition to the I general practitioner, in Britain oue would Mere in roughly
one-and-a-quarter doctors working in hospitals:

DR. DUBLIN: In your system.

SIR GEORGE GODBER: In our system, yes. But this is beca se 'we are
using a compartmented method of delivering medical care. We are using
building blocks that fit together, and, they are meant to.

LADY G ODBE R. I would dike to ask a question due to the fact that one
woncifis whether it is your view that a doctor who has 2,000 patients 'on his
list has 2,000 ill people, which lie does not. What is the average number of the
2,000 who visit the doctor? Can you give any sort of approximate answer? For
that could make the doctor's time much more busy if he saw his 2,000 patients
often.

SIR GEORGE GODBER: Let us assume that the average consultations of
general practitioners is four per person per year, or a little more. Of those,
three-fourths or more will be at the doctor's office. Most of the- visits will be
follow-up attention for people whom he knows very well already, and who do

,%not need a great deal of.further investigation, and he will be backed up by the
nurse's attention. In fact, only two-thirds of the 2,400patients will see the
doctor at all each year. The people making the heavier 'calls on him are the

ple over the age of 65,-and even more those over the age of 75. He gives
about two services a year more4o those over 65 than he gives to those under
age 65.. ,

MS. KATHRYN ARNOW: Does thit mean the pediatrician has the medical
,, care of the younger ones? Or d'o they not do well-baby visits or-things of that
sort?

SIR GEORGE GODBER: No; the general practitioner may or may not be
doing the well-ball'y care. This vanes with doctors; those who are interested in
it do this work. More of this is done by public-health nurses than by
pediatricians, but there is a group-ofdlictors still working in well-baby clinics
and providing some of the services in that area.

DR. MILO D. LEAVITT: Any other questions? With this afternoon's
presentation, our afternoons with Sir George come to a close. On behalf of all
of those of us who have joined you, Dr. Godber, may I express our deep
appreciation for your excellent review of the British National Health Service.
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We have truly enjoyedit.pr. Godber is going to be occupied, I think, for some
time in the future in the development of the written material that will come
from these presentations.

SIR GEORGE GODBER: Thank you very much, Dave. I thank all who so
faithfully came and listened to so. many words.
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. EPILOGUE

A vbmPlete bibliography on the National Health Service would be very long
and is not attempted. The talks were prepared from the limited reference

. material taken to the N.I.H. for a stay as Scholar-in-Residence at the Fogarty
Center; supplemented by use of the library resources there. Much is contained
in the Heath Clark Lectures for 1973, The Health Service. Past, Present and
Future, University of London, Athlone Press; and the Rock Carling Monograph
fdr 1974, Change in Medicine, Nuffield Provincial Hospitals Trust. For much of
the earlier material and more particularly the way in which some (actors came
together to produce change, reliance had to be placed on memory. There is,
however, an admirable source book in Rosemary Stevens' Medical Practice in
Modern England, Yale University Press, 1966. A useful review of The legislative
background is contained in Documents on Health and Social Services; 183:4 to -
the Present Day, by Brian Watkin, Methuen, 1975, although some of the
interpretation of events is disputable. However; there is no real alternative' to
returning to some of the contemporary papers for much factual material.

lLOfficial reports (annual or the product o special committees or commis-
sions) usually contain all the figures, but th constitute a maze through.which
few people have time to thread their way. As a result misquotation is common
and seldom corrected, and misinterpretation is often widespread. Nevertheless
some of the annual reports do provide over periods off` many years figures
which individually Mean little but in sequence do provide a guide to progress.,..
Searching they reports of a series of years is simplified if standard tables are used,
over long periods and the following five series of reports are particularly
useful in this way. The Ministry of Health, later the Department of Health and
Social Security, has published an Annual Report which is presented to
Parliament. The figures it provides are not easy for the uninitiated to find but
are particularly valuable as giving the earliest record of certain service activities,
numbers of staff, expenditure and capital development. They can trap the
unwary over the distinction between "health" and "personal social," and over .
the discontinuity which occurred at the time of the separation of responsibility
for Wales, but they are basic figures and the text may contain the only means
of dating some kinds of changes. The series is published by H.M. Stationery
Office from which it can be obtained. Since 1969 HMSO has published for the....--
department 'a better presented Digest of Health Statistics, now relating to
England but with some tables which give.eombined figures for England,
Scotland and Wales. This digest gives sdme figures going back 10 years and a
few back to 1949, and it includes some basic vital statistics as well as
considerable information on finance, manpower and activities in the various

*alth fields. It is an easier form of reference .than the annual reports unless
particular detail for a year is required. The series now appears under the title
Health and Personal Social Services Statistics for England. The Scottish Home
and Health Department also publishes an Annual Report as now does the Welsh
Office.
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A publication of the Government Statistical Service, called Social T4'nds, is
also published by HMSO and often contains valuable material relating to the
health field.

4
k

* The Chief Medical Officer of the Department of Health and Social Security
,publishes an Annual Report under the title On the State of the Public Health.
This series goes back to 1856 and contains a commentary on the health
situation compatible with its title. Over the years it has provided an account of
health progress in England and earlier Wales also. It includes contributions on
nursing, dentistry and pharmacy and considerable data about mortalitt. It is a
professional account without a political purpose. As CMO to the Department
of Education he formerly published a separate report, On the Health of the
School Child.

101
,

The Medical Research Council publishes an Annual Rep On on its activities
including position papers,on research in special biomedical fields.

The Cenjel Health Services Coungil>publishes an annual report whicrs laid
before Parliament. Its series of special reports bysubcommittees has been more
widely influential in, bringing about professional change, mainly in the
organization of medical, nursing, dental or pharmaceutical practice. One of the
standing committees produced a series of memoranda for general practitioners
which helped to bring about important changes in practice over hemolytic
disease of the newborn, management of spina MA, for example. All these
reports are obtain ble from Her Maresty's.StatiOnery Office or the Department
Of Health and Security. .

----- Many spec reports have been produced by ad hoc committees or
commissions. The most important are the Willink Report on the number or
doctors (1956), the reports Of the three Royal Commissions on Mental,Health
(1957), Medical and Dental Remuneration (1960) and Medial Education
0068), the earlier report by ,the Goodenough Committee' on Medical
Education (1944) and the report oi%the Merrison Committee on Regulation of
the Medical Profession (1975) so far as medicine Is concerned; and a number of
special reports on Nursing, Salmon 1966' and Briggs 1973; Pharmacy and
Pharmaceutical Services, Hinchcliffe, Sainsbury, Noel Hall; Scientific Services,
Zuckerman 1971. , 0,

A Hospital Advisory Service Was established in, 1969 to provide advice after
review visits to establishments for long-stay care in the hospital service? The
director of this service publishes an independent report addressed to the
responsible Minister. The s rvice was the result off' the investigation by special
commissioners of serious efects reported in particular hospitals and these
reports also were publish . .

After the Thalidomide tragedy a new systerri of control.of new drugs was
introduced, fast through a committee operating without statutory powers an
later through a Medicines Commission set up under statute. These bodies also
published their own annual reports and their work was for the whole United
Kingdom. , . f.,-,

A series of special reports- on Public Health and Medical Subjects, later
Health and Social Subjects, has existed since MO and is published by HMSO.
The most relevant to these conversations have been the series reporting the
Confidential Enquiry into Maternal Dea s, an enquiry into .Post-Neonatal

'Deaths and a series of reports by panels o e Committee on Medical Aspects
of Food Policy.
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The 'Registrar General's Department provides aAeries of annual statistical
studies from which most of the information on morbidity and mortality was
drawn and also undertakes the pratessing of the Hospital In-patient Enquiry
from which urnque information about clinical services in hospital can be
drawn. Special studies such as those in general practice are also published,

These are the main official publications but there have been many otheri
about the organization of the National Health Service, beginning with the
Government White Paper, A Health Service for the Nation in 1944, the
National Health Service Act of 1946 and vbrious subsequent amending acts.
The reorganization was presaged by a Green Paper (that is, a disgussion paper,
not settled policy) in 1968 and a second Green Paper in 1969, tbllowed by a
short consultative document in 1a71. There were also published plans of great
Importance on the Hospital Building PrOgram in 1962 and Health and Welfare
in 1963 ;

It would be impossible to list all the non-official publications, though some
have been of no less importance than the best of those from official sources. A
joint effort of theHealth Departments and the Nuffield Trust led to the
conduct of regional surveys of.all non-psychiatric hospitals during the period
1943 to 1945 and these reports were published by HMSO, giving a sort of
Domesday Book of the hospitals. The British Medical Association had set up its

-r

own Planning Commission, before the ,first White Paper. One of the most
'important contributions made by the profession to further develppment was
through a Commission which published in 1962 A Review of The Medical
Servicts in Great Britain, urging unification of the adminiprative structure.

Various ,reports on general practice have been published by Collings, by
Hadfield and by 'Taylor in the early years, but the most important factual
information is contained in two reports in collaboration with the Registrdr
General's Department (now Office of Population Censuses and Surveys) and
three editigns of a report on Present State and Future Needs of General
Practice. :The Cdllege has published other reports on a wide variety of aspects
of general practice. Theother Royal Colleges have-also published reports on es,

their own specialties and On specialty trainings.
The Nuffield ?rojincial Hospitals Trust has published a long serves of studies

on many health service'problems, most of them directd toward analysis of
possible progress in the service includingsuch subjects as screening and research
within the National Health Service. The series of Rock Carling monographs in
memory of one of the early leaders in National Health Service planning and a
collection of essays by younger doctors tatitled Specialised Futures are in a
different vein but give valuable insights intPhe Service's development.

The use of working parties set up jointly by the professionSpid the Health
Ministers has led to reports on hospital medieal staff, the three "Cogwheel"
reports on the organ' n of medical work in hospitals and most recently to a.
report on some a cts of general practice.

There have been. many books or short monographs including Medicine and
Politics by a former. Miniiter, Mr. Enoch Powell; Rationing Health Care by
Mic l Cooper, Social Policy by Richard Titmuss, Regional Development and

. IS'oci3fPolicy from the Centre for Studies on Social Policy and from the same
-; centre, Social Policy and Public Expenditure and Inflation and Priorities.

Complaints Against Doctors by Rudaph Klein is a useful commentary on 'a
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'subject included ii the report of the Davies Committee on Complaints
Procedures.

A recent contribution to the comparison of health seNices in eveloped
countries, giving useful statistics, is a McKinsey Report by Robert we11,
Health Care; The Growing Dilemma. A New Perspective on the Health of
Canadians, by M. Lalonde; and Health and Modern Australia, by Basil Hetzel,.
are also important for comparisons.
- The list could be endless, but this is an ou me ofsources. 4'
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