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continuum. During the course of an illness, the patient may need the help of
doctors, nurses and a variety of para-medical staff from different services at
different stages of his treatment. The administrative structure should be designed
to enable him to get appropriate care at each point of time, Merely by reason of
the existence in a given area of three different authorities responsible for the
provision of services, it cannot be said to be so designed at present. Co-operation
is achieved despite administrative barriers, not as a direct result of the structure
itself. While the recent developments described above in co-operation are wel-
come, they are by no means universal or complete.

17. 1In addition to this need for co-operation in the treatment of the in-
dividual case, there is an increasing need for co-ordinated planning of future
developments, arising from the inter-dependence of the main branches of the
service. For example, hospitals, family doctors and local health authorities are
all involved in the care of the elderly, who form an increasing proportion of the
population. All are also involved in the treatment and support of mental illness;
all are involved in the provision of maternity services. The partial success of
liaison committees in some of these fields mitigates the difficulties but does not
fully meet the argument for a single authority responsible both for the planning
and for the operation of a comprehensive service.

18. Thus, as well as creating problems in day-to-day co-ordination, the
present structure does not in itself promote the use of total available resources
to the best advantage. Yet rising costs and financial stringency require the most
effective possible allocation of limited capital and revenue funds. It is equally
important that the skilled human resources in the service, which in some sectors
are very scarce, should be efficiently deployed. The disparate responsibilities of
the three authorities administering services in a given area make these elementary
precepts difficult to implement.

19. Advances in medical knowledge or techniques and the emergence of
new needs—such as the development of screening for diseases, and the survival
of children with multiple handicaps—also point to the value of overall direction
of the services. Resources should be capable of being quickly and effectively re-
deployed to meet changing circumstances. While co-operation between the ser-
vices enables this to be done at present with some effort and with varying degrees
of success, a single body with responsibility for comprehensive care should be
capable of a more rapid and more effective response. It would also facilitate the
collection of epidemiological data and the assembly of linked medical records for
purposes of research and clinical care.

20. Two other criticisms of the present structure might be mentioned. Since
the local authority services are partly financed from local rates, the size of the
authority concerned and its rateable valuation are important determinants of
the financial resources available for health services. This has undoubtedly con-
tributed to their uneven development, and to a less than satisfactory level of
expenditure on community care in some areas. Under an integrated structure
financed on a uniform basis not only might community care benefit through the
re-allocation of resources, withconsequential savings in more expensive hospital
care, but it should be possible to reduce disparities in the standard of total care in
different parts of the country.

21. The other criticism relates to the hospital service, in which since the
passing of the Health Services (Amendment) Act, 1967 the Ministry and the
Hospitals Authority both have policy-making functions which cannot easily be
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of breaches of their terms of service, and practitioners have a right of appeal to
the Ministry against decisions of the Board following Services Committee
investigations. Under the new structure, it would be unnecessary and undesirable
for each Area Board to establish its own Services Committee; together they
could establish a central Services Committee under a legally qualified chairman
which would ensure both impartiality and consistency of procedure and decisions.

LOCAL AUTHORITY HEALTH SERVICES

Personal Health Services

42. The success of an integrated pattern of care would depend to a con-
siderable extent upon the unified direction of hospital and community health
services. Accordingly, the new Area Boards should assume responsibility for the
personal health services at present provided by local authorities. These broadly
comprise home nursing, health visiting and other services for the prevention of
illness, care and after-care; maternity services including domiciliary midwifery;
mother and child health clinics; vaccination and immunisation ; health education
and family planning services.

43. This would, for example, enable the child health service to develop in
closer association with hospital paediatric services; it would facilitate the develop-
ment of an integrated maternity service, giving hospital and local authority mid-
wives a common employer; and it would lay the foundation for the closer in-
volvement of general practitioners with local authority staff in community health
programmes. These developments would be of material benefit both to those
receiving and to those providing services.

44, If these suggestions were adopted, the staff concerned in the personal
health services would transfer to the employment of the proposed Area Boards,
and their appointment, remuneration and conditions of service could be governed
by arrangements similar to those suggestedfabove (paragraphs 31-32) for the
hospital service. (The special position of Medical Officers of Health, who are
concerned also with public health, is considered further below.)

School Health Service

45, In Northern Ireland, the school health service is provided by local
health authorities acting under powers conferred upon them by the Education
Acts. It would seem appropriate that this service should continue to be provided
under health auspices, and should therefore be administered by the proposed
Area Boards. As with personal health services, the staff concerned, many of
whom have functions in both fields, would transfer and would have increased
opportunities for collaboration with hospital departments and general prac-
titioners, The possibility of developing a fully unified child health service would
emerge. Close liaison would still of course be needed with education authorities.

Public Health

46. The functions of local authorities at county and district level in public
and environmental health were outlined in paragraph 9. Broadly, it is suggested
that those functions primarily concerned with health and requiring medical
control should become the responsibility of the proposed Area Boards, while
those primarily environmental in character should remain with local government,
becoming in due course the responsibility of the new Councils. Close links would
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Meanwhile, it is necessary to consider the situation which will arise if the re-
shaping of local government necessitates the transfer of personal social services
to new authorities. It would seem logical that new authorities established for this
purpose should be statutory Boards related to the Boards proposed for the
administration of health services. Several possible approaches are open for
consideration on this basis.

Separate Boards

59. The first is that separate Boards should be established to administer
personal social services for the same areas as those of the proposed Boards for
health services. This form of organisation would give explicit recognition to the
fact that the fields of interest of the health and personal social services overlap
but do not coincide, as social needs often arise independently of, or extend be-
yond, the need for medical care. It would recognise the growing identity of social
work as a professional sphere distinct from medicine, its desire to consolidate
this professionalism in an independent setting, and the specific management
requirements of the personal social services which are elaborated in paragraphs
66 and 67. The obvious need for close links with health, education and housing
authorities could be met at Board level by cross-membership and at field level
by the attachment of social workers to health centres and hospitals, to schools
and to housing departments.

60. The establishment of independent Boards for personal social services
has, however, certain disadvantages when viewed in a wider setting. It would,
for one, formally separate the administration of social services from health
services just at a time when the need for co-operation and joint planning is
becoming increasingly recognised on both sides. It would disrupt the existing
unity of the Special Care Service, which in both its institutional and community
aspects 1s administered on an integrated basis. Again, it would add another set
of authorities to a situation in which the general need is for a reduction in the
number of administrative bodies involved in a relatively small area like Northern
Ireland. Moreover, separate authorities would need their own administrative
staff and supporting professional and other services, and would be competing
for them against larger and better equipped organisations such as the proposed
Boards for health services. In organisational terms, it might be argued that com-
pletely separate Boards for personal social services may not be large enough to
constitute economic and self-sufficient units of administration, even allowing for
their continued growth.

Linked Boards

61. A solution to these problems might be sought in establishing in each
area two independent Boards—one for health and one for personal social ser-
vices—with a shared secretariat and supporting services for administration,
works and supply. An analogy can be found in the present pattern of the local
authority services, where separate Health and Welfare Departments operate
under the aegis of the County or County Borough Council, sharing in most
cases a secretariat and supporting services. Such a system would seem to secure
the professional identity of the two services under separate Boards while avoid-
ing duplication of supporting staff. It would, on the other hand, present organ-
isational problems in that, without a common body acting as the equivalent of
the County Council, shared staff would have to be appointed and controlled
either through some joint machinery or by one Board acting for both, and in the
latter case especially could well experience conflicts of loyalty in trying to meet

19






66. In considering the feasibility of establishing single Boards to administer
health and personal social services, however, account must also be taken of the
differences in the type of direction each requires. While both call for long-term
planning and management of resources, and both require the involvement of the
community in decision making, the emphasis falls on the latter for personal social
services in general and for child care in particular. Deprived children, for ex-
ample, are in no position to speak for themselves or defend their rights, and
therefore require a special degree of protection. Thus, the powers of welfare
authorities in relation to children in care include full parental responsibility;
there is closer supervision by central government than with other services; and
there is judicial intervention in many cases. Along with the continuation of these
provisions goes a need for the body responsible for the service to take a direct
and continuing interest in the children and families concerned.

67. Moreover, while future development may well lead to more compre-
hensive social services with stronger emphasis on preventive powers—Ilike those
in the new Children and Young Persons Act—other important differences in the
nature of management of health and personal social services seem likely to
remain. In child care, for example, intervention in individual cases may be un-
welcome to the individuals concerned, and where it is necessary the right course
of action may involve judgements which contain other than purely professional
elements. Again, to a much greater degree than in the health service, the solution
of problems in personal social services often lies in the use of services from other
sources—education, housing, employment and supplementary benefits. For such
reasons, the personal social services need an efficient management which will
ensure that the personal nature of the service is maintained; a management
involved with the local community and fully responsive to the attitudes of
society, which will promote co-operation among all the statutory and voluntary
bodies concerned with social welfare in the broadest sense.

Conclusion

68. The alternative systems of administration outlined above for personal
social services present difficult choices for which an ideal solution is not easily
found. But the balance of argument suggests that the best framework for the
continued development of personal social services is to be found in their coming
into some form of partnership with health services. If this is to be done through
separate Boards with common administrative and technical support, means will
need to be found to secure the equitable deployment of common stafl and the
necessary degree of joint planning and day-to-day management in fields of com-
mon concern. If a combined Board for health and personal social services is
considered on balance to offer the best all-round solution, an essential condition
of this arrangement would be the making of provision within the structure to
maintain the independent identity of the personal social services. The appoint-
ment of separate Committees and separate Directors is suggested above for
this purpose; these and other provisions, such as an earmarked budget for per-
sonal social services and the establishment of separate local consultative machine-
ry, are further discussed in Chapter 6 on the operation of Area Boards.
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East Belfast could, for example, be administered by the Board responsible for the
remainder of the greater Belfast area, which would then perhaps leave too small
a population to justify a separate Board in North Down. Another possibility
would be to link the City Hospital in Belfast with the Ulster Hospital, Dundonald,
and the Ards Hospital to provide a nucleus of hospital services for an Area
Board embracing not only North Down but a large segment of the greater
Belfast area. This would have the disadvantage of dividing Belfast in two for the
purpose of community care, and of keeping the two main teaching hospital
somplexes under separate management; but it would make for a better balance
of size and resources among Area Boards. A third possibility would be the unified
administration of services by a single Board for the whole Belfast area and North
Down. There would then be four Boards serving roughly the north, south, east
and west of the Province, but one of them would greatly outweigh the other
three in terms of population and resources. A better balance would be achieved
if there were only three Boards in all—the Board for Greater Belfast and North
Down; a Northern Board for an area roughly comprising Londonderry, County
Londonderry and most of County Antrim; and a Southern Board comprising
Counties Fermanagh, Tyrone and Armagh and South Down. But the problem
might then be increased of aligning these areas with the new pattern of local
government and with other major social services.

72. These various approaches serve only as illustrations of the problems
involved in the delineation of areas for the administration of health and personal
social services, which will be one of the most important issues on which detailed
consultations are required. The provisional conclusions reached above are that
between three and five Boards might be established under a new structure. In
reaching decisions, the various possibilities will have to be measured against the
criteria of efficiency and local involvement mentioned above, and account must
be taken of the boundaries of the new local government areas. The areas of
administration for health and personal social services and for local government
should clearly be as closely aligned as possible in view of the links envisaged
between them in the field of public health; the need for co-operation with
housing and education authorities; and the participation of elected represent-
atives of the new local government areas in the administration of the health and
personal social services.

Area boundaries

73. Consideration would also have to be given to the method of delineating
the spheres of responsibility of Area Boards. In the hospital service, for example,
the responsibility of Management Committees relates to a group of clinical
services, not to precise populations or geographical areas. In community health
and personal social services, on the other hand, responsibility relates to specific
areas, and it would seem important to retain this system particularly in the field
of public health. To draw geographical boundaries for the proposed Area Boards
would create minor problems, for example, in the administration of general
medical services, since many doctors would have patients resident in the areas
of two Boards, and the attachment of nurses and social workers to cover their
practices as a whole might give rise to some difficulties. But these problems
already exist in part under the present structure and have not proved insuperable.

74. 1t would thus seem feasible and in some respects desirable to give the
proposed Boards responsibility for the provision of services for a given area,
and to resolve any demarcation problems which might arise by co-operation
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between them. An alternative approach would be to give Boards responsibility
for a group of hospital services and for contracting with the family doctors and
other practitioners within their hospital catchment areas. Each Board would then
provide personal health and social work services for the patients on these doctors’
lists, which would make arrangements for the attachment of community staff
to general practice simple and effective. Where, as in the field of public health,
relationship to local government areaswas needed, arrangements could bemade
to link each Board with a number of local government areas which would look
to that Board for public health advice. Similar arrangements could be made with
education authorities for the provision of school health and social work services.

The organisation of central services

75. The disposition of services which are at present provided centrally
either by the Hospitals Authority or the General Health Services Board requires
consideration under these proposals. Three broad possibilities are open for
discussion:-

(a) such services could be provided by one Area Board on behalf of all;

(b) a central executive Board could be established, which would provide com-
mon services for all Area Boards:

(c) appropriate services could be provided locally by Area Boards and central-
ly by the Government.

76. It has already been suggested (paragraph 34) that the first solution
seems appropriate for those services which need a clinical base for their operation
such as the Blood Transfusion and Mass Radiography Services. Central machine-
ry is considered essential for the executive functions of the General Health
Services Board (paragraphs 39 and 40), as also for the proposed Staffs Council
mentioned in paragraph 31, which might provide a focus for the Appointments
Panels on consultant hospital appointments and for the Medical Practices
Committee mentioned in paragraphs 31 and 37 respectively. The organisation
of works, supplies and various other executive and advisory services has now
to be examined.

77. Works Services. Responsibility for the execution of capital works in
the hospital service is at present undertaken by the Hospitals Authority (with
some devolution of minor works to Hospital Management Committees), the
Ministry of Health and Social Services exercising a supervisory role. Building
schemes for the community services—chiefly old people’s homes, health clinics
and health centres—are executed by individual Health and Welfare Committees,
again under the supervision of the Ministry which controls standards and costs.
(The General Health Services Board is also involved in the provision of certain
health centres in the Belfast area.) Welfare Committees also build children’s
homes under the aegis of the Ministry of Home Affairs.

78, Under the proposed structure, Area Boards would need their own
maintenance staff, and should be empowered to undertake and execute, under the
guidance of the Government, capital works within an approved annual budget
which would enable them to accept responsibility for the building of residential
homes, clinics and health centres, and for certain hospital schemes also.

79. The execution of major hospital building schemes, on the other hand,
clearly calls for a central organisation. In an area of the size of Northern Ireland,
it would be inefficient and wasteful to establish separate Architects’ Depart-
ments in the proposed Boards. They would not have a broad enough base on
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which to develop their expertise, and the flow of work would be uneven, es-
pecially since the hospital building programme is likely in future tocontain fewer but
much larger schemes. To attract professional staff of high calibre and to con-
centrate skill and experience in the increasingly sophisticated sphere of modern
hospital building, a central unit would be needed. This could be provided jointly
by Area Boards through a central executive, or based within Government.
Since the first alternative would still require an architectural staff in Government
to supervise the building programme as at present, there could be advantages
in developing a single works department at this level. Such a department, staffed
by architects, engineers and quantity surveyors, would work in collaboration
with Area Board staff in the planning and design of all major schemes, executing
some and contracting out others as resources permitted. It would also form a
focal point for collecting information on building matters for the health services,
which is already abundant and needs to be collated and applied.

80. Supply Services. A two-tier system would be needed for purchasing
supplies under the proposed new structure. Area Boards would have responsi-
bility for the day-to-day control, through a Supplies Officer and a separate
department, of supplies required over the whole range of their activities. This
should in itself achieve useful economies through the rationalisation of present
arrangements and the development of specialised knowledge in the supply field.
It would not, of course, preclude the local purchase of day-to-day requirements,
for example for children and old people in residential homes.

81. A central organisation would also be needed, however, to make central
contracting and purchasing arrangements in certain major fields, such as are in
use and likely to be extended in Great Britain. Responsibility for this service
could again lie with a central executive established by Area Boards or with a
Supply Division located in Government. In view of the proposed strengthening
of Supply Divisions in the central Health Departments in Great Britain, there
could be advantages in establishing a parallel organisation at Ministry level in
Northern Ireland to handle the development of central contracting in liaison
with its counterparts in Great Britain.

82. Ambulance and other Transport Services. The ambulance service is at
present administered centrally by the Hospitals Authority and is managed by the
Authority directly in the Belfast area, and by Management Committees else-
where. Under the proposed structure there would be advantages in Area Boards
running their own transport services, comprising not only ambulances but other
forms of transport (for example, for handicapped people), in the interests of
prompt and efficient operation. The central supply organisation could make
central purchasing and maintenance arrangements if this was found to be
desirable.

83. Legal and other advice. Dealings in land, which form a major part of
the legal work at present falling on the Hospitals Authority, could be handled
under the new system directly by the Ministry, in which hospital property is now
in any case vested. Area Boards would need legal advice on a variety of other
matters, and could engage solicitors part-time for this purpose. Alternatively,
in order to ensure consistency of advice and procedure, a central legal depart-
ment could be established with full-time staff to serve all the Boards, provided
that it could give prompt and informal advice as needed, for example, by social
work staff in the specialised field of child care and adoption proceedings. In view
of the appellate functions of the Ministry of Health and Social Services, such a
department could hardly be located within Government, but it might form part
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of a central executive Board or be housed within one Area Board while serving all.

84. On other matters such as catering and laundries, advisory staff could
appropriately be based centrally, in a common executive Board if one were
established, or possibly in Government. Work study could also be an appro-
priate field for a central unit.

85, Statistics and Research. It is already clear that a central unit is needed
in Northern Ireland to collate and disseminate statistical information on the
health and personal social services, and to direct researchinto the operation of the
services as a basis for planning. Such a unit should operate in close collaboration
with University Departments and the Registrar-General in Northern Ireland,
with the corresponding units in the central Health Departments and other bodies
in Great Britain, and under the new structure with statistics and research units
at Area Board level. It could also assume responsibilities, under appropriate
direction, in the field of clinical research, with a view to co-ordinating and
fostering developments within Northern Ireland. Such a unit, it is considered,
should be located within Government since its functions would be closely related
to the central planning of the services.

86. Summary. Of the arrangements for central services suggested in para-
graph 75, therefore, it is proposed that services related to clinical practice should
be provided by one Board (probably that serving Belfast) on behalf of all. For
many of the others, it might be feasible to establish a joint executive Board
consisting of representatives from each Area Board. Such an organisation could
administer, for example, the executive machinery for the general health services,
the Staffs Council and related functions mentioned in paragraph 76, central
supply services and certain advisory services on a common basis. Area Boards
could decide what other services could best be provided in this way, and transfer
them to the central executive. In so far as such an executive carried substantial
sectors of work, however, it might constitute an additional tier of administration
which in some respects would come between Area Boards and the Government.
It would also be responsible for a heterogeneous collection of activities bearing
little relation one to another, and might therefore have problems both of staffing
and management. Concurrently, the Government would in some sectors of this
work need its own organisation in view of its ultimate responsibility.

87. Perhaps, therefore, the question is not whether a separate executive
machine is feasible but whether it is necessary. The foregoing outline of the
problem suggests that some at least of these executive functions—more especially
Works, Supplies and Statistics and Research—could be discharged more effect-
ively by the Government, with devolution where desirable to Area Boards. It
might be held that Government should not engage in executive functions in the
health or personal social services, but should maintain a purely supervisory role,
dealing with the formulation of broad policy and issuing advice and guidance on
the operation and development of services to Area Boards. In principle, such a
separation of functions between the Government and Area Boards has much to
commend it: in practice, it might be hard to achieve completely in an area the
size of Northern Ireland except at the cost of some duplication of work or
sacrifice of efficiency.

The role of Government

88. Under the proposed structure, it would continue to be the duty of the
Government to promote the establishment of a comprehensive health service,
and for that purpose to provide or secure the effective provision of services, If
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undesirable to form a lower tier of management in the form of local Committees
with executive powers. Area Boards should be in close enough touch with the
services to administer them directly. There would however need to be consider-
able devolution of executive responsibility to local units. It would probably be
necessary, for example, to base an administrator and a finance officer on major
hospitals, though in an integrated service their field of work would often extend
beyond the hospital. They would be responsible to headquarters but would have
as much freedom of local action as possible. The community health and welfare
services would need to be organised in local units on the lines of the existing
Divisional system, but often in association with hospitals. As health centres
develop, they might become the basic units for the operation of community
health services, enjoying functional and other links with the hospitals in the local-
ity. It would be an important and challenging task for the new Boards and their
chief officers to forge such links at all appropriate levels between services which
are at present administratively separate.

Community participation

107. There are at present many forms of co-operation between the health
and personal social services in Northern Ireland and voluntary organisations. In
personal social services in particular, voluntary organisations have made a major
contribution by providing accommodation and services under agency arrange-
ments which have been of real benefit to all concerned, and this should be main-
tained and fostered under any new structure. One means of doing so would be
through Community Services Committees representative of statutory and volun-
tary agencies, which already in some areas have proved a useful means of develop-
ing co-operation and encouraging joint action.

108. In addition to co-operating with voluntary organisations, Boards
should, as already stressed, maintain contact with and be responsive to public
opinion in their areas. The appointment of a proportion of members drawn from
local Councils would help to secure this end. But it must be recognised that the
number of people who participate in a voluntary capacity in the management of
health and personal social services as members of existing boards and committees
would be substantially reduced under the proposals outlined in this Paper.
While the proposals are justified in the interests of efficient management, the fund
of goodwill and practical experience built up over the years by these public-
spirited people drawn from all walks of life need not be dissipated.

109.  Consideration must therefore be given to ways in which the community
at large can continue to contribute. One possible solution might be the formation
of local consultative committees which could advise the Board and the Board’s
officers employed in the district on the operation of services, drawing attention
to shortcomings and acting as a type of consumers’ council. In order to maintain
a direct contact with the Board, one or more members of the Board might be
associated with each such committee, and it would be for consideration whether
separate or combined committees of this kind for health and personal social
services were needed.

Complaints

110. Effective machinery would also need to be established for the handling
of individual complaints. A detailed procedure already exists for investigating
breaches of terms of service (for example, where a doctor fails to visit a patient
when he ought reasonably to have done so) on the part of self-employed persons
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