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FOREWORD

The Joint Working Party on the Organisation of Medical Work in Hospitals in
England and Wales
The Working Party was appointed in 1966, jointly by the Minister of Health
and the Joint Consultants Committee, each nominating six members. It has met
on 19 occasions and considered written evidence [rom various sources. It did
not invite oral evidence but did discuss certain aspects of some problems
with Mr 1.B. Blaikley, Medical Superintendent and Mr A.H. Burfoot, Secretary
of the Board of Governors of Guy's Hospital and separately with Dr S.D.
Purcell of the Luton and Dunstable Hospital. It also had the benefit of two long
discussions with Dr Philip Bonnet, then President of the American Hospital
Association. The Working Party expresses its gratitude to these gentlemen for
their help. It was served by Dr Ian Field, of the B.M.A. and Dr Gillian Ford and
Mr R.T. Lane from the Ministry of Health and it is deeply indebted to them for
the most valuable work they did in research, in drafting documents and in
recording discussions.
The Working Party expects to continue its discussions on various detailed
developments from the general principles with which this report is concerned.
The membership of the Working Party is set out on page (ii). Unhappily
Dr T. Rowland Hill died shortly before the final draft of the report was ready,
but its preparation owes much to his work. Mr T.B. Williamson retired from the
Working Party in February 1967, and was succeeded by Mrs J.A. Hauff. Sir
Arthur Porritt was a member up to the time of the completion of this report.
The remaining members of the original Working Party were joined by Dr Mayon-
White and Mr Lewis in time to have their assistance in the review of the final
draft.
The views expressed in our report are those of the Working Party itself and
do not purport to represent the policies of those who appointed us.
J.0.F.DAVIES
G.E.GODBER
H.G.HANLEY
1.A.HAUFF
H.H.LANGSTON
T.L.T.LEWIS
R.M.MAYON-WHITE
G.MCLACHLAN
G.A.PHALP
1.8.RICHARDSON
K.ROBSON
H.YELLOWLEES
1.T.FIELD ; :
SR } Joint Secretaries
Alexander Fleming House
Elephant and Castle
LONDON SEI
August 1967
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First Report of The Joint Working Party

Preface

1. The terms of reference of the Working Party are:
“To consider what developments in the hospital service are desirable in order
to promote improved efficiency in the organisation of medical work™.

2. In setting out on its task the Working Party discussed a number of general
questions covering the whole field of medical care organisation. How effective
are the present administrative arrangements ? What changes are desirable in the
organisation of medical staff in individual hospitals? What contributions can
‘practising clinicians make to the management and administrative arrangements
of the hospital complex ?

3. An interim report has now been prepared covering some of the basic clements
of medical care organisation and some recommendations for changes which the
Working Party believes would lead to considerable improvement in the organisa-
tion and therefore in the overall quality of clinical work in hospitals.

4. The way in which the health services and the practice of medicine have
developed has left the individual hospital with the most dramatic part to play
in the care of the individual. The stay of a patient in hospital is however only
one event in the disease sequence. Hospitals may be involved in the care of
patients before admission through the diagnostic services or out-patient depart-
ments and after discharge with follow up or rehabilitation. The links between
individual hospitals, other hospitals in the same group, general practice and
local authority services are tenuous and this is reflected not only in the organisa-
tion of care for the individual but in the planning of care for the community as
a whole, Hospitals have tended to work in isolation from the other parts of the
community health services—a situation which almost certainly means inefficient
use of the costly hospital based resources. Not only are the local links insecure,
but so also may be the ties with the Regional Board, particularly in the case of
the larger regions. It is suspected that the result of this is that at hospital level
regional policies are often not understood and at Board level there may be a
real lack of accurate information and advice from the periphery on which such
policies should be both based and modified.

5. While aware that a similar lack of communication may exist at other levels in
the administrative structure of the health service, between for example Ministry
and Regional Boards, the Working Party has concentrated in this interim report
on the hospital as the fundamental specialist service unit and its immediate
relationships with the other parts of the service, other hospitals in the group and
with the Regional Board. Within individual hospitals and groups we have looked
particularly at the contribution towards improved communications that could
be made by hospital medical staffs.



6. We believe that the recognition by hospital medical staffs of a group respon-
sibility to the population of the district they serve and the discharge of this
responsibility calls for a re-organisation of the medical staffs into a structure
which emphasizes their essential interdependence in the performance of their
clinical functions. The term Division in this report has been used to describe a
group of specialties (or one specialty) providing a common service and with a
call on the same resources. For instance it is possible to look at the surgical
specialties, general surgery, orthopaedic surgery, otorhinolaryngology and others
as a group with similar problems and procedures such as waiting list admissions,
need for operating theatre time and anaesthetic services. It is believed that a
joint approach by the medical staff forming such a division would lead to a
comprehensive understanding of community needs and a more efficient use of
resources in meeting those needs.

7. The divisional organisation which has been considered is discussed in this
report in general terms. A lengthy exposition of the applications of this main
recommendation to local situations has not been attempted since we believe that
there is room for substantial variations in detail, which should be worked out
in local discussion. The succeeding chapters of this report set out the supporting
arguments for the need for such a change. The Working Party considers that the
time has come for wide discussion of the general principles upon which its further
studies will be based. Such discussion regionally and locally could lead to the
formation of views both on principles and on details which would be of great
help to it in its future work.

8. The Working Party now recommends to the Minister and to the Joint Con-
sultants Committee, by whom it was jointly appointed, that its interim report
should be made widely available to doctors working in hospitals. Conferences
of regional representatives were convened to consider the implementation of the
Platt Working Party report! on hospital medical staff and it is suggested that
similar arrangements be made for the examination of this interim report. Initial
distribution to regional representatives should be followed by discussions at
regional and at group level. This should lead to an understanding of the inten-
tions which underlie the report and to the formulation of local views and policy.
It is hoped that free discussion amongst hospital staffs before too much detail is
promulgated will lead to a much wider agreement than would the elaboration
of a much more detailed and lengthy report which might not be available for a
further year,

9. Two Royal Commissions are at the moment considering respectively medical
education and local government. The Seebohm Committee is reviewing the
organisation of social services of local authorities. One or all of these may pro-
duce recommendations which make it necessary for the Working Party to review
issues on a wider front.

I_Miuisinr of Health and Department of Health for Scotland, Medical Staffing Structure
in the Hospital Service, London, H.M.5.0., 1961.
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10. The Working Party, with other members co-opted for special subjects, pro-
poses to continue its studies, with attention to special problems in the spheres
of management of medical care, such as methods of achieving more rapid turn-
over in the use of hospital beds and the scope for extension of out-patient
surgery. The deployment of medical staff’ at all levels needs to be studied in
depth. It hopes to be able to produce short memoranda on such subjects which
could be circulated as having the backing both of the profession and of the
Health Department.

11. The Working Party has no doubt that the efficiency of the hospital service
in the future depends upon the radical revision of traditional methods of organis-
ing medical work in hospitals. This process must be the outcome of local con-
sideration and conviction rather than the imposition of detailed methods
arbitrarily defined centrally.

Chapter 1

Summary of Main Conclusions and Recommendations

12. Preliminary and wide ranging discussions led the Working Party to the
following conclusions:

(a) Medical care is a single entity although it is provided from a complex of
sources including hospital, general practitioner and community services.
(Paragraph 16)

(b) The identification of problems within the complex of services and a fresh
approach to them can bring about improvement without awaiting reform
of the administrative structure. (Paragraph 18)

(¢) The hospital sector is the most costly element in the National Health
Service and its use of resources would be improved if its base of activity
were wider than the individual hospital. (Paragraphs 19-21)

(d) The development of modern scientific medicine and the growth of the
hospital medical team has not been accompanied by corresponding de-
velopment of an appropriate administrative structure amongst clinicians.
(Paragraph 19)

(¢) Within the hospital group there is a need for a representative group of
clinicians aided as appropriate by operational research to undertake a
continuous review of hospital activity, to take an active part in the co-
ordination and planning of services and provide effective liaison with the
community services outside the hospital. (Paragraphs 19-22)

(f) The present medical advisory machinery is not suitable in nature and
structure to meet modern requirements. (Paragraphs 23-28)

(g) In the face of the need for collective thinking there is nothing to be gained
by the re-establishment of the old-style full-time medical superintendent.
(Paragraph 33)



(h) General management in hospitals is a distinct function but should not be
divorced from clinical policy, as these are clearly inter-related. (Paragraphs
29-32 and 38)

(i) The hospital has the central place in the provision of comprehensive medi-
cal care, but there are only sketchy arrangements for continuous review
of its local relationships with the other medical care services. (Paragraph
40)

(j) An effective medical advisory machinery is essential to the policy and plan-
ning function of the Regional Board. (Paragraphs 27 and 41)

(k) There is a need to look at the larger regions in the hospital service and the
membership and function of the statutory authorities responsible for their
administration. (Paragraph 41)

13. Some examples of the particular problems which should be kept under

constant review by all the clinicians practising in an area have been given.
(Paragraphs 42 to 54)

14. The Working Party proposes that the organisation of medical staff in a
hospital or hospital group should be remodelled on the following basis:

(a) Specialties falling into the same broad medical or surgical categories should
be grouped together to form Divisions. (Paragraph 56)

(b) Each Division should carry out constant appraisal of the services it pro-
vides, deploy clinical resources as effectively as possible and cope with
the problems of management that arise in its clinical ficld. (Paragraphs 58
and 61)

(¢) Each Division should have an appointed chairman. (Paragraph 60)

(d) A small medical executive committee composed of representatives from
each Division should be established. (Paragraphs 57 and 62)

(e) This new small medical executive committee would require an appointed
chairman, with time in his contract for administrative duties. He would
be an experienced clinician and should serve in this administrative capacity
for five or more years. He would be the chief medical spokesman for the
hospital or group of hospitals. (Paragraph 62)

(f) The function of the executive committee would be to receive divisional
reports, consider major medical policy and planning, and co-ordinate hos-
pital clinical activities, without controlling or limiting the clinical freedom
of individuals. (Paragraph 63)

(g) The Divisions and the executive committee would all require appropriate
supporting stafl and accommodation. (Paragraph 64)

(h) These recommendations do not imply the disappearance of the full medical
staff committee. (Paragraph 67)

15. The Working Party sees a need for training in administration:
(@) For chairmen of the new medical executive committees. (Paragraph 69)

(b) For the profession as a whole as part of a multi-disciplinary approach to
the problem, a series of week-end or single day conferences. (Paragraph 70)
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(¢) For professional medical administrators. (Paragraph 71)
(i) Comprehensive vocational training schemes.
(i1) Regular opportunities for refreshment of knowledge.

Chapter 11
The Evolution of the Service

16. The Working Party came early to the conclusion that it was difficult to
divorce consideration of the development or efficiency of one branch of the
Health Service from the other. Medical care for the individual is a single entity
although it is provided by many different people in various professions. Many
conditions can be treated at home with the help of specialist services provided
by hospitals for general practitioners and with the support of the local authority
services, such as home nursing.

17. Unfortunately, there has to date been a lack of co-ordination and communi-
cation between the three component parts of the National Health Service.
Recognition of the need for continuity of care and integration of the constituent
services, including the preventive services of the local authority, is widespread
and seems at variance with the continuance of administrative divisions within
the National Health Service.

18. Reform of the present administrative system would require legislation and
this always takes time. Many of the problems which arise in such a personal,
humane and conservative complex of services will inevitably be present under
any system of organisation of medical care, It is fruitless at the present moment
to consider how efficiency might be promoted only in a hypothetical National
Health Service under a unified administration. If these problems are distinguished
and analysed now, a fresh approach to them may bring about improvement
without awaiting legislative reform.

19. In 1967 it is possible, while recognising the strength and achievements of the
system which has developed, and on the whole has worked reasonably well since
1948, to see its main weaknesses particularly those which threaten the efficiency
of the hospital based services, the most costly elements of the National Health
Service. Before 1948 hospital specialist services were available only in certain
areas in the country. Since 1948 these have been planned on a national scale and
there has been increasing specialisation because of the technological complexity
of modern scientific medicine. These factors have nearly doubled the size of the
hospital medical team (see Appendix I) but there has been no corresponding
evolution of an administrative structure among the clinicians with the ability
and authority to deploy medical skills. The present planning policy of the Health
Service is based on the theory of a district general hospital providing compre-
hensive area specialist services for a population, usually between 100,000 and
200,000, which receives home care to an increasing extent from grouped medical
practices. The inadequacy of the links that exist at the moment between preven-
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more usually the arrangements were adapted to local needs from the recom-
mendation made in H.M.C.(48)] that committees representative of the different
groups of staff concerned should act as advisers of the Management Com-
mittee on their sphere of the hospital’s work. The committees were to be
constituted by the staff and not appointed by the Management Committee. No
official constitution has ever been devised, but R.H.B.(53)91 offered general ad-
vice, and also proposed that the committees should interest themselves in various
specific subjects (see Appendix IT). In these early documents there was no men-
tion of the participation of junior medical staff, and until very recently most
committees have probably been representative only of the consultant grade.

24. The memorandum R.H.B.(53)91 also suggested that medical advisory com-
mittees could valuably undertake periodic discussion of a systematic review and
statistical analysis of the clinical work of all departments in the hospital, thus
helping to maintain a high standard, Initiation of discussion of clinical details in
cases of special interest might be helpful, provided there was no clinical inter-
ference in individual cases and the consultant in charge retained sole responsi-
bility. The object of all this was to be the maintenance of as high a standard of
medical care as possible throughout the group.

25. The general advice may be useful, but omits important possibilities such as:
postgraduate education and staff training;
study of bed use as well as allocation;
the use of treatment facilities, e.g. operating theatre organisation;
out-patient clinical organisation and waiting time:
the development and availability of diagnostic services;
perhaps most important of all, co-ordination within the hospital group
and liaison with extra-hospital services, especially general practice.

26. It is now apparent that these arrangements are, in general, far too vague.
Effective presentation and use of statistical information has to date been rare. If
the service is to achieve maximum effectiveness, authorities must have improved
review and planning machinery, and be better able to obtain the views of clini-
cians. Planning authorities may then be better equipped to perceive hitherto
unrecognised needs, and to assess medico-scientific developments. While certain
kinds of regional clinical services have evolved under the National Health Ser-
vice, others, for example epidemiology, genetics and toxicology, have not de-
veloped in this way and yet are necessary as consultative services to practising
clinicians,

27. Since 1948 hospital medical committees have tended to drift away from the
mainstream of management which at group level is largely non-medical. Thus
*clinical management™ tends to be regarded as remote from the general manage-
ment of a hospital, medical care being thought to have little administrative
content. In fact, practically every clinical decision affects the administrative
running of the hospital. It is not too soon to redefine the problem of the adminis-
tration of medical care services, and to design a system that will produce a better
solution of the management problems involved.
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28. For very many years the question of hospital administration has produced
over generalized and emotional debate often clouded by the question of whether
or not the chief administrators should be medically qualified. A number of
questions need reconsideration. What is meant by medical administration ? How
important should be the clinician's contribution to management? How can the
clinician’s participation in management be made more effective?

Chapter 1V

Management Problems in the Hospital and Specialist
Service Today

29. The hospital service is the most complex, sophisticated and costly sector of
the medical care services. Its general policies and the effectiveness of the way
these are carried out have an influence far beyond the immediate confines of
what is normally conjured up by the word “hospital”. In any large scale enter-
prise the problem of management has many facets and the hospital service is
no exception. Problems of management proliferate in an organisation with many
branches, many functions, and many specialties. Opportunities for failure of
communication abound in such situations.

30. The management task in the hospital sector, as it affects the hospital based
consultant and his junior staff, is to ensure the smooth and economic running
of the procedures concerned with diagnosis, treatment and care of in-patients
and out-patients. In addition the hospital provides domiciliary consultative and
diagnostic services direct to general practitioners. The present arrangements for
integrating “‘care”—including diagnosis, treatment and after-care—are inade-
quate.

31. Constant awareness of the effect of one action on others is essential for
efficient management. Any scheme of administration is likely to be inefficient
if it fails to provide the means for mobilising the full consciousness of clinicians
about the effect of their individual actions on others than the patient. Since
medical factors play a decisive role in a very high proportion of all important
general policy decisions, clinicians must be enabled to play a continuous and
leading part in the management arrangements for the complex of hospital and
associated institutions, which provide the comprehensive medical care service
for the population.

32. This may be all too obvious to those who have to manage the affairs of hos-
pitals, but we believe that many clinicians fail to appreciate fully the importance
of their role in management problems. It was the realisation of this lack of
appreciation that caused the Working Party to suggest to the Ministry of Health
that the document “Management Functions of Hospital Doctors” (1966) be
printed and circulated to all hospital medical staff,
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Chapter V

The Key Role of the Clinician in Administration and
Management
(1) At Hospital Level

33. At the outset of the National Health Service, reaction to the previous system
produced a policy which avoided a hierarchical structure; consultants were to
be on equal clinical footing, with equal rights and privileges. This policy has
perhaps been taken too far, ignoring modern needs. Thus an ill-defined medical
advisory organisation has developed which does not provide effectively for
management problems. These require a corporate approach which precludes
the re-introduction of the erstwhile medical superintendent.

34. The committee set up by the Central Health Services Council on the internal
administration of hospitals, reporting in August, 1954, suggested the main
content of medical administration (see Appendix III). In 1967 it is obvious that
the apparently comprehensive list is too imprecise to define the elements of the
management problem or plan the future. The role of any medical executive
committee must include emphasis on forward planning and creative thought
if both manpower and capital resources are to be deployed to the greatest
advantage.

35. The organisation of clinical functions is an activity distinct from the general
management of hospitals, but each affects the other and decisions cannot be
made in either field without regard to the other. The situation will not be solved
by providing an administration predominantly medical in character, assuming
incorrectly that clinicians can only communicate on such issues with administra-
tors who are medically qualified. A medical man engaged in general management
would be acting in an entirely non-medical capacity.

36. Many important hospital administrative matters require direct medical atten-
tion only from those in the clinical services concerned. For example, the use of
operating theatres must be governed by generally accepted rules, but once these
rules are established to the satisfaction of the surgical team, routine supervision
falls to the theatre superintendent, usually a senior nurse, in consultation with
anaesthetists, surgeons, the bacteriologist, the physicist, and the general admini-
stration. The hospital engineer and the cleaning staff also have their several
functions. This is the stuff of general administration, and with smooth manage-
ment the senior medical staff will not become involved unless there is some
divergence from agreed policy. However, it has been suggested that much of the
daily administration is carried out by medical stafl, including junior staff, almost
without their being aware of it, and that more traiming in this field would result
in greater efficiency.

37. Discipline is an important part of medical administration, but in a good
hospital is not a particularly difficult problem. Clearly it is for consultants to
correct their housemen in clinical matters—major social misdemeanours bring
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in the general administration operating within agreed standing orders or policy,
Discipline of senior medical staff poses more difficult problems; again it is a
matter for corporate policy and can only be dealt with effectively by colleagues.
For example, if a consultant insists on working when he is too ill to do so, there
is certainly an important general administrative issue, but the chief administra-
tive officer, whether medical or lay, acts only in consultation with the chairman
of the medical advisory committee. Memorandum H.M. (61)112, (November,
1961) which was agreed with the profession, sets out the two-stage process—a
preliminary informal step leading, if necessary, to a more formal inquiry.

38. Again, there is a range of problems which need corporate medical considera-
tion and for which a strengthening of medical administration is necessary. It is
simple to lay down standing orders or rules governing admission to a hospital
bed. But is the whole medical process as it is deployed for the benefit of each
individual patient effective ? Is it achieving the best possible results ? How efficient
is the co-ordination of general, specialist and after-care services as it relates to
an episode of illness? The answers to these questions are sought all too infre-
quently, and too often an individual consultant engages in his own immediate
and highly responsible tasks without secking or even having a ready opportunity,
to discover how they fit into the general pattern of the hospital.

39. This highlights the shortcomings of management arrangements on predomi-
nantly medical issues. What is required, particularly in larger hospitals, is better
co-ordination of policy deriving from clinical interest within specialties and
within related specialties, and a more effective means of producing and main-
taining collective medical responsibility in such co-ordination of policy. At
present the process within hospitals, and in fact in the medical care services
generally, seems to be too narrow in its outlook.

(ii) At Regional and Area Level

40. Although the hospital has the central and most dramatic part in medical care
arrangements, it is only a part of the broad based social welfare service each part
of which must co-ordinate its functions with the others if anything like integrated
action is to be achieved. Some areas have active, functioning, maternity and
psychiatric liaison committees with representatives from each of the different
sectors providing care. However, co-operation between the local authority and
hospital services is uneven and both services suffer in consequence. Still less is
there sufficient opportunity for general practitioners to express their views on the
best deployment of specialist services for the population as a whole. Nothing
exists at the hospital or group level for examining the waiting lists for particular
diagnoses (for example tonsils and adenoids, hernias, cataract, certain of the
pacdiatric conditions) with the practitioners who are the source of referral.
Equally, there is often no machinery for the consultants and general practitioners
to consider jointly how to make use of hospital facilities for postgraduate
education.
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41. The Regional Board is the authority which plans hospital services. Recently
teaching hospitals have become more involved with the service requirements of
the areas around them. Present evidence suggests that circumstances which
dictated the size of the regions in 1947 have been modified since and that thereisa
real need to look again at the larger regions and see how far it is practical to re-
organise them, as happened in 1959 in the South West Metropolitan Region.
However, the Regional Boards, whatever their size, cannot efficiently carry out
their principal functions of planning unless they can rely on an effective medical
organisation mobilising the skill and wisdom of the practising clinicians at service
level, and we propose looking at this in more detail later.

Chapter VI
A Review of Needs in Certain Spheres

42. The following paragraphs give some important examples of the particular
problems which should be kept under review by all the clinicians practising in an
area and for which a different administrative machinery may be necessary.

(i) Hospital Beds
Flexibility of arrangements.

43. There is inefficiency in the use of beds in hospitals. Without reasonable
flexibility some wards become chronically over-crowded, while others are per-
manently underfilled. The development of specialisation and the tradition that
consultants have a fixed number of beds completely and permanently at their
disposal, have tended in many hospitals to make for infiexibility in the deploy-
ment of beds. With the increase in number of consultants and the present lack of
a system for continuous review it is difficult to achieve a satisfactory policy for
the admission and movement of patients to make the best use of all beds, unless
there is exceptional goodwill between all members of the staff. A number of
investigations undertaken in recent years have suggested that at any one time a
substantial number of hospital beds are occupied by people who could have been
discharged at an earlier date, who would be more appropriately cared for in a
long stay ward or in welfare type accommodation as provided by local authori-
ties, or need never have been admitted at all. A recent Ministry survey of 6,000
self-care patients who were ambulant and able to wash, dress and feed themselves
indicated that 1,321 were being retained in hospital for other than medical
reasons.

Cecupancy.

44. A number of factors may lead to a patient being retained in hospital for
longer than necessary and the pursuit of high bed occupancy as an end in itself is
certainly one of these. The bed occupancy figure alone cannot be used as a
measure of efficient bed use, but in spite of much public comment in recent years,
this fact is still insufficiently appreciated. Administrators, and members of Hos-
pital Management Committees and of Boards, often tend to give undue weight
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to occupancy figures. As a result, patients may occasionally be kept in hospital
for longer than necessary out of a misplaced desire to improve occupancy figures
regardless of the adverse affect on turnover and actual bed use, and with no
consideration for the desire of the patient to return home as quickly as possible.

Improved bed management.

45. Some consultants, in order to prevent allocation of a bed to a patient with a
chronic illness who might “block™ it for a long period, have adopted the practice
of retaining a patient who could have been discharged, until the bed can be filled
by a patient with an “acute” illness. This misuse could be prevented by im-
proved arrangements for transfer of patients with chronic illness not requiring
the same facilities to other accommodation. While it is appreciated that the
necessary alternative accommodation is not available in all areas, improved bed
management on a group basis and better liaison between hospitals and local
authorities, such as could be achieved through an effective executive committee
of the medical staff, could do much to improve the position.

EFHEP'SEHL‘_}’ arrangements

46. Arrangements for emergency admission can be a major cause of inefficient
use of beds, particularly in hospitals where these are made on a rigid “firm" and
specialty basis and each unit keeps some of its beds empty to take possible
emergencies. Such arrangements result in far more beds being kept empty
than would occur if a system of beds for common use or a special admission
ward were available. Another instance is the way in which obstetric beds are
kept empty for patients who may be admitted in labour. A certain amount of bed
wastage here is inevitable, but it can be reduced by different hospital staffs co-
ordinating their admissions so that one hospital when full, may have assistance
from another hospital nearby where there are empty beds. The most important
requirement is an agreed area plan for maternity work with a recognised booking
policy, well understood by hospital and home care services.

47. It will be necessary to prepare a separate paper to deal comprehensively with
the problems of effective bed use and the contribution which could be made by
efficient medical management in this field, but some indication of this has been
given above. The use of 5-day wards, overnight hostel facilities and out-patient
treatment units are among the many other measures which could lead to im-
proved bed use, and which could be investigated and exploited by an active
executive committee of medical staff.

(ii) Organisation of Out-patient and In-patient Services

Planning in advance

48, There is good reason to believe that patients spend longer in hospital than is
necessary because planning of their requirements is not carried out in advance.
For example, they may have to lie in bed awaiting X-ray examination because at
short notice the X-ray department cannot provide an appointment. Many forms
of X-ray examination are nowadays elaborate and preliminary preparations have
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to be made. While individual administrators may tackle this problem with zeal
there is a tendency to leave this too much to chance; a better medical organisa-
tion would keep the issue fresh and make timely adjustments. The practical
problems might be eased further by employing an efficient and possibly expanded
secretariat who could co-ordinate new and previous examinations and procedures
before the actual date of admission, in co-operation with the general practitioner.
Such a secretariat would need adequate permanent accommodation within the
hospital.

Records

49. It is not uncommon for some hospital departments to refuse to release their
own records, including X-rays, for inclusion in the general record files because
it is feared that this might lead to their loss. Such an attitude can lead to un-
necessary duplication both of records and of investigations, including some
which involve added exposure of the patient to radiation, and can produce com-
plications in medical care. The Tunbridge Committee report® underlines the
principle of availability of records between departments and between hospitals.

(111} Review of Clinical Practice

Variation in practice

50. The normal therapeutic regime for quite common conditions will vary con-
siderably between one hospital and another, or between one consultant and
another in the same hospital. The treatment of hernia well demonstrates the
wide differences in the length of stay of the patients in different hospitals, or
under different consultants in the same hospital. This is a material point, for
over one million patient days are used a year for patients with hernia, and these
patients also suffer a mean waiting time of 156 weeks.* Morecover, absence
from work may precede admission, with consequent loss of earnings to the
patient and in manpower to the nation.

Specific examples of variations

51. Further examples where, at the present time, clinical practice and opinion
differ in a variety of situations are the treatment of varicose veins and after-care
in meniscectomy; tonsillectomy; and fenestration. A specific instance concerns
the after-care of meniscectomy patients at a certain hospital where the average
length of stay was 13 days. Because of the length of the waiting list some patients
were referred to another hospital with more available operating theatre time,
where the operation was carried out by the members of the medical stafl from
the general hospital. Five years later it was realised that the average stay at
the second hospital was 18 days, while the length of stay at the general hospital
remained the same. This chance finding in the preparation of a paper then led

3 Ministry of Health: Central Health Services Council: Standing Medical Advisory
Committee. The Standardisation of Hospital Medical Records, London, H.M.S.0. 1965,

4 Ministry of Health, and General Register Office, Report on Hospital In-Patient Enguiry
for the year 1963—Part I, Tables, London, H.M.5.0., 1967,
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to the appropriate action. No-one at present has the specific duty to suggest
what may be done in such circumstances or even to institute appraisal of current
practice.

52. The medical staff must have means of being made aware of the implications
of clinical developments which at first sight do not seem to affect more than one
specialty, but often have implications for many. Outstanding examples of this
are recent developments in cardiac resuscitation and laboratory automation
procedures.

(iv) Vocational Training—Postgraduate Medical Education

53. The whole of the medical staffing structure at the present time still appears
to be based on the requirements of four decades ago, and the Working Party
believes that this now needs critical reappraisal. Because of the pattern of medical
staffing, and the apprenticeship character of much vocational medical training,
no hospital nowadays can afford not to be a teaching hospital in some sense.
With the development of postgraduate medical centres and emergence of the
need of a centralised policy for vocational training of the specialties—to say
nothing of making the best use of junior medical staff—it would seem important
to develop machinery to keep the complex needs of vocational training and
postgraduate medical education before the consultant staff as a whole. It is no
exaggeration to say that the morale of the junior staff depends very largely on
their consciousness that their problems are fully understood by their consultant
colleagues. Training requirements have changed radically and the new needs
must be met by hospitals hoping to attract and retain junior staff, despite the
considerable cost in time and effort which this will involve on the part of con-
sultant staff. This will need to be taken into account in determining establish-
ment. Some areas have instituted day release arrangements for junior staff, but
the feasibility of this varies not only between hospitals but between specialties
in the same hospital. It is important to develop machinery which will take account
of the needs of individual junior doctors and the continuing education of the
general practitioner, and will guide and co-ordinate all postgraduate activities.

(v) Planning of Services and Use of Resources

54. There has hitherto been very little general oversight of the pattern of different
services offered by a given hospital. Nowadays most consultants have marked
specialist interests. Unless there is deliberate planning there can be no certainty
that the replacement of a retiring consultant will in fact provide the kind of
specialist activity that will complement the current pattern of the hospital as a
whole. A decision to make a completely new specialist appointment to the hos-
pital staff may not be accompanied by a careful analysis of the effect that this is
likely to have on operating theatre time, out-patient clinics, nursing staff, etc.
Bitter experience may in certain places have improved the position in this regard
when a changeover of staff is due to occur, but there should be machinery to
evaluate what is necessary. There are no doubt detailed arguments about how
many beds the new man will inherit and where they will be and so on; but there
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is reluctance to examine afresh what kind of appointment is wanted, what special
interest is lacking, or in the case of teaching hospitals, what the University would
like to see from the point of view of teaching. Even the bed allocation may be

decided by habit rather than with regard to the greatly changed value of the
bed as a unit.

Chapter VII

Towards a More Sharply Defined Organisation of
Medical Staff
(i) The Divisional System

55. The preceding paragraphs attempt to describe and define the medical content
of hospital administration at the service level. It is not disputed that many of the
duties described are competently carried out today by medical advisory com-
mitiees and their chairmen or by medical superintendents where this post still
exists. Chairmen and medical advisory committees are, however, busy clinicians.
The advisory machinery was designed (R.H.B. (53) 91, see Appendix II) to
ensure representation of the whole consultant and specialist medical and dental
staff of the hospitals concerned, of general medical and dental practitioners on
the staff and of those in practice in the area and of medical officers of health.
Since then time has passed and views have changed, and such a committee, while
democratic, is cumbersome and unwieldy for the manifold duties it has to carry
out, ranging from major policy considerations to more routine medical matters
affecting possibly only one or two specialties. An immediate objective must be
to develop more specific constitutional arrangements, which will encourage on
an area basis, and subsequently regionally, the building up of the collective
thinking of the consultant medical staff of the hospital and specialist services, to
provide a firm basis for policy making. Only in this way can the organisation
of medical care be founded on scientific observations and related to perceived
needs.

56. It seems to the Working Party that no matter how the hospital sector of the
health service is organised, the medical efficiency and the organisation of clinical
functions of each individual hospital, large or small, is a problem unique to that
hospital. In order to find the structure in which such appraisal of the hospital’s
function would be feasible, the Working Party found it necessary to look
closely at the basic medical organisation of the hospital service. The “firm”™
system as it operates at the moment has something to be said for it within a
limited field, but members of the “‘firm” do not necessarily have the opportunity
—nor always the will—to communicate with colleagues within the same broad
sector of activity and having similar or related organisational problems. For
example all the surgical specialties tend to have lengthy waiting lists and make
demands on anaesthetic services and theatre time. Taking the district general
hospital complex as the basic unit it is suggested that the grouping together of
specialties would allow an organised approach to many of the problems which
medical staff’ should be facing and so establish effective medical administration in
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hospitals. Some of the specialties fall naturally into single or composite groups
within either broad medical or surgical categories. Others—such as neuro-
surgery—represent both medical and surgical interest. The number and size of
specialty groups or “Divisions” would be influenced to a great extent by the
size and pattern of the existing group hospital services. Divisions might be formed
from the medical specialties, the surgical specialties, the laboratory services,
radiology and radiotherapy, psychiatry, obstetrics and gynaecology or some
combination of specialties deriving from a specific development at a particular
hospital. The division would include all the consultants and their junior staff and
would meet regularly to review its work. Suitable information could be placed
before the meeting covering work done, results, facilities required and any ques-
tion of mutual assistance. In such a system the substantial contribution of junior
staff—especially registrars—to the organisation of the work could be more fully
recognised. One of the present frustrating factors for many capable young doc-
tors is undoubtedly their lack of opportunity to influence the management of
their own work in order to improve efficiency.

57. The Working Party examined the theoretical application of the divisional
system to two areas. In one the natural grouping of specialties gave rise to six
divisions and in the other to nine. One of these exercises was applied in a region
which already had a system whereby clinicians are grouped together. There is
no written constitution for these groupings but they represent the working
arrangements for clinicians in an area to come together for discussion. This region
was therefore conditioned to grouping by specialties and accepting one member
as spokesman for the rest of the group. This small number of services or divisions
would result in a small number of representatives and it is suggested that these
should form an executive committee which would be less cumbersome than the
present medical advisory committee.

(ii) Functions of the Division

58. The functions of a “division™ have been indicated in a general way in para-
graphs 42 to 53; namely the review of hospital bed usage against the background
of community needs, the organisation of out-patient and in-patient services, the
review of clinical practice, vocational training and postgraduate medical educa-
tion. Under these broad main headings will be included the study of data on
waiting lists, out-patient waiting times, time spent in hospital by patients awaiting
operation or investigation and supervision of medical records. The use of re-
sources, manpower, both medical and ancillary, and equipment will need to be
considered by divisions and the optimum use of these worked out. This will
involve liaison with other divisions and with non-medical groups. Liaison acti-
vities with other divisions and with other departments and committees within
the hospital group, with general practitioners and with medical officers of health,
to name only a few, will form an important part of the division's duties. Post-
graduate activity should cover both informal inservice training schemes for junior
staff with more formal clinico-pathological conferences and programmes for all
the doctors practising in the area (including those in general practice and local
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authority service). Association with the other community services, particularly
home nursing, should make possible the integration of care for groups such as
the very old and the very young and should also lead to the development of
policy on subjects such as out-patient surgery, early discharge after delivery, and
rehabilitation.

59. The Working Party has not attempted to define the method of co-ordination
with nursing administration, but it seems that the nursing organisation envisaged
in the Salmon Report® would fit in conveniently with what it has proposed. It
is obvious that the chairman of the executive committee would need to work as
closely with the chief nursing officer as he would with the administrator.

(ii1) Chairmen of Divisions

60. The divisions would each require a chairman who should be appointed by
Boards of Governors in consultation with appropriate consultant staff, and by
Regional Boards in consultation with Hospital Management Committees and
consultant staff. The duties of the post should be recognised in the holder’s con-
tract. The internal divisional organisation would be a matter for each specialty
or group and no doubt would depend on what the chairman could himself
undertake.

61. Some idea of the functions of divisions has been outlined but it is not easy
to lay down a single pattern for each division and its chairman. Most of the
division’s administrative effort would be devoted to appraising the need it is
fulfilling, the success it is achieving in its objects, and coping with the problems
that arise. Obviously it is essential that the division be supplied with data rele-
vant to these functions—such as statistical information on admissions and
discharges, waiting lists, out-patient waiting times, and autopsy findings. Regular
meetings of the division should be presented with information of this nature
collected and processed in collaboration with the non-medical administrative
staff. Certain divisions might find it profitable to organise some kind of inservice
reappraisal. The presentation of reports to the executive committee from the
division might be a duty delegated by the divisional chairman to another member
of the division.

(iv) Composition of Executive Committees

62. The executive committee would be composed of representatives from the
divisions. There would also be a chairman, appointed in the same way as the
chairman of a division, who would occupy the position for a period preferably
of 5 or more years, who might later return to wholly clinical practice. The
chairman of the executive committee would not necessarily be the chairman of
a division. The Working Party recognises that a mistaken selection might be
made and therefore this should be subject to annual renewal. The duties of such
a post would be different from those of the chairman of the present medical

5 Ministry of Health and Scottish Home and Health Department, Report of the Committee
on Senior Nursing Staff Structure, London, H.M.5.0., 1966.
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advisory committee in as much as he would have wider scope, organised assis-
tance from colleagues, less involvement with day-to-day details of clinical work,
some executive powers and appropriate recognition of the duties of his post in
his contract. Such a post could only be filled by an experienced clinician.

(v) Role of Executive Committees

63. The executive committee and its chairman would receive and consider reports
put to them by the divisions, review major issues of policy and planning, and co-
ordinate the medical activities of the hospital as a whole. In this structure the
executive committee is seen as a source of authority behind the chairman who
would of course be the hospital’s (or group of hospitals”) chief medical spokes-
man during his term of office. It is believed that persons of such inclination and
aptitude are to be found amongst hospital consultants and that the chairman’s
duties would be in no way inconsistent with the recognised rights and privileges
of the other serving consultants. One of the built in duties associated with such a
role, whether it be called “Chief of Staff” or “Chairman of the Medical Execu-
tive Committee™ could well be the presentation of a bi-annual or quarterly report
to the medical staffs as a whole, meeting as a full medical committee. The chair-
man, if he is not a member of the Hospital Management Committee, should
attend its meetings.

(vi) Some Administrative Aspects

64. Since both the “‘chief of staff”” and the chairman of divisions will be actively
engaged in management they must be provided with the essential apparatus of
medical administration such as suitable office accommodation and supporting
secretarial staff. Consultants holding office in divisions, whether as chairman
or in any other capacity, would be unlikely to average more than one or two
sessions a week on administrative duties. The chairman of the executive com-
mittee might need to devote three or four sessions a week to this work.

65. Such an organisation should be developed from existing arrangements rather
than generally introduced in a uniform pattern on a certain day. The Working
Party is aware that any preconceived pattern of services is unlikely to be applic-
able to the large number of very small hospitals. Nevertheless of the 333 non-
teaching hospital groups in England and Wales in 1966 only 35 had less than 500
beds. It is suggested that at least a modified form of the full divisional system
might evolve in areas where the total consultant staff shared by the group number
no more than twenty or thirty.

66. The Working Party believes that such a system would provide the machinery
for a sharper perception of the problems of planning and evaluation of medical
care, and for better co-ordination with general practice and local health authority
services. Some consultants will be relieved of attendance at committees where
the subject matter may be barely relevant to their duties or interests, but the
administrative burden falling on a few will prove to be greater than before.
Nevertheless, we believe that this is work that must be done, that assistance must
be provided for those who do it, and that time must be made for it.
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67. Notwithstanding these proposals there is no reason why the full medical staff
committee as at present constituted should not continue to meet as before.

Chapter VIII

Training for Medical Administration and the Organisation
of Medical Care

68. The re-organisation into a divisional structure with an executive committee
can only be effective if arrangements are introduced for appropriate training to
be made available to clinicians selected to fill special roles and if the profession as
a whole accepts the need for change and understands the working of the new
structure and its objective. A planned training programme will be required to
achieve this and will have to include special courses for clinicians appointed as
medical executive committee chairmen and a continuing series of general con-
ferences and seminars suitable for the main body of clinical staff.

69. The detailed content and the duration of courses for prospective medical
executive committee chairmen will need to be considered outside the present
discussions, but the Working Party consider that preparation for this important
role should include the study of the organisation of medical care as a whole, as
well as instruction in the principles of administration and the application of
modern management aids and techniques. Experimental courses along these lines
should be devised. There should also be regular opportunities during their period
of service for chairmen to meet colleagues with similar responsibilities to provide
fresh thinking.

70. The education and training of the main body of the profession poses different
problems, and the organisation, on a regional basis, of weekend or single day
seminars or conferences would appear to offer the most practical solution likely
to achieve some success. The Working Party emphasises, however, that the
clinical staff of hospitals is by no means the only group of National Health Ser-
vice employees in need of this assistance, and that the greatest benefit to partici-
pants and to the service is most likely to be derived from a multi-disciplinary
approach. This could include hospital administrators, doctors and other admin-
istrators on the headquarters staff of Regional Hospital Boards or the Ministry
of Health, and doctors and others engaged in other branches of the service,
as well as the group of clinicians working in a hospital with which the Working
Party is primarily concerned. The new structure proposed for the organisation of
medical work in hospitals can only be fully effective if it is closely related to the
organisation of medical care as a whole and if there is a basic identity of outlook
in common between the various branches of the service. Among doctors, partici-
pation in these general conferences and seminars should not be restricted to the
senior or established members of the profession in the hospital service, but should
include a proportion of doctors from the junior grades, and from general practice

and public health.
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71. Elsewhere in this report, emphasis is placed on the need for a much closer
integration of the three main parts of the service and comments are made on the
nature and quality of administration at central and regional level. The impact of
the professional medical administrator on the general running of the service and
therefore indirectly on the efficiency of medical work in hospitals is very great,
and it seems appropriate to include a few general comments on the training
requirements for this group of doctors in this Report. The organisation of medi-
cal care in this country on a national basis, with increasing emphasis on the
concept that the total medical care of the patient requires the integrated co-
operation of services inside and outside hospital, now more than ever before
calls for high quality in recruitment to the ranks of professional medical ad-
ministrators. With continuing trends in this direction, administrative medical
officers at all levels have a need for a common basic training which will fit them
for a carcer not as “personal doctors”, caring for individual patients, but as
specialists in the administration of community medical care concerned with
practising medicine in relation to populations and groups. Training for such a
role must include postgraduate experience in the hospital service and/or general
practice, and a study of epidemiology, statistics and other subjects appropriate to
the practice of this type of administration. At present there is a regrettablelack of
properly organised vocational training for professional medical administrators
other than those required for the services of local authorities. Until this is
remedied and there is some improvement in the career structure and the status of
these administrators, the present shortage of suitable applicants for this type of
work seems likely to continue. There is a need for organised initial training
courses and for regular refresher courses for these doctors. There has been syste-
matic training for the Diploma in Public Health for nearly a century, but this
Diploma has been related to one particular field of medicine and is not fitted to
the requirements of the hospital service or general practice. It is known that the
General Medical Council is reviewing the regulations governing the Diploma.

72. The Working Party thinks that the pattern of training needs more detailed
examination, and proposes to return to this subject at a later date. It feels that a
common basis of training for administrators in any branch of the health services
could be devised which would encourage interchange between them and be con-
sistent with the requirements of any likely pattern of administration in the future.

Chapter IX

Epilogue

73. Medical advisory machinery in the hospital service has performed a useful
function since 1948. Nevertheless statistical and other sources of information now
delineate the community’s need in depth and detail never possible before. This
sharper perception of problems of planning and of evaluation of medical care ser-
vices demands a higher efficiency than that of which the existing machinery is
capable.
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74. The Working Party asswmes that the present rapid trend towards grouped
general practice with attached local authority nursing and other staff will continue,
and will be planned within the district of a general hospital, so as to form a health
service unit or complex of which the district general hospital and the postgraduate
medical centre associated with it are the focus. Although reference here and else-
where is to the district general hospital, it is still true in many, if not most, centres
that the district general hospital is dispersed over several units. In such conditions
it is still possible to organise the several units as one, and unnecessary to await
concentration on one site. A divisional organisation is the logical development for
the district general hospital, whatever pattern of hospital staffing emerges as a
result of present negotiations between the profession and the Health Departments
or of recommendations made by the Royal Commission on Medical Education.
The number of divisions would relate to the services provided by the district general
hospital, and these in turn are influenced by the geography of the area and by
other practical considerations such as the optimum size of the hospital unit. The
Working Party is not in a position to define either the minimum or maximum size
of a population that should be served in this way—that is by the district general
hospital in association with group practice and local health authority centres—Dbut
this complex would only exceptionally be found where the population numbers less
than 100,000 and is more likely to approach, or even exceed, 200,000 in larger
urban communities. It is not suggested that such a complex should stand alone.

There will be sharing of some highly specialised services between neighbouring

groups as part of a regional pattern. This raises a further problem of administration
which has exercised the Working Party.

75. There must be doubt as to the effectiveness of the regional administration when
its span of control covers too many units or medical care complexes such as we have
described. Also it may well be that the actual constitution, membership and function
of the statutory adminisirative authorities themselves will shortly come under re-
view, though they are outside our remit. Aside from the possibility of reconstitution
of these authorities there is a need for special qualifications in members of such
bodies, or inclusion of members with expertise in the techniques of large scale
management in professional and scientific fields.

76. The Working Party believes that the suggestions made in this report, covering
as they do only the service level of hospital organisation, will, if implemented with
goodwill and understanding, provide more effective management of the medical
care services found in hospitals than exists at the moment. Moreover it is believed
that such an organisation could be readily assimilated into the basic structure of a
Jully integrated service.
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Appendix Il

Guidance issued on hospital medical advisory committees in 1953

A memorandum issued in 19539 suggested that committees should concern
themselves with:

(a) Developments in the scope of a hospital’s work, such as the formation of
new departments, or extensions and modifications in existing departments;

(b) allocation of beds;

(¢c) criteria to be followed in deciding upon the admission of patients on the
waiting list;

(d) arrangements to be adopted for emergency admissions;
(¢) procedure for dealing with complaints involving medical or dental staff;

(f) procedure for making appointments of junior medical or dental staff
(within the framework of such central guidance as has been given, e.g. in
relation to registrars);

(g) types of medical and dental equipment and supplies to be obtained ;
(h) care of medical and dental records;

(i) economies to be sought both generally and in relation to such matters as
prescribing, use of X-ray films, etc;

(/) control of infection in hospitals;

(k) recommendations of members of the staff to serve as members of the Board
of Governors or Hospital Management Committee;

(/) the organisation of such activities as clinical demonstrations or mainten-
ance of a medical library.

The memorandum went on:

‘Another function which is not at present usually exercised by such committees
but which the Minister thinks would, if exercised, produce results of the greatest
value, is the systematic review and analysis of the clinical work of the staff. If
the results of the work of all departments were regularly reviewed and where
practicable subjected to statistical analysis and brought before the full committee
at its periodical meetings, discussion of the results would, in the Minister’s view,
assist all the staff in achieving and maintaining a high standard of clinical work.
Suitable opportunity for discussion of the clinical details of cases of special
interest might also be provided. No question of clinical interference in the con-
duct of individual cases would arise; this would remain the sole responsibility
of the consultants in charge of the particular cases. The object would be dis-
cussion and review of clinical results with the object of ensuring as high a
-standard of medical care as possible throughout the group.’

& Ministry of Health, Medical Committees in Hospitals and Hospital Groups, 1953
(RHB (53)91, HMC (53)85, BG (53)87).
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