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I. INTRODUCTION 

e 

In April 1974, Britain embarked on a new course in its National 

Health Service (NHS). After 25 years of experience and change in 

British health care, the tripartite NHS (composed of Hospital, Public 

Health and General Practice sectors) was reorganized in an attempt 

to integrate and coordinate existing services. 

Reorganization has had two major aims: 1) improvement of 

standards of patient care in areas neglected by "mainstream” medi¬ 

cine in the past, such as geriatrics; 2) the introduction of a 

unified administration of management controls to make the NHS more 

integrated and effective. The emphasis throughout the structure 

is on collective decision-making and responsibility in an effort to 

transcend the traditional roles of Hospital, Public Health and 

General Practice. Unification of the NHS should make it easier to 

plan total health needs, whereas in the past planning has occurred 

separately in each of the tripartite components. 

Integration of the services demanded a wider perspective from 

health professionals than had been required under independent services 

in the tripartite structure. Reflecting that the Public Health 

officers have evolved to a point where many of their functions are 

outmoded or estranged from the mainstream of medicine, the reorgan¬ 

ized NHS has eliminated them and has created a new medical specialty: 

the Specialty of Community Medicine. As the principal agent for the 

planning, monitoring, and evaluation of the integrated health pro¬ 

grams, the Community Medicine Specialist is one of the potentially 
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far-reaching changes in the reform initiated in 1974. As the Can- 

w 

munity Medicine Specialist symbolizes the philosophical and Drac- 

tical reform in reorganization, the degree to which this health 

professional succeedswill be important in assessing this approach 

to health care. 

This study describes the emergence of the Community Medicine 

Specialist (CMS) in Wales in 1974. It will focus on the evolution 

of the CMS by examining 1) the background of the CMS in Wales; 

2) his fulfillment of stated responsibilities; 3) the short-term 

and long-term training given to the CMS. 
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II. BACKGROUND 

A. PRIOR TO THE NHS 

Britain has a long history in the development of government 

health services, dating back to the turn of the century at least. 

Between 1890 and 1910, there were developments in ways of providing 

and paying for medical attention. The first definite call for a 

State-operated medical service occurred in 1908 in the "Minority 

Report On The Reform Of The Poor Law". Then, despite a struggle 

with the medical profession, a system of National Health Insurance 

was adopted in 1911. A Royal Conmittee Report on NHI in 1926 noted 

that the insurance scheme had became an accepted part of life and 

concluded "the ultimate solution will lie, we think, in the direction 

of divorcing medical, service from the insurance system and recognizing 

it along with all other Public Health activities as a service supplied 

2 
from public funds." * 

Once established. National Health Insurance evolved over the 

years to cover gradually more people. In 1919, a Minister of Health 

was created. Then in 1931, the poor-law hospitals became adminis¬ 

tered by municipalities, and by 1939 virtual national hospital service 

was established to meet the demands of war. 

The British Medical Association, respresenting the medical pro¬ 

fession, had moved closer to the Labour Party by 1942, and the Report 

of the Planning Committee accepted the need to "provide a system of 

medical service directed towards the achievement of positive health 
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3 
of the prevention of disease, and the relief of sickness." * 1942 

w 

also saw the publication of the Beveridge Report which surveyed the 

various provisions of NHI and recommended "a health service pro¬ 

viding full preventative and curative treatmentof every kind to 

every citizen without exceptions, without remuneration limit and 

without economic barrier." * Lord Beveridge proposed a "compre¬ 

hensive National Health Service (that) will ensure for every citizen 

there is available whatever medical treatment he requires, in whatever 

form he requires it." 

In 1944, the Churchill Coalition Government published a White 

Paper (of intent) of proposals for implementing the Beveridge Plan. 

It was much the same NHS that was implemented: a fully comprehen¬ 

sive and free health service financed largely out of general taxation, 

with neither patients nor doctors compelled to use it. The BMA 

polled its members at this time and found that although 60% approved 

of a free comprehensive NHS, 78% were against control they envisioned 

g 
by local authorities and a majority were against the White Paper. 

This vein of feeling, together with the lobbying power of the BMA, 

assured certain concessions in the future structure of the NHS. In 

1946, with compromises worked out, the National Health Service Act 

was passed, and in 1948 commenced operation. 

B. THE NHS AND REORGANIZATION 

In 1948, even though the health services rendered by the NHS 

were revolutionary, the shape of the structure to implement them 

was very traditional. Sir John Brotherston writes: 

In fact, in 1948, we took over a traditional tripartite 



■ 



5 

set of arrangements for running our service (Hospital 
General Practice and Public Health) and by imposing 
statutory definitions on previously fuzzy traditional 
boundaries, the NHS increased the separateness of the 
three parts. Every school boy knows that all Gaul is 
divided into three parts; so too is our NHS. 7. 

Table I shews the structural organization of the original NHS. 

The tripartite set of arrangements mentioned by Brotherston refer 

to the three administrative parts of the NHS: 1) Hospitals (and 

Specialists) were governed by Hospital Boards with their own regional 

boundaries. Over the years, the Hospital sector became the most 

powerful lobby for the NHS budget. It became the arena where most 

of the money, innovations, and prestige accumulated. 2) Public 

Health services were administered by the Local Authorities. These 

services included maternal and child health, environmental health, 

home nursing, ambulance, screening, and communicable disease. Pre¬ 

ventative medicine, as in this country, became thwarted as a sideline 

to curative medicine. 3) General Practice—or Primary Care—was ad¬ 

ministered by the Local Executive Council, which unfortunately did 

not have the same boundaries as either of the above sectors. GPs 

in the original NHS were given the most autonomy and were allowed 

to remain independent contractors to the NHS. However, they also 

suffered from the tripartite structure in terms of being an ineffec¬ 

tive lobby for financial aid and improvement. 

Attempts over the last 25 years to create a mixture of Hospital, 

Primary Care, and Preventative Medicine have always run into the 

difficulty of the necessary joint-decisions and trade-offs between 

the three structures. Thus, the importance of the boundaries outlined 
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above came to bear not only in administrative duties, but also in 

terms of sovereignties and vested interests who sought to strengthen 

their own domain. 

The cummulative frustrations of a health service dedicated to 

the ideals outlined by Lord Beveridge but handicapped by an inade¬ 

quate structure, led to public discussion of reorganization in the 

1960’s. The Porrit Report of 1964 was the first overt advocation 

that integration of the local health services was necessary. 

Then in 1966, the Labour Government issued the first of two 

Green Papers(for public discussion) of its intent to integrate the 

tripartite structure. In 1970, the second Green Paper was published 

and noted that two significant decisions had been made: 1) the NHS 

would not be administered by local government, but by Area Health 

Authorities directly responsible to the Department of Health and 

Social Security (formerly the Ministry of Health); 2) the number 

and area of these Area Health Authorities (AHAs) would match those 

of local government, i.e. for the first time geographic health and 

government boundaries would be coterminus. 

The subsequentConservative Government concurred with the need 

for integration, and in November 1970, the Secretary of State declared 

in the House of Commons: 

The Government intend to unify the administration of 
the NHS—Legislation will bring the change into effect 
at the same time as alterations are made in the struc¬ 
ture of local government. The NHS will be administered 
by Health Authorities outside the government working 
closely with local authorities. 8. 
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Momentum picked up, and in 1971 the British Government issued 

a Consultative Document on NHS Reorganization which stated: 

Traditionally separate and distinct elements-hospitals 
family practitioners services, and community care- 
(should be responsive to) what the public needs and 
what the Health Service demands....organized so that 
its separate parts are planned and operated, not in 
fragments but as a whole. 9. 

The Consultative Document listed April 1, 1974 as the proposed 

date for the reorganized Health Service to commence, and gave impetus 

to delineating the exact form by which it would be administered. In 

1972 the Hunter Report and the "Grey Book" appeared outlining pro¬ 

posals for the managerial structure of the NHS. In Wales, a "Red 

Book" on managerial arrangements was a^so issued as the blueprint 

for the reorganized NHS in Wales. Finally, in 1973, the NHS Reor¬ 

ganization Act was passed by Parliament so that integration became 

a reality by April 1974. In the interim, the Health Service began 

readjusting itself to the changes in staff and structures it would 

undergo. 

The structure of the new NHS was emerging. New health boundaries 

and a new system of coordinating existing disciplines were created. 

The emphasis was focused on an administrative structure that could 

accomodate a new way of health care delivery. 

Reorganization involved not only a bureaucratic shuffling of 

positions, but also a reorientation to health care delivery. The 

NHS itself is in charge of delivering health care; hence it can act 

to generate services for those in greatest need, as measured by social 

or economic indicators. This aspect accounts to some extent for the 

emphasis in reorganization on preventive and community services; the 
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traditional methods of care failed to plan innovatively for the needs 

of such groups or populations of people as the chronically ill, the 

aged and the mentally handicapped. For example, although 67% 

of the MHS is actively concerned with the care of these services, 

they receive only 35% of the resources. (For more facts and 

figures on the "Special Needs Groups" in Britain, see the appendix) 

A prime motivation was to alleviate the needs of these people. One 

of the major aims, therefore, was to facilitate a "population-oriented" 

health care system. 

There is both philosophic and practical significance to this 

approach to integration, for it recognized that health services 

needed to center around the patients themselves. Brotherston notes: 

The most important component of a health care system 
is its population of patients, and an appropriate 
medicine approach seems an essential requirement without 
losing in any way our sense of the importance of the 
individual or the doctor-patient relationship. We 
have to learn to study the needs of populations at risk 
and to meet their requirements. 12. 

This concept of population medicine is inherent in reorganization, 

and seeks to transcend the various disciplines within medicine- 

something difficult if not impossible to accomplish given the com¬ 

petitive nature of the tripartite structure. 

The approach, then, was to organize the NHS (and the medical 

disciplines of which it was composed) around populations of people. 

In terms of medical administration and implementation of this idea, 

the team approach became the cornerstone of the new NHS. This 

multi-disciplinary team, composed of clinicians, nurses, community 
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physicians, and administrators would work in a geographic framework 

(district or area). They would effect collective decision-making 

and would bear collective responsibility for the delivery of health 

care to their locale. Who is responsible for coordinating the efforts 

of these teams as a population-oriented mentor? The Community Medicine 

Specialist. 

The structure of the new NHS follows from the approach outlined 

above. Table II illustrates the new structure in Wales, emphasizing 

the hierarchy of corporate function. The old sectors have been abo¬ 

lished but the overall responsibilities provided by the NHS remain 

the same: 

a) 

b) 

c) 

c) 

Hospital and specialist services formerly administered 
by the Regional Hospital Boards. 
Family doctor, dental and ophthalmic services trans¬ 
ferred from the Executive Councils. 
Personal health services previously run by the ILocal 
Authorities through their health committees. These 
include: 

*Ambulance services 
*Epidejniologic surveys 
*Family Planning 
*Health Centres 
^Health Visiting 

School Health services. 13. 

*Home Nursing/Midwifery 
*Matemity/child care 
*Vaccination/immunization 
*Other Preventative 
services 

As the table implies, there are two geographic entities which act 

as operational authorities in the new NHS: Area and District. 

The districts are the smallest sized units for which a full 

range of health services (listed above) can be rendered and integrated. 

These "natural" districts are based on hospital catchment areas; i.e. 

centered around a population’s use of existing hospital and corrmunity 

services. This gives them the advantage of being self-contained 
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and a geographic entity in terms of health services. The coordination 

r 

and planning of services for the district would be the function of 

the District Management Team (DMT). Each EMT is composed of an ad¬ 

ministrator, a nursing officer, a finance officer, two clinicians 

(who represent local hospital consultants and general practitioners) 

and a carmunity physician(a Community Medicine Specialist). Each 

district is contained within an Area Health Authority (AHA), and is 

responsible*-to it as are the individual members of the EMT to their 

AHA counterparts. 

At the area level the AHA is the basis for statutory authority 

14 . . . 
and planning. * Their boundaries are coterminus with those of the 

new counties or local authorities. They employ most of the staff of 

the NHS, although the GPs as independent contractors maintain a di¬ 

rect relationship to the EHSS in the form of Family Practitioner 

Committees. The AHA is responsible for the coordination and planning 

of services in the area. In the AHAs where there are more than one 

district, this requires a close working relationship with the districts. 

The Area Medical Team (AMT) has a membership similar in composition 

to that of the EMT. The CMS at this level whose role is analogous 

to the District Community Physician is called the Area Medical Officer. 

Other Community Medicine Specialists may exist at the area level by 

appointment of the Area Medical Officer(AMO) . These CMS are called 

Area Specialists in Community Medicine (SCM) and concern themselves 

with specific population issues of the AHA(e.g. a SCM concerned with 

Child Care). In Wales, the AMT is responsible to the Welsh Office, 

and thereby to the EHSS. 
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The Welsh Office is concerned with general health policy, 

overall planning and allocation of resources to the AHAs as well as 

15 
advice and coordination of the NHS in Wales. * It is responsible 

to the KISS for Britain. The DHSS, at the top of the hierarchical 

ladder, retains the ultimate responsibility for policy decisions 

affecting the NHS. 

Within this structural context, the Community Medicine Specialist 

is present at every level, occupying a pivotal role in the health 

services the new NHS provides. 

C. THE COMMUNITY MEDICINE SPECIALTY 

As noted above, the attempt to integrate the various services 

of the NHS on a population-oriented basis requires astute manage¬ 

ment by people oriented to community medicine. In response to this 

need, the Faculty of Community Medicine was created in 1972. The 

Specialty of Community Medicine is defined in the Standing Orders 

of the Faculty: 

Community Medicine is that branch of medicine which 
deals with populations or groups rather than individual 
patients. In the context of a national system of medi¬ 
cal care, therefore, it comprises those doctors who try 
to measure accurately the needs of the population, 
both sick and well. 16. 

In terms of existing disciplines, the Specialty would have "special 

knowledge of the principles of epidemiology, of the organization 

and evaluation of medical care systems, of the medical aspects of 

administration of health services, and of the techniques of health 

education and rehabilitation." * In this respect, it incorporates 
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the study of morbidity and mortality with the determination of 

needs for preventive and medical care services. 

The membership of the Specialty reflects this broad aim; to¬ 

gether with, the academic side of social medicine, is joined a groun 

of physicians who are engaged in public health and health services 

administration. Professor A.L. Cochrane, President of the Faculty, 

is a noted epidemiologist with a background rich in experience in 

health care. 

The Faculty itself is "to function as a faculty within the 

Royal College of Physicians in the United Kingdom, sharing their 

M 18 
efforts for the advancement of medical knowledge. * More speci¬ 

fically, the Faculty’s prime objectives are: 

a) to promote for the public benefit the advancement 
of knowledge in the field of community medicine. 

b) to develop community medicine with a view to main¬ 
taining the highest possible standards of professional 
competence and practice and to act as an authoritative 
body for the purpose of consultation in matters of 
educational or public interest concerning community 
medicine. 19. 

The Faculty has defined the CMS as a physician who possesses 

the skills of " a basic understanding of clinical practice, a familiar¬ 

ity with statistical methods, the relevant aspects of the social 

sciences, and the principles of administration and mangement." 20. 
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Who, in fact, is this Community Medicine Specialist ? In many 

ways, he is a Medical Officer of Health (MOH) or public health officer. 

Britain has known the MOH for over a hundred years. At first, his 

functions concerned mainly environmental hazards, especially transî- 

mitters of infectious disease. Gradually, this widened to include 

mental illness, infants, sick school children, and after 1929 the 

full range of hospital services. In 1948 and the NHS, the MOH lost 

h<bs responsibility for the hospital service, but gained respeonsibility 

for nursing, health centres, and ambulance service. The traditional 

functions of the MOH, however, have evolved to a- point where he has 

became separated from mainstream medicine and the prestige of his 

hospital and primary care colleagues. Medical technology has brought 

communicable disease under control; the MOH became a consultant in 

a limited sector of preventative medicine. 

All this is not to say that the MOH did not concern himself 

with community medicine. However, even though he supervised the 

health of his canmunity, there was no official means for him to 

assimilate the needs of his area or to translate these needs into 

the clinical mainstream. 

The philosophy inherent in the community approach to medicine 

links curative to preventive medicine. By eliminating the MOH and 

creating the CMS, the British acknowledged his new function as trans¬ 

cending existing structures and being oriented to the canmunity in¬ 

stead. Integration and the creation of a specific Specialty should 

facilitate the role of the CMS. 
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What is the role of the CMS ? According to the Hunter Report 

and the Grey Book, the CMS has the following responsibilities: 

a) Procurement and Interpretation of Health Information 
b) Planning of Health Services 
c) Management of Health Services 
d) Advice and Assistance as a Consultant 

Health Information, the data base on which decisions are made, 

represents the cornerstone of the Specialist’s efforts. Utilizing 

expertise in epidemiology, he is responsible for a systematic inves¬ 

tigation of the health situation of the community. Besides tradi¬ 

tional statistical information, he will have a role in collecting 

information and analyzing different approaches to health care de¬ 

livery. To this end, he has the collaboration of local government 

services. The typical "profile" information will include figures 

on 1) Demography 2)Morbidity and Mortality data 3) Physical 

rsources 4)' Manpower 5) Needs and Demands for Services. Some of 

the representative figures for such health information are discussed 

in the Appendix. 

Planning involves assessing the resources of the domain and al¬ 

locating them according to the priorities of the team. By formulating 

policies in relation to the needs of the population, the CMS will 

serve as the primary health spokesman for change in his area. 

Management of health services entails two main tasks for the 

CMS: 1) "to monitor and to evaluate the operation of all health 

services, including their working relationships with related ser- 

vices provided by central or local government’.' * This is not in¬ 

tended to be a clinical audit or to interfere with the clinical 
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audit or to interfere with the clinical autonomy of the physicians, 

but to assess the effectiveness of projects and make alternative 

suggestions. 2) "to promote improvements in organization and deli- 

92 
very of health services with available resources." “ * For instance, 

this might entail encouraging more general practitioners to form 

group practices centered around health clinics. In addition to the 

above tasks, the CMS is responsible for the coordination of preventive 

care services such as immunization, screening, health education etc. 

Advice and assistance relates to the CMS role as a consultant 

to groups and agencies outside the MRS as well as to colleagues within 

the Health Service. Such groups would benefit from the CMS advice 

on proper environmental hygiene, communicable disease control, health 

education and delivery of social services. In addition, by giving 

advice to community groups as well as health boards, the Specialist 

23 
will serve as a patient advocate from a professional persDective. 

What will be the training for the Specialist ? As indicated, 

the CMS is seen as superceding the MOH, so therefore in the interim 

until specific training programs produce enough Specialists, it is 

likely that the CMS will be recruited from existing MOsH and Hospital 

Board personnel. Thus, for now, training will be dictated by whatever 

background the individual has plus the short-term orientation he has 

received. In the long-term, the question of training is important; 

the Hunter Report envisions a variety of disciplines such as epidemi- 

ochôgy , statistics, social services, and mangement. Anumber of such 

programs, supported by the Faculty of Community Medicine, are underway. 
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III. THE SITUATION IN WALES 

Wales, with a population of 2.7 million, was divided into 

eight Area Health Authorities with a total of 14 districts. The 

geographic location of these health boundaries is shown in Figure A. 

It should be noted that only five of the AHAs contain two or more 

districts; three AHAs are so-called "single-district" areas. The 

AHAs and the counties are coterminus, but the districts do not al¬ 

ways parallel government boundaries. 

WELSH REORGANIZATION AND THE CMS 

Reorganization in Wales resembles that of England in most re¬ 

spects but differs in requiring only two tiers of administration 

(area and district) to deal with its comparatively small population. 

Within these two tiers, the CMS functions in three main capacities: 

the Area Medical Officer (AMO), the District Community Physician (DCP), 

and the Area Specialist in Community Medicine(SCM). The role spe¬ 

cification for each is outlined in the Red Book on "Management Ar¬ 

rangements for the Reorganized NHS in Wales” and will be discussed 

below. 

The AMO is a member of the Area Team and works at the issues of 

coirmunity medicine at the area level. According to the Red Book, his 

Spheres of activity are: 

DHealth Information — he keeps up to date on the health 

needs of the area's population and initiates special 

studies for research into these needs. For example, if 
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his area contained a large population of retiredmine workers 

he might initiate a study into what medical needs they have 

2) Planning — With the data base at his disposal, he recom¬ 

mends are operational health care policies. He forms a li¬ 

aison with the district in drawing up guidlines and pri¬ 

orities for the District Team; he challenges district plans 

and provides specialist planning assistance to the DCP. 

3) Management — He meets with the DCPs to review information 

and achieve mutually agreed goals in health care; he is 

responsible for monitoring and coordinating the efforts 

of the districts in his area. In addition, he is respon¬ 

sible for managing the health services of the area such 

asspecial needs groups, occupational health, screening, 

and health education and ambulance services. 

4) Medical Services — He provides certain services to local 

government in the form of advice on environmental or 

school health. 

5) Advice and Assistance — He gives advice as a Specialist 

to bodies outside the NHS (such as Education Authorities, 

or Social Services Dept) as well as to bodies within the 

NHS (AHA and the AMT). 

The DCP, as a member of the District Team, has the following 

main responsibilties; 

1) Health Information — He collects and maintains a health 

profile of the district. 

2) Planning — He formulates plans, after review of the pro¬ 

of services within the district, implements plans, and 
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provides surveillance of the effectiveness of the plans. 

3) Management — He coordinates the health services provided 

by the clinical medical officers concerned with school 

health, vaccination, screening, and inmunization; he per¬ 

forms liaison with the social services. 

4) Medical Services — He serves as an advisor in environ¬ 

mental and school health, as well as performing communi¬ 

cable disease control. 

5) Advice — He advises hospital and primary care colleagues 

as a Specialist. He also provides assistance to Community 

Health Councils and various voluntary bodies. 

The Area Specialist in Community Medicine (SCM) is on the staff 

of the AMD, and is cdtsCemed with a sub-specialty within the community 

medicine of his area. These sub-specialties are : 1) Planning —pro¬ 

viding medical expertise in the preparation and implementation of 

plans; 2) Epidemiology and Statistics — collecting, analyzing, and 

advising on health care and demographic statistics as well as carrying 

out special investigations; 3) Manpower — planning for the most ef¬ 

fective use of medical manpower, facilities, and training programs; 

4) Child and School Health; 5) Special Needs Groups — assuring 

adequate health care for people at special risk. In sane of the 

areas, all these SCMs will be present; in others, because pf less 

population to be covered, the full complement my not appear and 

more than one subspecialty my be covered by one SCM. 
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The number of positions in Wales for the CMS include one AMO 

e 

for each of the 8 areas, one DCP for each of the 14 districts, and 

18 SCMs scattered among the areas. In addition, there are positions 

for CMS to function at the all-Wales level in the Welsh Office. 

The procedure for staffing these posts is beyond the scope of 

this study. In the year preceding the deadline of April 1, 1974, 

there was much upheaval in a formerly secure profession, as doctors 

suddenly found their old jobs gone and special scrutiny given to 

staffing the new roles. As there were less new positions in community 

medicine than in the old hospital and public health management roles, 

a doctors's position was by no means certain; a curriculum vitae 

had to be submitted and an interview arranged. Due to the stringently 

high standards the NHS placed on the CMS, not everyone qualified 

for the Specialist posts, much less the positions in the sub-specialties. 

The result was that some doctors were disappointed, and some posts 

were left unfilled by April 1974. 



■ 
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IV OBJECTIVES-^ETHODOLOGY-RESULTS 

r 

A. OBJECTIVES 

This study is intended to describe the emergence of the 

Coirmunity Medicine Specialist in Wales in 1974. It will focus 

on his position at an area level and a district level with the 

following aims: 

I. Background — 

a) Obtain background information on all the CMS within 

the NHS in Wales, including such aspects as date of 

appointments, age, sex, professional and geographical 

background, and exposure to reorientation courses in 

an effort to define factors that may affect the outlook 

of the CMS in his new role. 

II. Function — 

a) Define the actual responsibilties of the CMS measured 

against the ones stated in the official job description 

to see what his self-concept is in his new role, and 

what aspects of his job are occupying most of his time 

in the early days of reorganization. 

b) Identify seme of the factors that might hinder his ef¬ 

fectiveness in his stated responsibilties, and see 

whether these might change over time. 

III. Education — 

a) Define the specific training for this job, including 

the short-term reorientation given to the present 
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specialists as well as the formal training curricula 

proposed to train the specialists of the future. 

B. METHODOLOGY 

A period of 8 weeks was spent in Wales gathering background 

data and interviewing Spcialists. During this time, work was co¬ 

ordinated with the Department of Social and Occupational Medicine 

at the Welsh National School of Medicine and greatly facilitated 

by the Welsh Office. 

I. Background — 

a) Data on numbers of specialists, time of appointment, age, 

sex, degrees and dates of degrees, professional and geographic 

background (i.e. in which part of the NHS they had chiefly worked 

prior to reorganization) were all made available by the Welsh Office. 

II. Function — 

a) Once the backgrounds of the Specialists were amassed, it 

gave enough perspective to approach the question of function. There 

essentially three levels of CMS in the Welsh NHS: AMO, DCP, and SCM. 

At the time of the project, which was only two months after the in¬ 

ception of the Health Service, all 8 of the AMOs and 13 of the 14 

DCPs had been appointed, but there were still 7 of the 18 posts va¬ 

cant at the SCM level. Therefore, it was decided to approach the 

question of function at the level of AMO and DCP only. 
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A simple questionnaire was devised, listing the official 

functions as listed by the Hunter Report, the Grey Book, and the 

Red Book of job descriptions.for each of the two levels under con¬ 

sideration. The questionnaire was structured so that the recipients 

were asked to rank numerically the absolute importance of time 

spent now and the value ascribedto each function listed on a scale 

of 1 - 5, with #1 being the highest and #5 being the lowest degree 

of importance. Then, the same exercise was performed again for the 

amount of time and value they envisioned in the future. Thus, it 

was hoped to gain an idea of the various weights each function carried 

in the early days of reorganization and to gain an insight of how 

a couple of years might modify it. These forms were distributed 

to all 8 AMOs and 9 of the 13 DCPs. Arrangements were made at the 

same time to interview the recipients at a future date. 

b) The actual interview consisted of going over the questionnaire 

with the Specialist and answering any questions he had about it. 

Then a period of discussion follwed concerning: (1) how his profes¬ 

sional background may have affected his present outlook; (2) what 

problems posed the greatest difficulty for him. in his new role and 

what he saw as his first priority in overcoming them; (3) what his 

experience was with the reorientation, and whether in retrospect 

he would change its character, content, or timing; (4) his view 

towards continuing education for himself at the present, and the 

training programs that would be turning out the CMS of the future. 
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III. Education — 

a) An attempt was made to define the actual programs of reori¬ 

entation (giving the one in Wales as an example) and relating the 

Specialists’ comments to its efficacy. This was accomplished by 

abstracting: fran the syllabus and talking with FYofessor Lowe, the 

organizer of the Welsh program. 

b) Finally, the curricula of the formal training program for 

the future CMS was defined. This material came from talks with 

Professor Cochrane, President of the Faculty of Community Medicine 

and from a White Paper the Faculty put out. 

It was felt that the above methods gave the greatest latitude 

in defining the background of the CMS and a working idea of his 

role two months after NHS integration. The study itself is descriptive; 

there are no hypotheses being tested. Yet this approach plus a sub¬ 

jective type of interview technique allowed many consistencies to 

emerge. 

C. DATA RESULTS 

In each category (Background, Function, and Education) results 

are presented in the form of accompanying tables. A short discussion 

of the results follows each presentation, highlighting aspects that 

will be considered later in a general discussion. 
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I. Background — CHS Profiles 

r 

The profiles compiled of the CMS in Wales are broken down into 

components in Table III. The information shows some consistency 

with information gathered on attitudesduring the interviews. The 

data will be presented in three categories: 

#1 Appointments/vacancies: As previously mentioned, not all 

the posts have been filled. In general, as seen in the figures on 

the time of appointment, the AMO and DCP posts were given priority 

in the selection procedure, the majority being filled prior to 1974. 

The SCM level shows both the highest number of vacancies and the 

more recent dates of appointment. It is lack of qualified applicants 

that is cited for the reason for the vacancies. Yet the mere lack 

of SCM appointments is also hampering the efforts of the AMO and 

DCP in performing their statistical and planning functions. The 

one DCP post vacant is being covered by the AMO(thus coloring the 

distribution of his time and value in his stated function). 

#2 Age/Qualification/Sex: As the figures indicate, the average 

age of the AMO is highest at 49, followed by the DCP at 48. The SCMs 

as a group comprise the youngest comprise the youngest level of the 

specialty within the Welsh NHS. All three groups of CMS show a wide 

range of age distribution which spans over 20 years between the youngest 

and the oldest in each category. The year of degree qualifications 

adhers closely to the age data with respect to both mean and range 

of dates; the AMOs as a group obtained their educational background 

earliest. All the AMOs and DCPs are male, and only 2 of the 11 SCMs 
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are female. These figures indicate mainly middle-aged males hold 

jobs as Specialists in Wales at this time. 

#3 Professional Background: In every category of CMS, there is 

a predominance of Specialists from the former Public Health sector. 

Most of the CMS also worked in Wales prior to reorganization. There 

are several Specialists who have had experience in more than one sector, 

but for the purpose of determining outlook, only the principal post 

held prior to reorganization is examined. The highest proportion of 

CMS with hospital experience occurs at the AMO level. This fact may 

have some correlation with the AMO being the most powerful of the 

CMS listed and having to deal most often with hospital problems. 

However, the fact remains that public health experience predominates 

among the CMS in Wales. This may prove significant in their short¬ 

term efficacy, for most of the problems and budget requiring attention 

in 1974 relates to the hospitals. 

II. FUNCTION 

For the results of the averaged questionnaires, see the adjoining 

Tables IV and V. A short discussion of each part will be divided into 

AMO and DCP sections, following which an attempt will be made to draw 

together the relevant part of the questionnaires with that informa¬ 

tion which preceded this section. Numerical ranks for time and value 

in the questionnaires are: 

5 = very little 
4 = less than average 
3 = average 
2 = greater than average 
1 = considerable 

time or value 
ii ii ti 

it n ti 

it ii ii 

ii ii ii 
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AMO QUESTIONNAIRE 

r 

#1 Provision of Health Information - 

a) Epidemiology: As the figures show, most of the AMOs placed 

a high value (2.0) on Epidemiology (both the traditional communicable 

disease and the new profiles in population disease), for it is on 

this foundation they are called upon to answer questions on existing 

modes of health care delivery as well as improving it. Normally, 

they expect to delegate this function to a SCM a merely keep appraised 

of the figures. However, few qualified statisticians make this 

function difficult to delegate to a SCM at the present time, and the 

AMOs are finding they are spending a cosiderable amount of time on 

collecting and analyzing health data (time = 2.3). In the future, 

however, the AMOs see this function requiring less of their time (2.6) 

but becoming more important (1.3) as plans are initiated. 

b) Manpower, under health information, was interpreted as the 

staffing and organization of the NHS. This received high value from 

the AMOs (now = 1.4 and future = 1.5) mostly in relation to reorgan¬ 

ization and the problems of establishing a bureaucratic structure. 

Therefore, although much time is being spent now (1.9), they expect 

to spend less of their time (3.1) on this function in the future. 

c) Services were interpreted as information on existing medical 

services such as ambulance, family planning, and the various types 

of facilities at the AMO's disposal. Both time (1.7) and value (1.4) 

received high ratings, indicating that the AMOs placed a high priority 
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in establishing an organized network of services to carry on the 

work of the old sectors. Once again, they expect to spend less time 

(2.8) in the future on such activities as they delegate responsibility 

to others, but would continue to place a high value (1.8) on them. 

#2 Policy Formulation and Planning- 

For the most part, the AMOs see themselves as primarily health 

care planners both now and in the future. The response to time spent 

now varied according to whether they had the staff to back them up 

(e.g. SCM in Statistics) as well as hew much time they needed to ac¬ 

quaint themselves with existing services and personnel. Time of 2.8 

does not accurately reflect these differences, and it should be noted 

that the distribution of responses was skewed. In the future, it is 

clear that the AMOs see themselves spending more time (1.8) and giving 

a higher value (1.5) in carrying out operations research (presently 

given a value of only 3.8). Likewise, formulating health policies 

will assume importance (1.1) and take a greater amount of time (1.2) 

in the future. 

#3 Management and Coordination of Services 

a) DMT performance: The response to monitoring this aspect of 

health care was relevant in only 5 of the 8 areas with two or more 

districts. In the other three there was no DMT to monitor. In the 

five multi-district areas, an average amount of time (2.6) was being 

spent with a greater than average value (2.0) attached to it. This 

takes the form of meetings anywhere between one and two weeks with 

ths DCPs. A slight increase in both time (2.0) and value (1.8) is 
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seen in the future as conmunications become more established and 

policies become a greater part of the NHS in Wales. 

b) Special Needs Groups, such as geriatric, mentally handicapped, 

etc., are provided a SCM in the Red Book, but for the most part much 

of the work is now being done by the AMO. This is relatively high 

priority for the AMO, receiving greater than average rating for both 

time (2.3) and value (2.1) for the present and slightly higher for 

the future (time =2.1 and value =2.4). 

c) Social Services: Little time (4.3) is being spent in liaison 

with the social services department although it is given a higher 

rating of importance (2.6). Seme of the reason behind this appears 

to be the fact that the secial services have a separate administrative 

structure. However, as administrative roles became established, more 

coordination is hoped for in the future (time =3.2 and value =2.4). 

d) Professional Relations and Communication: This ’function* 

was listed by the AMOs under ’other' in their mngement function as 

an important and time consuming aspect of reorganization. Both time 

and value were rated as approximately 2.3. For some of the AMOs this 

function was specific to the people within the AHA they were unfamiliar 

with (e.g. establishing contact with hospital personnel by a CMS with 

a public health background); for others, this role of establishing 

professional contacts required less time as patterns of communication 

had been established in prior posts. Thus, AMOs who were from Wales 

prior to reorganization were at an advantage. This aspect of management 

was expected to increase slightly in importance (2.0) but the time 
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was expected to decrease (3.0) in most cases. 

#4 Medical Services to Local Authority?— 

a) Again, two different administrative structures (NHS and Local 

Authority) are in process. Services presently offered through the 

DMT, such as advice on communicable disease, were given less than 

average time (3.4) and expected to occupy still less (3.8) in the 

future. This function was, however, given a higher than average 

rating for importance(2.4), reflecting a recognition for cooperation 

with the Local Authority. 

b) The services offered through the area staff (e.g. SCM) shew 

a similar picture to that above for the DMT with time presently 3.5 

(future expected to be 4.0) and value of 2.6 (future = 3.5). 

#5 Advisory as a Specialist- 

a), b), and d): Social services, education authority, and voluntary 

bodies are all structures outside the NHS and were given low ratings 

for both time (4.8) and value (3.6). Little change is seen in the 

future. 

c) and e): .The AMOs clearly see themselves as Specialists in 

an advisory role to the APIA and the AMT-namely their own structure 

within the NHS. It is at these levels they are new spending much of 

their time (AHA= 1.5 and AMT = 1.0). They envision spending at least 

as much time in the future as well (AHA =1.2 and AMT = 1.1). It 

is at these levels that policy decisions discussed before will be 

made and implemented. The value ascribed to giving advice to these 

bodies was the highest recorded (1.0) both new and in the future. 
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DCP QUESTIONNAIRE 

r 

#1 Provision of Health Information - 

a) Environmental health received a low rating in terms of time 

spent (4.2) for the most part because the work is being carried out 

by a special Environmental Health Officer. Host of the DCPs saw :h 

themselves in more of an advisory capacity, or perhaps lobbying 

through the DMT for a policy that would have environmental implications. 

Value was given 3.9 and little change is seen in the future. 

b) Maintaining the health profile was seen as an integral part 

of "the new system of providing health care on a population-oriented 

district basis. Many DCPs indicated they would have to start from 

scratch in building a data base, while others would have an area 

SCM to assist them. Time spent inaccurately reflect these differences 

at 2.0. It was recognized that this aspect of medical information 

might have an integral part in the formulation of future policies, 

so that values were the same for now (1.3) and the future. 

#2 Policy Formulation and Planning - 

a) The DCPs gave high ratings to both time (2.3) and importance 

(1.5) now to policy formulation for their districts. They expect 

their participation in this function to increase in the future (time=1.2 

and value = 1.2) as the staffing allows them to complete their 

data base. 

b) Special studies likewise received high ratings, for it would 

be through these area-assisted studies that they might lobby for the 

needs of their corrmunity. Time spent new was 2.4, mainly because 
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few studies have been initiated thus far in the fledgling NHS. This 

rating is expected to rise to 1.8 in the future. The value of 1.8 

reflects a recognition of the importance of such studies as hospital 

demand and special needs groups in forming policy. This is expected 

to rise to 1.4 in the future. 

#3 Management and Coordination of Services - 

a) Coordination and liaison of services in the effort of preven¬ 

tive medicine on a district level was presently occupying slightly 

less than average amount of time (3.2) for the DCP but most of the 

Specialists saw this aspects of their management function very im¬ 

portant now (1.9) and in the future (1.8). Most indicated that pro¬ 

grams for the future would involve liaison between preventive medicine 

and child health, and time is expected to go up to 2.1. 

b) Child Health was treated similarly. Time spent now was 2.3 

which corresponded closely with the value of 2.1. These values were 

see to remain much the same in the future. 

c) Social Services were given slightly less than average amount 

of time (3.3) and roughly average amount of importance (2.9) for the 

same reasons given above for the AMO. Difficulty in liaison because 

of nthe state of the reorganized Social Services Department" was ex¬ 

pected to persist in the future, and time (3.6) and value (2.9) 

reflect this attitude. 

//4 Medical Services to Local Authority- 

a) The lew figures given to environmental health (time = 4.0 

and value = 3.6) represent the factors discussed above with respect 
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to delegation of duties to another person. Little change is seen. 

b) Communicable disease control is seen as an ongoing function 

from the old NHS, and although rated as important (2.4), it is given 

little of the DCP' s time (3.6) both new and in the future. 

c) Occupational Health was listed under 'other’ and defined as 

the required certification given by the olf public health sector to 

certain employees (in terms of a physical and a chest x-ray) stemming 

from the large amount of mining done in Wales. This is one factor 

that the DCP values less (3.7) than the amount of time spent adminis¬ 

tering to it (2.9). For the most part, they saw this function occupying 

less of their time (3.5) in the future but not as much as seme would prefer. 

#5 Advisory as a Specialist- 

a) With respect to his advisory role to clinicians, the DCP 

was spending more time with the hospital specialists (3.0) than the 

GPs (3.7) with little change seen in the future. Values as a Specialist 

to the clinicians are approximately equal now at 2.2, but expected 

to diverge in the future ( GP = 2.9 and Consultant = 2.2). One simple 

explanation for this divergence is the stronger communication links 

with the hospital consultants in the NHS than with the GPs who are 

still independent contractors to the NHS. 

b) The Community Health Councils, the local means of involving 

a number^, of disciplines with input into the AHA, had not yet been 

formed at the time of the project, so therefore there are no figures 

for ’now’. In the future, the DCPs saw 'themselves involved in the 

CHCs in a remarkably split way: half of those solicited felt they 
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would be devoting a large part of their time and effort to the CMC, 

while the other' half felt it was unimportant and would require little r 

of their energies. Thus, the average figures poorly reflect the two 

poles of response at 3.1. 

III. EDUCATION 

Short-term: Reorientation: 

Starting in 1972, four main centers emerged in England and Wales 

with a series of courses that focused on reorganization in an attempt 

to reorient personnel to the future make-up of the NHS. Virtually 

all the Specialists attended one of these programs: 

a) 'At--the Welsh National School of Medicine, 3 courses for 

3 weeks--organized by Professor C.R. Lowe. 

b) In London, for approximately 6 weeks-arranged by 

Dr. Roy Acheson. 

c) In Manchester, for 2 weeks, then another week later on- 

organized by Professor Alwyn-Smith. 

d) In Birmingham, a series lasting 2 weeks ——arranged by 

Professor T. Mckeown. 

As this study concerns Wales, and the majority of the Specialists 

attended the reorientation program at the Welsh National School of 

Medicine, a short description of this course will be given. 

The course was entitled "A Course for Medical Administration" 

and was given September 4-22, 1972. It was attended by MOsH and 
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members of the Hospital Board in Wales. The general purpose of the 

course was to "implement the proposals made in the Hunter Report 

and to prepare medical administrators for their role in the reorganized 

NHS." 24. The structure of the course was divided into lectures 

and informal work-shop groups. 

The composition of the course included discussion of the manage¬ 

ment functions of the forthcoming NHS, issues surrounding special 

needs groups(e.g. geriatrics), child health, screening, primary care, 

social service, medical economics and planning, and health informa¬ 

tion systems. In short, most of the functions now ascribed to a CMS 

and covered in the questionnaires of this study were included. The 

reactions to this approach will be discussed later. 

Long-term: Training Program: 

The Faculty of Community notes: "The recruitment of young doctors 

to Community Medicine has been unsatisfactory for many years for a 

number of reasons....recently because of lack of training posts and 

the uncertainty of career prospects during the period leading up to 

25 
reorganization." * The Faculty is entrusted with the task of out¬ 

lining a training scheme and overseeing programs of study in community 

medicine. It serves as the mentor of community medicine. 

Table VI shows the Faculty's proposals for a training scheme, 

comparing it with the training required for the clinical specialties. 

The training program outlined would take a total of 6 years of post- 
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graduate (after receiving a medical degree) experience, and would lead 
r 

to a consultant level position. Of these 6 years, 1-2 years would be 

clinical training such as in hospital or general practice. Such 

training would be the same as for those individuals wishing to goidnto 

any of the clinical specialties. Following this period, the post¬ 

graduate (called a "Trainee" in the White Paper) would enter 2 years 

of "Early Specialist" training. During this time, courses would be 

taken to prepare the Trainee for Part I of the examination for mem¬ 

bership into the Faculty of Community Medicine. 

At the present, there are two main programs fulfilling the Early 

Specialist training requirements. Trainees have been participating 

in these programs since October 1973. One program is a full-time 

academic course offered by the London School of Hygiene and leading 

to a M.Sc. degree in 2 years. In this program, the first year would 

be spent in full-time coursework, and the second would allow the Trainee 

to prepare a research topic and carry it out. 

The second program is a multi-university effort. This program 

takes 2 years to complete too, but takes a "modular" approach to 

coursework which entails academic coursework interspersed with in- 

service training. A timetable listing the participating universities 

and the duration of each academic module is given on Table VII. As 

the table shows, the Trainee spends a total of 11 weeks in Year I and 

9 weeks in Year II participating in academics, while the remainder 

or majority of time is spent at specific locations engaged in super¬ 

vised on-the-job training and project work. The composition of aca- 
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demic coursework is listed on Table VIII. Thus it it is apparent from 

the table that each university contributes approximately the same 

amount of sessions, yet these sessions are divided so that the best 

resources of each university are utilized. 

Following completion of Part I of the examination and a program 

described above, the Trainee proceeds to "Higher Specialist" training. 

During this period of 3 years, he has an appointment equivalent to 

senior Registrar and serves in an area or district, or perhaps in an 

academic department or research unit. Project work would be completed 

during this time as required by Part II of the FCM exam. In addition, 

expertise with one of the sub-specialties would be developed (e.g. 

manpower, planning, epidemiology). Having completed Part II of the 

FCM exam, the Trainee would be eligible for full aoqedation as a 

Community Medicine Specialist. 

SUMMARY 

In sumnary, then, the data supports a view of the CMS in Wales 

as a Welsh middle-aged male with a public health background. The 

picture, too, is one of transition, as the CMS becomes acclimated 

to his new role in a vacuum of precedence. These roles are not 

only a result of the job description but also of the individual 

aspirations and biases of the CMS. Finally, both the long-term 

and the short-term education given these individuals would seem 

one way of modifying the self-image of the Specialty. It is these 

points that will be enlarged upon in the discussion to follow. 
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V. DISCUSSION 

At the time of this study, the NHS was experiencing not only 

the upheaval of reorganization but also the effects of inflation. 

This took the form of multiple strikes and contract negotiations 

by dissatisfied working groups in the NHS. A newspaper clipping 

reprinted in Figure B gives some perspective to the problem and 

the possible issues facing medical administrators such as the CHS. 

Therefore, it could be argued that this was hardly an ideal time 

to study the NHS. However, regardless of the situation, certain 

consistencies emerged from the data; the turbulance of the time 

is taken into account in the discussion. 

The data describe the CMS with respect* to the three parameters 

of background, function, and education. If one looks at the literature 

relating tòothese aspects prior to reorganization, the overwhelming 

impression os one of blandness; of hope for this unprecedented ap¬ 

proach to British health care, yet without a full knowledge of what 

form this creation would take. This blandness is most evident in 

the job descriptions for the various CMS; the official bulletins 

define the limits of function without describing the weighted im¬ 

portance. This type of definition was necessary due to the great 

unknown of the individuals who would fill the posts of CMS. Now, 

with most of the positions filled in Wales, a clearer picture of the 

CMS is emerging along with the direction he will pursue. Each of 

the three parameters above describes one aspect pf the CMS. Discussion 

will focus on each in turn in order to reach a composite picture of 

this group of individuals. 
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I. BACKGROUND — CMS PROFILE] 
r 

The data collected on the background of the CMS in Wales suggest 

a predominantly Welsh, middle-aged, male Specialist with a public 

health background. A consensus of those Specialists interviewed felt 

that age and professional background were important aspects in de¬ 

fining their outlook and approach to their function. 

Age was important in two respects: (1) it defines, to a large 

extent, when these Specialists received their training and when they 

developed their professional views. The content and approach to the 

D.P.H. degree is likely to be different in 1974 than it was in 1950. 

(2) age usually defines the number of years the person has invested 

in the former NHS. Many of those interviewed indicated that the 

degree to which they would effectively reorient themselves to the 

new system would be influenced by their initial biases and how long 

these biases had operated in the NHS. The mean age of the AMO is 

the highest, and he has the most power in the present structure. 

The DCP, with his own but smaller domain, has the next highest mean 

age. The SCM, with the least amount of effective pcwer in geographic 

domain, is the youngest group of Specialist in Wales. What is of 

particular interest is the large range of age for each group. It 

was acknowledged in seme interviews that a ’generation gap’ between 

the youngest and the oldest specialists is quite possible and 

should be avoided. 

Professional background, defined as the principal post held prior 

to reorganization, assumes particular importance when the old structure 
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is replaced by one that bears little resemblance to it. There has 

been a philosophical and a practical reorganization in the IIHS, 

leaving little vestige of traditional structure for the medical 

administrators. It is reasonable to assume that in the new structure, 

many of the Specialists will rely on their former expertise and 

way of handling problems until their new roles become more established. 

In particular, professional expertise plays an important role in the 

meshing of public health and hospital issues for the short-term. 

The data show that the majority of all the Specialists in Wales 

come from the former public health sector. However, particularly for 

the AMOs, many Specialists had had experience in both public health 

and hospital sectors at one time in their career, and seme maintained 

inter-sector contact by serving on various committees. All had the 

common basis of clinical training that was chiefly primary care 

oriented. Thus, many Specialists felt at ease in dealing with com¬ 

munity health issues that crossed traditional boundaries. Those 

Specialists without much hospital experience indicated they would 

probably be less effective in their hospital decision-making until 

they had acquired more experience. 

Those Specialists interviewed with appreciable hospital experience 

indicated a bias towards hospital-mediated community health services. 

Furthermore, placing hospital services as a high priority, they spent 

a good deal of time and effort with them. For example, one Specialist 

with a hospital background was interested in a data retrieval system 

for hospital records and establishing a tracking hospital. On the 
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other hand, one Specialist with a public health bias indicated his 
r 

interest in improving child health. All those interviewed agreed 

that having experience in both hospital and public health sectors 

was an advantage in establishing contact and maintaining communication 

with clinical colleagues. They also acknowledged that most of the 

problems requiring decisions by them in the early days of the new 

NHS revolved around hospital issues. 

In areas such as Dyfed and Gwynedd where more Welsh is spoken, 

a Welsh background was considered preferable. Otherwise the only 

advantage a Welshman had over an Englishman is that he usually 

had a number of years to develop contacts and friends that were 

useful in his role transition. 

The male domination of the Specialists may play no functional 

role; hcwever, no women were formally interviewed. It is noteworthy, 

roughly 60% of the Trainees in the modular program are women, and 

application figures indicate that the ratio of men to women in the 

Specialty will change appreciably in the next few years in Wales. 

The effect of this cannot be foreseen. 

The background and general profile of the CMS in Wales is far 

from complete. There were 7 vacancies in the SCM position and one in 

DCP at the time of the study. Many of the Specialists interviewed 

felt this was significant in two respects: 

(1) The lack of SCMs hinders the efforts of the AMO. The 

SCM provides the AMO with much needed expertise in 

sub-specialty fields as statistics or planning, and 
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is thus a crucial part of the formulation of a cohesive 

policy for the area. Many of the AI-lOs did not have their 

full complement of SCMs. In particular, there appeared 

to be a dearth of qualified SCMs in Epidemiology and 

Statistics. This type of vacancy colored the AMO's ful¬ 

fillment of his function, for he waa forced to cover the 

vacant position himself. Most of the AMOs were attempting 

to devise interim arrangements for policy, and felt no 

firm picture of their planning effectiveness until after 

the appointment of sufficient SCMs. 

(2) It was the consensus of the people interviewed that when 

these SCM posts ate filled, they will likely go to the 

present Trainees in the Specialty programs. Many of 

these Trainees are younger, women, and have no prior 

experience in the NHS to condition their attitudes. Thus 

it would appear that the profile of the CMS in Wales is 

still in a state of flux. 

In summary, the CMS acknowledged that such factors such as age, 

professional and geographical background, and the presence of so many 

vacancies influenced their outlook and consequently their role in the 

new NHS. The composition of these factors is likely to change over 

the next five years, with the appointment of increasing numbers of 

younger people without allegiance to any of the former sectors. 

II. FUNCTION 

One of the most important and yet more difficult aspects of the 
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CMS to assess is his functional role. There is no precedence to the 

present MIS, so'that the role specifications outlined in the various 

government bulletins gave little picture of what the self-concept 

of the CMS is, or what aspects of his functional role will occupy 

most of his efforts. We have already seen that individual biases 

in terms of background my play a part in how the CMS defines his 

priorities. Within this section, those priorities are set in motion 

and we examine the actual function of the CMS to see what his self- 

concept is and whether these values correspond to the way in which 

he is spending his time. 

AMO 

The data outlined in the AMO questionnaire demonstrate that the 

AMOs view themselves as health care planners, with their primary efforts 

spent working through their respective teams. In every category, 

value (self-concept) correlates with time spent on a particualr role. 

First, some of the highest priorities of the AMO at the present 

time deal with establishing a data base of health information. This 

is one of the single most important aspects of their function in the 

early days of reorganization. Many AMOs feel they have to spend a 

considerable amount of time in building this data base; for others, 

the job is made easier by foreward-looking predecessors. But whether 

or not their situation dictates much time, the value ascribed to this 

part of their job is high. Virtually all the AMOs referred to the 

health information as the basis on which they would formulate and 

be questioned upon future policies. Projecting their future involve- 
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merit, most AMOs thought health information would retain a high level 

r # 

of importance to them as health planners, but would require less of 

their efforts as they delegated progressively more of it to SCMs. 

Second, the values and the time ascribed to the planning function 

itself corroborate the AMO’s image as primarily a health care plan¬ 

ner. Interestingly enough, most of them acknowledged that it was 

impossible to think about planning or to spend much time with it 

now. As one AMO put it "We’re just treading water now, getting used 

to it." Thus, the value and time ascribed to the planning function 

represents the impractibility of attempting to forge plans until 

the information about the needs becomes available, professional con¬ 

tacts become firmer, and staffing becomes complete. "There are 

simply more pressing things to do now while we settle in", said one. 

Therefore, the future value and time is really a better reflection 

of the AMO’s self-concept. When asked what specific plans would 

receive priority, the response usually varied according to the area, 

but there was consistent emphasis on developing better facilities 

(two AMOs were interested in establishing teaching hospitals) and 

upgrading the services to special needs groups (chiefly the geriatric 

and mentally handicapped population). 

Finally, the AMO as a planner placed emphasis on working through 

those groups or individuals involved in policy formulation: the AMT, 

the AHA and the DMT. The majority of the AMOs described their re¬ 

lationship to the AMT as the mot integral in developing plans for 

the area, and requiring the most time both now and in the future. 
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They described their relationship to the AHA as one of bearing re- 

spnsibility for the policies initiated as well as serving in an 

advisory role. The liaison with the DCP and the District Team is 

the way the AMO reviews the needs of the district and keeps informed 

on the implementation of plans. In the single-district areas, of 

course, there is no DCP or District Team, so that most of the effort 

is spent with the group of SCMs in deveoping policy. Again, most 

of the time is now spent in establishing professional rapport and 

handling intercurrent problems (e.g. industrial action by x-ray 

technicians) than in mapping out a cohesive policy. However, in the 

future, the AMOs feel these groups will be their primary point of 

reference as health care planners. 

Other aspects of the AMO's function are those segments of man¬ 

agement, advisory, and medical services roles he sees as requiring 

less of his efforts. I^anagement of screening, health education, and 

social services each were given above average values but only average 

time. Much of this relates to the fact that these concerns can be 

carried on by other staff, and no time-consuming plans could be fore¬ 

seen in the near future. Another managerial function often mentioned 

by the AMOs but hot covered explicitly in their job description is 

the intangible task of establishing professional and public relations. 

The time spent on this aspect of administration depended on whether 

or not the AMO was well known in the area, but virtually all the AMOs 

conceded that their effective role and identity depended on medical 

and lay awareness of their capacity. Medical services were recognized 





as more of a concern of the District Team; the type of service 

the AMO’s staff would provide would be limited and advisory (e.g. an 

outbreak of salmonella in the area requiring notification of food 

handlers). 

The advisory role of the AMO to bodies outside the NHS (social services, 

educational authorities, and voluntary bodies) was in stark contrast 

to those within the NHS (AMT, AHA) in that low ratings were given 

to those bodies outside the NHS. Some AMOs indicated crossing admin¬ 

istrative boundaries made it more difficult. Others indicated 

little interest and expected little attention from these groups. 

One AMO likened ;it to the NHS before reorganization; legislated 

boundaries such that each sector had little interest with the other. 

Single district areas deserve special mention. Gwynedd, South 

Glamorgen, and Powys are quite different from one another in demography 

and topography, but show certain similarities in the way the AMO 

functions. Since there is not DCP or DMT, considerable power and 

responsibility is concentrated in the hands of the AMO. In this 

setting, the AMO relies heavily on the SCMs as advisors in planning. 

DCP 

The data outlined in the DCP questionnaire also demonstrate that 

the DCPs see themselves as primarily health care planners, with their 

efforts channeled through the District Team and in tandem with the 

are staff (SCM or AMO). 
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Establishing and mintaining a health profile was seen as funda¬ 

mental to any effort at planning by the DCP. As mentioned previously, 

this information was not well standardized when April 1 arrived, so 

that some DCPs found the job more time consuming than others. Some 

DCPs were engaged in this endeavor alone, while others had the as¬ 

sistance of area staff. Many of the DCPs indicated that the rapidity 

with which they completed the assembly of health information for 

planning purposes would depend on when the NHS became fully staffed. 

Thus, the role and status of health information is the same at the 

district level as it is at the area. 

The actual policy formulation section of the questionnaire shows 

Hie same numerical trend for the DCP as for the AMO. That is, plan¬ 

ning receives higher time and value in the future than now because 

of the process of settling into a new framework. Depending on their 

skepticism, too, some DCPs rated these functions lower now because 

they feel that the structure of the Welsh NHS strengthens the area 

planning initiative at the expense of the district. Therefore, much 

of their emphasis now related to whether they believed this situation 

would change over time and allow more local initiative in planning. 

Clearly, they preferred to participate in the planning process. Like 

the AMO, they would like special studies tp concentrate on the needs 

of the geriatric population, hospital demand, GP referrals, and 

patient movements. For now, some felt their primary activity would 

be implementation of policy conceived at a higher level. There is 

actually considerable importance in this fear of being pre-empted 

from active planning; if the DCP serves only to provide information 
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to the area and then to carry out and survey policy devised at the 
r 

area level, it is likely that the popularity of the position will 

become diminished (both to the DCP and his clinical colleagues), 

and the efftiveness of a hospital-catchment basis blunted. For now 

there’is fluidity in roles; it will take 3-5 years to see whether 

this fear is founded. 

Corroborating the DCP image as a policy formulator is the weight 

given to preventive and child health in his management role, and the 

advisory effect he wishes to have upon his colleagues in clinical 

medicine. Many of the DCPs interviewed viewed prevetive medicine 

and child health not only as important holdovers from the old public 

health sector, but also as crucial avenues for community medicine 

reform to act. Reaching the younger children woth new programs of 

screening, they reasoned significant progress could be made in 

preventing chronic disease. 

Responses to the DCP’s present and potential role as an advisor 

to his clinical colleagues were mixed. Some felt encouraged about 

the communications that had occurred and foresaw greater reliance 

being placed on their interpretation of district policy. However, 

a significant number also voiced skepticism that this role would 

ever take up much of their efforts, or that the clinicians would 

seek them out in the future. An important component, said one DCP, 

would be to what extent the clinicians looked upon the CMS as an 

effective ally, and this in turn would depend on the DCP’s and the 

district’s power in initiating plans. In other words, if the clini¬ 

cians considered the district segment of the NHS to be responsive 

to their needs, then the DCP's advisory role would increase. Hospital 
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consultants would be more affected by NIIS policy, and it is reasonable 

that the DCPs view their relationship as stronger and more durable 

than with the GPs. The figures presented corroborate the interviews 

in that if further involvement with the clinicians occurs, it will 

probably center more around the hospital doctors. 

Other functions of the DCP deserve brief mention. Medical 

services to local Authority is mainly delegated to medical officers 

and does not occupy much of the DCP’s efforts. One interesting fact 

was that most DCPs felt unduly burdened by occupational health, a 

holdover function from the public health sector. Many indicated 

they would prefer to delegate occupational health to a medical officer 

similar to environmental health. Consequently, this aspect of their 

job was the only one in which more time was spent than they valued. 

Social services, although recognized as important, received a similar 

response to that of the AMO. Finally Community Health Councils had 

not yet been formed at the time of the study, so their relationship 

to the DCP cannot be truly evaluated. 

In summary, both AMOs and DCPs see themselves as health care 

policy formulators who rely heavily on firm data and channel their 

efforts through their* respective management teams. The AMO retains 

more power and respoensibility for planning than the DCP; he may 

coordinated his efforts with the DCP, but ultimately an area plan 

must cone from his office, Hie degree to which local initiative is 

preserved will depend on the responsiveness of the AMO. In single¬ 

district areas the MO relies heavily on the SCM and spends more 
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time at the AMT in lieu of working with the DCP. The DCP, closer 

to the populace served, presently is more occupied with gathering 

information and performing surveillance on existing policy than 

engaging in much planning. In the future, however, he see his role 

evolving to a participant planner. 

III. EDUCATION 

Short-tern: Reorientation 

Short-term education for the CMS consisted of a series of reori¬ 

entation courses offered in the two years preceding reorganization 

as outlined in the results of this study. During interviews, the 

opinions of the Specialists were solicited on reorientation —speci¬ 

fically what program of those listed they had attended, what they 

considered to be its strong points and weal points, and what type 

of ongoing reorientation they thought was suitable. 

Of those AMOs and DCPs interviewed, most had a background from 

Wales and had attended the Weslh reorientation program. The result 

is that they had similar comments in assessing its efficacy in 

reorienting them. 

Virtually all the responses demonstrated approval of the Welsh 

program. Many Specialists indicated that it had been supportive in 

the transition they had made from the old sector. The most positive 

reactions came from Specialists who gained better perspective of 

hospital management and coordinated health information systems. In 
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general, strong points of such a program for the Specialists were: 

(1) its early timing with respect to reorganization; (2) exposure 

to aspects of health care they had little experience with (e.g.planning) 

(3) exposure to academic literature and new concepts of management; 

(4) the corrmon basis the experience gave them as a group. 

Criticisms of the Welsh program were scattered. Some Specialists 

felt it was fragmented with too many disciplines involved; some felt 

the social services part was irrelevant to them, while others mentioned 

that much of the public health material (screening, child health) was 

redundant for them as public health officials. In retrospect, the 

mjority of those interviewed suggested: (1) eliminating some of the 

breadth (e.g. social service) and concentrating more on depth with 

case studies in medical management and hospital planning; (2) having 

a couple of "refreasher" courses in the one and a half years that 

had elapsed between the initial course and reorganization. Most 

Specialists indicated they could have benefited more from such an 

approach because in the interval they had become more acquainted 

with aspects of community medicine they wished to discuss in more detail. 

Most of the reaction about on-the-job reorientation focused on 

the need to meet with one another. Some of this is, in fact,taking 

place. AMOs meet regularly with SCMs and DCPs as a means of personal 

support and achieving professional goals. In addition, the V/elsh 

Office arranges to have all-Wales meetings with the AMOs once a month. 

Here, besides appreciating the role of the Welsh Office in coordinating 

their interests, they have the opportunity to vent their frustrations 
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and questions with their new roles. The DCPs, however, have no such 

means of meeting and learning from one another. The majority inter¬ 

viewed wished to start all-DCP meetings at 6 month intervals. In 

addition, all the Specialists showed interest in the continuing ed¬ 

ucation program offered by the London School of Hygiene, but admitted 

their duties would probably not allow them to attend in the near 

future. 

Long-term: Training Programs 

Long-term education remains the key as to how the CMS will evolve, 

for future graduates should have developed outlooks with minimi back¬ 

ground bias. Since the formal training program organized by the 

Faculty is still in its infant stage with few participants, discussion 

of its potential effectiveness must be limited. 

The Early Specialist training programs outlined before .in the 

results occupied a major part of a symposium given by the FCM. 

Trainees from the London and modular programs shared their personal 

experiences for the first year. They each felt that the program 

they had participated had served their needs. Both emphasized that 

the teaching had been excellent, tutorial supervision good, and the 

problem-oriented approach well suited to their interests. The Trainee 

from the modular program made the criticism that there was a lack 

of definition in the reading and preparation for each module, and 

suggested that possibly a modular "script” be devised. In addition, 

he mentioned it was hard on some individuals .in the modular program 
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to spend such a great deal of time away from home. Discussion of the 
v 

modular program also touched on the point that of the original 7 

Trainees, 2 had dropped out. Both the admission process and the 

structure of the course required further refining. 

There are presently no Trainees in Higher Specialist training. 

However, most of the AMOs interviewed indicated that they would be 

interested in having such a Trainee to work with them. In fact, 

a couple of AMOs were drafting proposals for specifics posts. Usually, 

the type of post envisioned would be in the sub-specialties(SCM) 

at the area level. The obvious implication is the Trainee and the 

AHA would have the opportunity to look each other over for a per¬ 

manent job. In this way, the staffing needs for qualified SCMs in 

the sub-specialties might be achieved sooner than the 6 years re¬ 

quired for a full-fledged CMS. The pool of available Trainees in 

the Early Specialist phase is still small, and there is likely to 

be competition for their participation among the AHAs. 

In summary, reorientation was a good attempt at short-term 

education, but it fell short of providing a continuum on which the 

Specialists could build. Long-term education provides a curriculum 

similar in longevity to clinical specialties with the goal of re¬ 

affirming consultant status for the CMS. Most of the CMS interviewed 

prefer the modular approach to Early Specialist training because it 

involves more field work. The graduates of these programs will 

form the pool of potential appointees for the vacant CMS positions. 
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VI. CONCLUSION 

Reorganization and integration of the British National Health 

Service took place on April 1, 1974. Integration has consisted of 

a dtermined approach to shift the emphasis from the traditional dis¬ 

ciplines of hospital, general practice, and public health to one 

centered around populations served. To this end, specific health 

boundaries were created and made coterminus with new government ones. 

In addition, a structure was created to decentralize authority from 

London and the DHSS to areas and districts involved. The Specialty 

of Community Medicine was created to transcend the old disciplines 

and to administer to population-oriented health care. 

In Wales, Community Medicine Specialists exist a three rain 

levels in medical administration: the Area Medical Officer, the 

Area Specialist in Community Medicine, and the District Community 

Physician; These individuals were the center of a study that focused 

on their background, function and education.. A working premise was 

that their educational preparation and professional background might 

affect their functional role. 

The profile of the CMS in Wales showed a number of vacancies 

at the SCM level. In addition, background information on the CMS 

showed a predominantly male, middle-aged group of public health 

trained individuals. Of the three levels of Specialists, the AMO 

position has the most power, the highest mean age, and the highest 

proportion of hospital-trained personnel. This may reflect a ten¬ 

dency to get individuals with the broadest and largest amount of 
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experience in the positions of pcwer in the NHS. AMOs and DCPs in- 

terviewed acknowledged that their background and age affected their 

approach to their job. The composition of the background factors 

is likely to change over the next five years with the appointment 

of increasing numbers of younger Specialists without allegiance to 

any of the former sectors. 

The job description forms the basis for the function of the CMS, 

but his background, attitudes, and self-image come to bear on its 

fulfillment. The AMO and DCP both consider themselves health care 

planners, formulating policy to serve the needs of their populations. 

Most of the proposed policies demonstrate an emphasis on improving 

medical care in a public health oriented fashion, with mentally 

handicapped, geriatric and children receiving special attention in 

future programs. To this end, the AMO and the DCP place a high re¬ 

liance on a firm data base, and are spending considerable time 

building such a health profile. Thier primary frame of reference 

for accomplishing these tasks are their respective teams. Presently, 

they are hindered by lack of qualified staff, and spend much of their 

time at tasks they would ordinarily delegate to others. In the future, 

they both expect their role to be participant planners. The degree 

to which the DCP will achieve this status will depend on how much 

local initiative he is allowed. 

All the CMS participated in reorientation programs for their 

present jobs. TPfey felt the programs had been beneficial, but would 

have preferred more continuity between the initial courses and the 
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April 1 deadline for the new MRS. They considered reorientation 
r 

courses less instrumental than their own background in forming 

their attitudes. They recognized the need for continued peer group 

communication and continuing education. The Faculty has outlined 

its proposals for a training scheme leading to a CMS of consultant 

status. The program is designed to provide multidisciplinary 

training and presently has a small number of Trainees participating 

in it. These Trainees will form the available pool for the future 

CMS positions. 

A number of issues have surfaced in the course of this study, 

and require further investigation. First and foremost is the struggle 

for a working definition of community medicine. There are definitions 

to be sure. But the important issue is whether these definitions can 

be translated into practical health care delivery. Second, we have 

seen that personal attitudes and paver structures both contribute to 

the way in which the CMS carves out a role for himself. Finally, a 

real question which only time can answer, is the CMS really only 

"old wine in new bottles"? 
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TABLE III 

PROFILE OF THE CMS IN THE WELSH NATIONAL HEALTH SERVICE 

POSTS 
AREA DISTRICT SPECIALIST ] 

MEDICAL COMMUNITY COMMUNITY 
OFFICER PHYSICIAN MEDICINE 

Number of Positions 8 14 18 

Number of Appointments 8 13 11 

Appointments in 1973 7 11 4 

Appointments in 1974 1 2 7 

Sex: 
Male 8 13 9 
Female 0 0 2 

Age: 
Average 49 48 45 
Range 36 - 51 37 - 59 34 - 54 

Year of Qualification: 

MB* 
Average '50 »51 »53 
Range 

o
 

C
O

 

1 
1—1 
S

t CO
 

cn
 

1 cn
 

o
 t44 - '62 

DPH** 
Average '56 *60 '59 
Range '47 - '64 *39 - '69 *50 - '70 

Principle Post Prior 
to Reorganization: 

Professional 
Public Health 

\ 

6 11 9 
Hospital 2 1 1 
Other 0 1 1 

Geographical 
Wales 6 12 10 
England 2 1 0 
Other 0 0 1 

*MB: equivalent to American M. D. 
**DPH: equivalent to American M.P.H 





TABLE IV 

CLASSIFICATION OF RUCTION OF SPECIALIST IN COMMUNITY MEDICINE 

AREA LEVEL - AMO* 

AT PRESENT 2 YEARS HENCE 

Time* Value Time+ Value 

Provision and/or Interpretation 
of Health Information 
(a) Epidemiology 2.3 2.0 2.6 1.3 
(b) Manpower 1.9 1.4 3.1 1.5 
(c) Services 
(d) Other 

1.7 1.4 2.8 1.8 

0 

Policy Formulation and Planning 
(a) Operations Research 3.8 2.2 1.8 1.5 
(b) Health Care Policies 2.8 2.2 1.2 1.1 
(c) Other 2.5 2.5 1.5 1.5 

Management-Coordination and 
Monitoring of and Liaison of Services 
(a) District Team Performance 2.6 2.0 2.6 1.8 
(b) Screening/Health Education 3.4 2.6 3.0 2.0 
(c) Special Needs Groups (eg. geriatrics) 2.3 2.1 2.1 1.7 
(d) Social Services 4.3 2.6 3.2 2.4 
(e) Other (Professional Relations) 2.3 2.3 3.0 2.0 

Provision of Medical Services to 
Local Authority 
(a) Through District Management Team 3.4 2.4 3.8 2.4 
(b) Through Own Staff 3.5 2.6 4.0 3.5 
(c) Other 2.6 2.6 

Advisory as Specialist to 
(a) Social Services Department 4.5 3.0 3.8 2.6 
(b) Education Authority 4.5 3.0 3.6 3.6 
(c) AHA 1.5 1.1 1.2 1.0 
(d) Voluntary Public Bodies 4.8 4.0 4.4 3.6 
(e) Area Management Team 1.0 1.0 1.1 1.0 
(f) Other 

*A11 figures presented in this table are averages 

♦Amount of Time Spent 
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TABLE V 

CLASSIFICATION OF FUNCTION OF SPECIALISTS IN COMMUNITY MEDICINE 

DISTRICT LEVEL - DCP" 

AT PRESENT 2 YEARS FENCE 

Provision and/or Interpretation 
of Health Information 

Time+ Value Time+ Value 

(a) Environmental Health 4.2 3.9 4.2 3.3 
(b) Maintaining Health Profile 
(c) Other 

2.0 1.3 2.6 1.3 

Policy Formulation and Flaming 
(a) With District Management Team 2.3 1.5 1.2 1.2 
(b) Special Studies 2.4 1.8 1.8 1.4 
(c) Other 

Management-Coordination of and 
Liaison with Services 
(a) Preventive (eg. immunisation) 3.2 1.9 2.1 1.8 
(b) Child and School Health 2.3 2.1 2.5 2.0 
(c) Social Services 
(d) Other (Professional Relations) 

3.3 2.9 3.6 2.9 

Provision of Ifedical Services to 
Local Authority 
(a) Environmental Health 4.0 3.6 3.8 3.4 
(b) Communicable Disease Control 3.6 2.4 3.6 2.5 
(c) Other (Occupational Health) 2.9 3.7 3.5 3.7 

Advisory as Specialist to 
(a) Clinicians 

(1) G.P. 3.7 2.2 3.7 2.9 
(2) Hospital Specialists 3.0 2.1 2.9 2.2 

(b) Community Health Council 
(c) Other (Nursing, Voluntary Bodies) 

ommmmm 3.7 3.1 

*A11 figures presented in this table are averages. 

+Amount of Time Spent 
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Stage 

1 

2 

3 

4 

5 

Minimum 
Training 
Time 

TABLE VI. 

SPECIALIST TRAINING 

MEDICAL GRADUATE 

PRE-REGISTRATION 
HOSPITAL HOUSE OFFICER 

1 YEAR 

--1 
I 

G.P. VOCATIONAL GENERAL PROFESSIONAL 

3 years 6-8 years 6 years 

Source : FCM 

Note - Stage 2 General Professional Training 

Stage 3 Early Specialist Training (Up to at least 
Part I of the M.F.C.M.) 

Stage 4 Higher Specialist Training (Completion of 

M.F.C.M. and further experience) 

Stage 5 Accreditation (Joint Committee for Higher 
Medical Training). 
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Table VII 

TIMETABLE 

Region 
Duration of 

course 

Time 

suggested 

Year 1 

Bristol 3 weeks 1-19 October 

Vales 2 weeks 

i 

3-14 December 
(provisional) 

Birmingham 2 weeks 4-15 February 

'Oxford 2 weeks 26 March-5 Apri1 
(provisional) 

Bristol 
(Exeter) 

2 weeks 20-31 May 

Year 2 

Southampton 3 weeks September/October 

Oxford 2 weeks December 

Vales 2 weeks March 

Birmingham 2 weeks May/June 

.. 

source: Modular Training Program Brochure, 
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APPENDIX Bo 

r 

Within the georgaphic paramrters of the Welsh NHS, factors such 

as population density and distribution, socioeconomic background 

and occupation, general standards of health and hygiene will be im¬ 

portant indicators to the CMS of how to plan for the needs of his 

area. Likewise, resources in the form of medical manpower and facil¬ 

ities will be important in determining whether these needs can be 

met. To gain perspective of the issues facing the CMS in Wales, 

a short "profile" of these factors will be presented. 

Table IX shows the distribution of population and area in the 

AHAs in Wales. Infánt mortality is included as a rough estimate 

of the living conditions (hygiene) and general health of the pop¬ 

ulation. These figures reveal most of the Welsh population con¬ 

centrated in the industrial north and south coasts (Clwyd, Gwent, 

and the Glamorgens) with the corresponding industrial needs of 

health care. The other areas (Dyfed, Gwynedd, and Powys) are more 

sparsely populated with predominantly agrarian inhabitants. Gwynedd 

amd Dyfed are also the resort areas of Wales, and experience cyclical 

shifts in population and health care demand» Looking at infant 

mortality, what stands out is that an AHA such as Mid-Glamorgen 

heavily endowed with industry and medical manpower/facilities, has a 

larger rate than Gwynedd with fewer medical resources. Thus, for 

example, if the CMS in the Mid-Glamorgen area were concerned with 

this rate, he might seek out possible causes and then try to correct 

these by planning more resources around (for example) perinatal hygiene. 
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Questions of medical manpower will face the CMS. For instance, 

the CMS might determine that the population of mentally handicapped 

people in his area requires additional nursing care homes or doctors; 

or perhaps a rural area is covered by too few physicians. It will 

be up to the CMS to assess these needs and formulate plans to meet 

them. In general the distribution of medical manpower follows that 

of population distribution. Nursing staff, GPs, and public health 

staff are distributed approximately evenly among ‘the AHAs as shown 

on Table X. Mid-Glamorgen has the highest number of the above staff, 

while Gwynedd and Powys, have the lowest. The distribution of hos¬ 

pital doctors (consultant and non-consultant), however, heavily 

favors South Glamorgan. South Glamorgan is tire seat of the capital 

of Wales and the Welsh National School of Medicine, so it has been 

assigned the status of "Teaching” AHA. It should be noted, therefore, 

that the medical facilities and manpower (e.g. consultants) reflects 

the teaching status and poses additional issues for the CMS to face. 

The consultant figures only reflect the working hours and not the 

place of residence or major area of work. Thus, for instance, 

there is considerable flow of doctors from South and West Glamorgan 

to Pcwys and Dyfed respectivelye The Glamorgens and Gwent account 

for a higher proportion of hospital doctors than figures shew. One 

of the questions facing the CMS might be ways of attracting more 

hospital doctors to an area such as Gwynedd,, 

Medical facilities, as measured by different categories of hos¬ 

pital beds, is one of the major resources and financial concerns with 

which the CMS must deal. The breakdown of beds in Wales given on 

Table XI illustrates the type of facilities and their distribution. 
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The figures respresent the facilities that must be maintained as 

well as serving as the total supply of hospital beds to meet the 
r 

medical demands of each population.00o.for this reason, the beds 

are listed according to population they serve. The figures 

shew that the Glamorgens and Gwent have the largest amount of acute 

beds, while Dyfed appears to shew a high proportion of mental 

illness beds. 

Hospital admissions reflects utilization of (mainly acute) 

medical facilities by an area’s population. There is considerable 

overlap of health services when patients in some areas travel to 

others for care. Table IX illustrates this point by comparing 

the flow of patients across the AHA boundaries. In an area such 

as Pcwys, with few medical facilities or personnel, 67% of the pop¬ 

ulation admitted to hospital travel outside the AHA for treatment. 

Even in areas with adequate facilities and bordering on England 

(Clwyd and Gwent) there is still a significant percentage travelling 

to England for care. Population ' shifts such as this may affect 

the priorities of the CMS in planning for future hospital services 

in his locale. 

In sunmary, each of the AHAs in Wales will be competing for 

medical resources, and the profiles given will be one of the ways 

the CMS assesses the needs of his area. Population, medical 

facilities and manpower, and utilization of facilities will be 

important parameters by which each CMS must contend. 
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table ix. 

e> 

AREA HEALTH AUTHORITIES 

POPULATION, AREA AND INEANT MORTALITY 

AREA HEALTH. POPULATIONC +) AREA (*) INEANT MORTALITY++ 

CLWYD 358,000 937 sq,m. 16.7/1,000 

DYFED 314,000 2226 sq m. 14.3/1,000 

GWENT 440,000 531 sq.m. 16.5/1,000 

GWYNEDD 220,000 1493 sq.m. 16.4/1,000 

MID-GLAM. 531,000 393 sq.m. 18.5/1,000 

POWYS 99,000 1960 sq.m. 15.5/1,000 

SO. GLAM. 390,000 161 sq.m. 16.4/1,000 

WEST GLAM. 372,000 315 sq.m. 14.7/1,000 

+ = Source 

* = Source 

++= Source 

1971 Census 

Demography Section, Welsh Office 

Welsh Office -includes mortality up to one year of age 
and excludes stillbirths. 





TABLE X 
0. e 

The approximate number of nursing staff in post in each Area Health Authority- 
in Wales at the time of the National Health Service reorganisation 
(1 April 197*0 are as follows 

Gwent 2934 

Vest Glamorgan 2143 

Dyfed 1980 

Mid Glamorgan 3916 

Gwynedd 1342 

South Glamorgan 3907 

Clwyd 2443 

Powys 838 

The figures include nurses in hospital and the community services. All grades 
are included, administrative, tutorial, all qualified staff, learners and 
untrained staff. 

1 August 197*+ 
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TABLE XI. 

AHA / TYPES OF BEDS MA PG MI ML MS 

CLWYD 1600 300 780 483 ' 150 

DYFED 850 * 573* 922 68 60 

GWENT 1695 44* 1502* 304 524 

GWYNEDD 503 77 386 462 

MID-GLAM. 2,005 218 1652 413 601 

POWYS 233 55 450 399 105 

SO. GLAM. 1794 929 729 270 610 

W. GLAM. 1558 425 675 158 91 

- Mainly ACUTE 
= Psychogeriatric 
= Mental Illness 
= Mainly Longstay 

MS - Mental Subnormality 

Source: Welsh Office Statistics 
numbers with (*) may be 
incorrect due to differences in 
definition. 
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TABLE XII 

“General” Hospital Patient Flows 

Percentage of Patients going as inpatients 
to “ General” Hospitals 

Areas and Districts Population Other Other 
Within Districts AHAs in 
District within 

AHA 
Wales England 

(000’s) °/ /o % % 

CLWYD 358 
Wrexham ' 204 70-0 3-5 0-5 260 
Rhyl 154 810 3-5 1-5 14-0 

GWYNEDD 220 77-0 110 120 

POWYS 99 330 (<31;0.; 360 

DYFED 314 
Aberystwyth 55 60-5 24-5 130 20 
Haverfordwest 97 59-0 31-5 8-5. 10 
Llanelli 93 400 15-5 C43-0'> 1-5 
Carmarthen 69 700 70 19-5 3-5 

WEST GLAMORGAN 372 
Swansea 245 94-5 1-0 3-5 10 
Neath 127 860 90 40 10 

MID GLAMORGAN 531 
Bridgend 124 860 40 9-5 0-5 
East Glamorgan 175 89-5 0-5 9-5 0-5 
Merthyr 133 77-5 9-5 12J) 10 
Caerphilly, Geliigaer, etc. 99 53-5 80 (^38-07 0-5 

SOUTH GLAMORGAN 390 94-5 _ 4-5 10 

GWENT 440 
Newport 322 820 50 10 5 2-5 
Abergavenny 118 63-0 23-5 12-0 20 

Notes: 

1. Figures are based on a special analysis of the places of residence of inpatients treated 
in “ general ” hospitals in Wales in 1970, and in “ general ” hospitals in England for the 
same period, i.e. the table excludes patients treated in mental illness and mental handicap 
hospitals. 

2. The table shows e.g. that of the residents of the Aberystwyth District who were given 
treatment in a “ general ’’ hospital, 60-5 % received it in the District, 24-5 % received it in other 
Districts of the same AHA. 13% received it in other AHAs in Wales and 2% received it in 
England. For Gwynedd, Powys and South Glamorgan it shows similarly the proportions 
treated within the AHA, other Welsh AHA’s and in England. 

3. The population figures in the first column are taken from the 1971 Census. They are 
for permanent residents, and do not, for example, take account of summer visitors. 

SOURCE: RED BOOK ON WELSH 
REORGANIZATION. 
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