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CHAPTER 1: INTRODUCTION

Terms of reference

1.1 The Ingquiry was established by the Secretary of State for Social Services on 21
January 1986, with the following terms of reference:

“Toconsider the future developmentof the public health function. including the
control of communicable diseases and the specialty of community medicine,
following the introduction of general management into the Hospital and
Community Health Services. and recognising a continued need for improve-
ments in effectiveness and efficiency; and to make recommendations as soon as
possible. and no later than December 1986,

In announcing the establishment of the Committee to Parliament, the Secretary of
State said:

“The Inquiry will be a broad and fundamental examination of the role of public
health doctors including how such a role could best be fulfilled.™

The Committee was set up in response to two major outbreaks of communicable
disease — salmonella food poisoning at Stanley Royd Hospital in Wakefield in August
1984 and Legionnaires” Disease at Stafford in April 1985, which had both resulted in
publicinguiries.' 2 These reports pointed to a decline in available medical expertise “'in
environmental health and in the investigation and control of communicable diseases™
and recommended inter alia a review of the responsibilities and authority of Medical
Officers of Environmental Health (MOsEH). In addition, there was continuing concern
about the future role of the specialty of community medicine and the status and
responsibilities of community physicians after the implementation of general manage-
ment in the National Health Service (NHS) in 1984 following the publication of the
report of the NHS Management Inguiry (the Griffiths” report) in November 1983.%

Membership

1.2 Details of the membership of the Inquiry are set out at Annex A.

Definition of **public health™

1.3 At its first meeting the Committee agreed a wide working definition of the term
public healch, namely that it is:

“the science and art of preventing disease, prolonging life and promoting health
through organised efforts of society.”

In the past, the term “public health” has commonly. if mistakenly, been rather
narrowly interpreted and associated in particular with sanitary hygiene and epidemic
disease control. We prefer our broader definition based on that formulated by the World
Health Organisation (WHO) in 1952. These definitions give as much weight to the
importance of lifestyle as to environmental hygiene in the preservation and promotion of
health and “leave no room for rivalry between preventive and curative medicine.”

1.4 Inadopting this definition the Committee accepts that the discharge by society of
its public health function includes not only efforts to preserve health by minimising and
where possible removing injurious environmental, social and behavioural influences,
but also the provision of effective and efficient services to restore the sick to health, and
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1.7 Asrequired by our terms of reference we have given particular emphasis to two
aspects of the public health function. namely the control of communicable diseases and
the specialty of community medicine. Bearing in mind the interpretation of public health
which we have adopted and which is described above, the role of the community
physician is considered both in respect of the prevention of iliness and promotion of
health. and in relation to the planning and evaluation of health services and the need to
improve their balance, effectiveness and efficiency. At a time of growing and seemingly
limitless demand for health services, techniques for evaluating outcomes are assuming
increasing importance and we examine the role of community medicine in this context.
We have also paid particular attention to the community physician’s role within the NHS
following the introduction of general management into the Hospital and Community
Health Services. We support the increased emphasis on the concept of personal
responsibility and accountability for particular areas of work which has accompanied the
introduction of general management. We believe that our recommendations will extend
this principle into the specialty of community medicine and define more clearly its role
within health authorities. We have also sought to clarify the responsibilities of health
authorities themselves for public health — a dimension of their work which we find to
have been under emphasised in recent vears.

Method of working

1.8 The Committee met for the first time on Wednesday 9 April 1986. In all we have
met 24 timesincluding 4 weekend seminars. We invited written evidence at an early stage
in our deliberations. A copy of the letter of invitation is at Annex B. We received written
submissisons from the organisations and individuals who are listed at Annex C. We also
had the opportunity to follow this up by oral evidence sessions. Those who attended are
listed at Annex D, We are extremely grateful to all those who. despite their many other
responsibilities. gave freely of their time and advice to assist in our deliberations.

1.9 In order to supplement the evidence which we received and to complement
the background and experience of our members, we commissioned three research
studies:

— “Public Health in Europe: A Comparative Study in Nine Countries.”™ Dr
Richard Alderslade, Specialist in Community Medicine. Hull Health
Authority. This was commissioned jointly by WHO and the Inquiry and will
be published by WHO .+

— “Community Physicians and Community Medicine: a survey report.” Sarah
Harvey and Ken Judge. the King's Fund Institute. This was commissioned
jointly by the King's Fund Institute and the Inquiry and has been published
by the King’s Fund.*

— Social and Community Planning Research — Report on local authority
perceptions of their public health role by Pauline McLennan. This will be
published as a separate research paper.™

1.10  Although in our terms of reference we were asked to put forward recommenda-
tions to the Secretary of State by December 1986, this has not proved practicable. As will
be seen from the following chapters, such is the scope and breadth of the public health
function and such was the weight of evidence submitted to us. that we felt it was only
possible to do justice to the subject in the extended timescale which we have adopted.
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CHAPTER 2: DEVELOPMENT OF THE PUBLIC HEALTH FUNCTION IN
ENGLAND

2.1 The first attempts to take collective action in the interests of the health of the
population preceded the sanitary revolution of the nineteenthcentury. Thevincludedthe
institution of quarantine for certain contagious diseases and the organisation of elemen-
tary serviges to care for the sick. In the nineteenth century. a more suphiﬁticated system
grew up. the mainobjectivesof which were the provision of safe water, adequate housing,
and. later. effective immunisation services. The whole question of public health was
considered by the Royal Sanitary Commission, which reported in 1871. Under central
guidance, the main responsibility for developments in public health and welfare lay with
the local authonties armed with legislative powers for this purpose. The Medical Officers
of Health {(MOsH) emerged as their principal executive agents in the realm of health.

1919: The Ministry of Health

2.2 In 1919, the Ministry of Health Act brought together all publicly funded
preventive activities and health care (with the exception of services for the mentally ill)
under a single svstem of central and local government. The Ministry carried extensive
responsibilties for the control of environmental factors which affected the health of the
population. including housing. The Minister was charged with the responsibility “to take
all such steps as may be desirable to secure the preparation. effective carrying out and
co-ordination of measures conducive to the health of the people.”” Prevention of illness
and promotion of health were thus seen as areas of crucial importance. The activities of
the municipal authorities in the health field expanded to include the provision first of
infectious discase hospitals. then of general hospitals, together with a wide range of
personal health services for vulnerable groups such as mothers, babies and school
children and for dealing with specific diseases. eg tuberculosis. By the beginning of the
Second World War. the MOH had become the accountable manager for the provision of
all these services.

1948: The NHS

2.3 The NHSasit wasset upin 1948 was a tripartite structure and responsibilities for
the public health ranged across the three parts:

2.3.1 The Medical Officer of Health remained with the local authority. His
span of responsibility was limited by the NHS Act to those services which the
local authority continued to provide, ie non-hospital. non-GP services, but even
so it included responsibility inter alia for environmental health. communicable
disease control, the school health service, health visiting, community nursing
and midwifery. the prevention of illness. care and aftercare, and certain welfare
services. The MOH was one of the local authority’s chief officers and
accountable to the authority for the discharge of his responsibilities. Under
these arrangements., the MOH had explicit and positive duties a) “to inform
himself as far as practicable respecting all matters affecting or likely to affect the
public health in the county and be prepared to advise the county council on any
such matter” and b) “as soon as practicable after the 31st day of December in
each year make an annual report to the county council for the year ending on
that date on the sanitary circumstances, the sanitary administration and the vital
statistics of the county, in addition to any other matters upon which he may
consider it desirable to report.”™ The report was presented to the Council and
debatedinan open meeting with the press and public present. The content of the
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report was specified by the Ministry of Health each vear by circular. While this
system was by no means perfect (and we discuss this inmore detail in Chapter 4).
it had the advantage of providing a positive impetus for a regular review of the
key issues relating to health in the locality.

2.3.2 Meanwhile the hospital boards, regional and local, developedtheirown
corps of administrative medical officers led by Senior Administrative Medical
Officers (SAMOs). The SAMOs acted as chief medical officers to the regional
hospital boards{ RHBs) and were responsible for medical advice on the planning
and development of clinical services, medical manpower planning within the
hospitals. medicalinput into capital planning and medical personnel matters. In
1948 therefore. the hospital authorities ceased to look to the MOH for advice on
the needs of the population as a whole or on the development of hospital
provision to meet them, although in some areas the MOH remained medical
superintendent of the local hospital for infectious diseases and some retained
contact with the hospital service by acting as members of hospital management
committees (HMCs), boards of governors or RHBs. It is ironic that the year
1948, which is usually viewed without reservation as the date in which a new era
dawned for the health of the nation, was the year in which separation of much of
the public health function from the rest of the NHS sowed the seeds of a
confusion of roles between local authorities and health authorities which is
reflected strongly and almost unanimously in the evidence we have received. We
know that during the period 1948-74 the more far-sighted MOsH performed
valuable and creative work striving for functional unity of the administratively
tripartite NHS and emphasising the importance of promotion and prevention.
They used their flexibility of policy and finance to develop the substantial range
of community health services for which they remained responsible and 1o link
them with those of family practitioners on the one hand and hospital services on
the other. However. the failure of some MOsH to realise that the restriction of
the range of their activities from that date was associated with the new challenges
and opportunities, can now be seen as the start of the process of debilitation of
thespecialty of publichealth medicine. A further unforeseen consequence of the
new arrangements, which was deleteriousin the long run, was that prevention of
illness, which to an increasing extent became linked with lifestyle — tobaceo.
alcohol. diet, abuse of drugs etc — was seen to be a function separate. financially,
administratively. and in terms of policy, from the hospital service. This
established a tradition which led, even after the reorganisation of 1974, 1o a
continuing lack of emphasis on prevention in the new health authorities.

2.3.3 The provision of general practitioner services was the responsibility of
executive councils (ECs). After 1948, the general practitioner services were (o
come to play anincreasingly important role in prevention and health promotion,
particularly the provision of immunisation and screening services. sharing
responsibility with the services provided by the local authority. The divided
responsibility led to problems of co-ordination and difficulty in ensuring
coverage of the whole population which persisted through the 1974 reorganisa-
tion and which have still not been fully resolved.

1974: Reorganisation of the NHS

2.4 The integration of the tripartite NHS, which was the aim of the 1974 reorganisa-
tion. transferred the local authorities’ responsibilities for personal healthservices outside
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hospitals to the regional and area health authorities. The responsibilities of ECs were
transferred to Family Practitioner Committees (FPCs). Responsibility for environment-
al health. together with personal social services, remained with local authorities. To
assist joint planning of health and social services, area health authority boundaries were
made coterminous with those of the local authorities who were responsible for the social
services departments which had been established in 1971 after the Seebohm Report.”
The office of MOH ceased to exist. For medical advice on environmental health and its
functions in respect of the control of communicable disease. the local authority was to
look to a doctor employed by the health authority, who was to be known as the Medical
Officer of Environmental Health (MOEH).

The Specialty of Community medicine

2.5 The Todd Report'" had recommendedin 1968 the establishment of anew medical
specialty to be termed “community medicine”. A Faculty of the Royal Colleges of
Physicians (the Faculty of Community Medicine (FCM)) was established to oversee
training and standards for the specialty. In 1972, the Hunter Report!! suggested
bringing together within the new specialty the former MOsH and their staffs, the
administrative medical officers of the former hospital boards and a third component,
namely the medical staff of the academic departments of public health and social
medicine. [twas envisaged that health authorities would look to specialists in community
medicine to advise them on their responsibilines for the health of populations. In
principle. the 1974 reorganisation made possible the recreation of a role lost in 1948 for
a single doctor or team of doctors (the community physicians) to consider and plan for
the health needs of the whole population of a district, area or region.

2.6 The Hunter Report envisaged “a vital and continuing task for doctors working
full time in health service administration.”™ This was accepted and implemented —
community physicians becoming members of the consensus teams which were
responsible for health service management at regional, area and district levels. [n some
parts of the country community physicians seized the opportunity which was presented
to them in 1974 and created vigorous departments which continue to make important
contributions to the planning and development of health services for the populations
they serve. In other places, some simply failed to make the transition. The out-dated
approach of some community physicians. coupled with confused lines of accountability
within multi-district areas (areas which contained two or more districts for management
purposes), exacerbated by the paucity of resources available in some places, impeded
the proper discharge of the public health function.

2.7 The failure of some community physicians to meet the expectations required by
the Hunter recommendations also contributed to the failure of the specialty to establish
its professional standing. Roles were sometimes unclear; for example, different health
authorities and community physicians — and some clinicians — attached varying
degrees of importance to the community physician’s role. In too many places the
distinctive contributions to health authority management which could be made by advice
from clinicians (consultants and GPs) on the one hand. and community physicians on the
other. were insufficiently clearly perceived. Nor were the needs of health authorities
whose responsibilities included hospitals always fully met by community physicians
whose background and experience had been with local authorities and vice versa.
Moreover. community physicians often need totake a long term view of events which can
sometimes conflict with short-term pressures on health authority management.
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CHAPTER 3: INTERSECTORAL NATURE OF PUBLIC HEALTH

Public Health Today

3.1 Today, the promotion of the health of the public requires more than the best
efforts of the statutory agencies which carry public health responsibilities. This has been
emphasised by the World Health Organisationin the development of its “*Health for All™
programme. To quote the first chapter of “Targets for Health for All™5::

*One principle is true for all countries: the key to solving many health problems
lies outside the health sector or is in the hands of the people themselves, High
priority should therefore be given to stimulating the contributions that other
sectors and the public at large can make to health development, particularly at
local level. Itis essential in this respect to accept the basic principle that people’s
involvement in health development cannot be merely passive. It is a basic tenet
of the health for all philosophy that people must be given the knowledge and
influence to ensure that health developments in communities are made not only
for, but also with and by the people. Primary health care is the most important
single element in the reorientation of the health care system and will require
very strong support. [t is also important to ensuré more economical, effective
and humane use of existing health care resources.”

3.2 Althoughinevitably because of our terms of reference and membership we have
concentrated our attention rather more on the contribution of the statutory agencies, in
particular of the health and local authorities, we strongly support the emphasis given by
WHO to the role of individuals in preserving their own health, tothe major contribution
of primary care and to the importance of policies originating outside the statutory health
authorities in providing a climate conducive to health. Our recommendations should,
therefore. be viewed in the context of the aims of “*Health for All” with which we believe
they are consistent. and which the UK Government has endorsed.

3.3 In order to meet contemporary challenges to health. it 1s necessary for all
elements of society to contribute. These contributions range across a wide variety of
interests from individuals themselves to government as a whole. Health authorities,
local authorities { some of whom as we have heard in evidence from their associations are
seeking to promote “healthy public policy™ on the WHO model). the primary care
sector, the HEA, the PHLS and its CDSC. the voluntary sector. industry and by no
means least the media (which have a crucial role in promoting healthy and responsible
attitudes) all have a part to play.

The international context — public health

3.4 Asin the United Kingdom so also throughout the developed world, there is a
growing recognition of the need for all sectors of society to take an active and positive
part in securing health. In 1979, the Surgeon General of the United States of America
published a report on health promotion and disease prevention which set out a national
programme for improving the nation’s health. '™ This identified 15 priority areas and 226
specific objectives for achieving improvements to public health by 1990. The present
Surgeon General has recently followed this up with **A Midcourse Review™. " Thisisa
progress report which shows that the US is ““well on the way to achieving nearly half of
[the] 226 objectives. Only about one-quarter appear unlikely to be achieved by 1990, and
in only eight cases is the trend actually away from [the] 1990 outcome targets™. We
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staff. The reason for this may be because medically gualified specialists are in short
supply or because resources are insufficient to train and support them or because the
value of a medical qualificationin this context is not accepted. However, there is a widely
held perception that although statisticians and specialists in other fields such as health
economics have an important input there is also a key role for medically qualified
specialists in epidemiology. This is echoed in much of the evidence we have received.

3.8 The discharge of the public health function in England today involves not only the
activities of many different Government and non-Government agencies but also a large
number of different professional disciplines. In addition to those mentioned in the
previous paragraph. these include the nursing profession — most particularly health
visiting and school nursing — health promotion and health education officers.
environmental health specialists. experts in education, town and country planners,
architects and engineers. In such circumstances it may be asked whether there is a need
for a medical specialty devoted exlusively 1o public health as we have defined it.

3.9 While the achievement of improvements to public health will require the efforts of
people with many different skills. we believe that a significant part of the success of the
work depends upon an understanding of the health of the individuals who make up the
population of the locality, and on the measurement of those environmental, social and
behavioural factors which affect the balance between health and disease. There is
therefore a crucial need for a group of people whose knowledge and skills include not
onlyan understanding of the structure and function of the human body in health and how
it is affected by discase, and practical experience of clinical practice, but also special
training and experience in epidemiology.

3.10 This conjunction of skills. knowledge and attitude was first seen to be necessary
at the beginning of the sanitary revolution early in the 19th centuryand led to the creation
of the role of the Medical Officer of Health. Subsequently the special additional training
required was recognised by the introduction of the Diploma of Public Health as a
statutory requirement for appointment as MOH.

3.11 Although in the 19th century the main emphasis of the medical specialist in
public health was the control of communicable disease and the improvement of
sanitation and housing. we consider that the need for specialists who combine a medical
education with an understanding of epidemiology and the social and behavioural origins
of ill-health is as important today as it was then. This view is supported by the evidence
that we have received. It aiso reaffirms some of the findings of the Hunter Report'!
which examined the future role of these specialists at the end of the era of the Medical
Officer of Health — although as 15 years have elapsed since that report was published,
some of its recommendations require adaptation in the light of experience.

3.12 The expertise to which we refer above affords a firm platform for the modern
public health specialist to make a contribution to the achievement by the statutory
agencies of their public health responsibilities as outlined in the next chapter. The
epidemiological skills are relevant to monitoring the health of the population, analysing
the pattern of illness in relation to its causes and evaluating services — all of which are
helpful in seeking to make best use of finite resources. Knowledge of the natural history
of disease helps in both the interpretation of the implications of new developments in
health care and in the critical challenge of clinical specialists on their own ground in
relation to the balance of priorities and quality of work. A suitably trained doctor may
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4.4 In our view. one of the difficulties facing the NHS in recent vears has been the
implicit nature of its objective to further health by the prevention of illness and
promotion of healthy lifestyles and the fact that the organisation by which that
responsibility was to be discharged has remained ill-defined. The problem is most
apparent in the field of control of communicable disease and infection as we shall see
later in Chapter 7. 1t is. however, pervasive. As the structure of the public services
(eentral and local government and the health services) has developed and changed over
the years, the focus for monitoring the health of the population, preventing disease and
promoting health has tended to become blurred and to recede into the background.
These aspects rarely assume the central position in policy formulation envisaged by Mr
Epp in his speech to which we have referred in the previous chapter (paragraph 3.5).
There needs to be a reappraisal of these responsibilities both at DHSS and by the
statutory bodies for which it is responsible.

A central focus for public health

4.5 One of the things which has struck us most forcibly in examining the present
framework of administration is the lack of a specific focus at the centre with the capacity
to monitor the health of the population and to feed the results of any analysis into the
development of health policy. strategy and management. The office of Chief Medical
Officer does of course carry responsibility for monitoring the nation’s health but the
present administrative structure does not facilitate the exercise of this function. We
therefore RECOMMEND that a small unit should be established within DHSS, bringing
rogether relevant disciplines and skills 1o monitor the health of the public.

4.6 The primary object of creating such a unit would of course be to provide more
effective support to the Secretary of State in the discharge of his responsibilities to
Parliament by monitoring the health of the people of England. by defining a portfolio of
indicators of health and by studying trends. Within DHSS., a major function would be to
support the Chief Medical Officer in his monitoring role. The work of the unit would also
need to be closely aligned with that of the NHS Management Board. and in particular its
planning directorate . with the health and personal social services policy group, and with
the family practitioner services group. The analyses which it would provide would
contribute to the assessments on which strategyv. management and policy decisions
across a broad range of health issues would be based. and also to the evaluation of
oulcomes.

4.7 The role of the NHS Management Board is to monitor the implementation by
RHAs and DHAs of Government policies affecting the health of the public. There isnow
a well established review mechanism. involving Ministers. whereby each RHA is
reviewed annually. The regions in turn are required to review their DHAs and the
districts their units. A more sharply focussed monitoring of health at the centre will assist
in setting the agenda for these reviews by defining specific targets for achieving
improvements in health.

4.8 More sharply focussed health monitoring at DHSS will also be helpful to the work
of other Government departments. To this end. and reflecting the underlying public
health responsibilities of the Secretary of State. the unit should have {echoing the
approach in the Ministry of Health Act 1919) a co-ordinating brief in respect of other
Government departments. In particular. it will help maintain consistency of public
health policy across Whitehall. for example when other government departments are
considering decisions (eg on food and agricultural policy or on tobacco and alcohol)
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which might impinge upon health policy. This would require the establishment of a
formal means of consultation between departments.

Mational surveillance of non-communicable disease

4.9 We are conscious that there is no body in the field of non-communicable disease
equivalent to the PHLS and CDSC with responsibility for long term surveillance of
conditions such as cancer, stroke and cardiovascular disease. To a certain extent this
function will be discharged by the arrangments recommended in paragraph 4.5 above,
but it might be more appropriate for aspects of this work to be contracted out to OPCS,
the Department of Epidemiology or the Small Area Statistics Unit at the London School
of Hygiene and Tropical Medicine, other Universities or elsewhere. An early priority of
the unit should be to explore ways whereby adequate national surveillance of
non-communicable diseases can be accomplished on a long-term and ongoing basis.

Office of Population Censuses and Surveys

4.10 The OPCS playsa key role inmonitoring the public health by collecting. collating
and analysing data on morbidity and mortality on which trends are determined and
health policy analysis and management decisions are made. At present OPCS processes
and tabulates data from its various sources for use by others in and outside Government.
In addition it carries out its own analyses of routine data to provide statistical
interpretations. sometimes linking data from different sources. Such work may be
regular (eg the annual volumes on mortality. infectious disease notifications) or ad hog
{eg the recent report on incidence of cancer around nuclear installations). Finally, it also
enables or contracts others to conduct rescarch using its data whilst protecting
confidentiality.

4.11 Because resources are inevitably limited and potential activity limitless, it is
essential that OPCS shapes its future work to be of maximum value to the public health
function as in other fields. The new central unit for monitoring public health in DHSS
which we have recommended above could in our view be valuable in co-ordinating
DHSS views on what OPCS should contribute in this field. Information from OPCS will,
in turn, provide the majority of the data on which the monitoring function in DHSS will
be based. OPCS is able to draw together data from several different sources with
information which is not locally available 1o health authorities. Inview of the importance
of such data to health authorities, eg in assessing RAWP targets, it would be helpful if
arrangements to make data available 1o health authorities and FPCs were kept under
regular review,

4.12 We understand that itis currently proposed that the Registrar General's Medical
Advisory Committee should be reconstituted to advise on work priorities. We welcome
this. and support the proposal that the Chief Medical Officer should be represented on
the Committee. We would suggest that there should be representation from the NHS at
regional and possibly district level: from FPCs: and also from PHLS/CDSC, and that the
Committee should be asked to advise on guidelines for access to OPCS data by health
authorities. It might. for example. be consulted in the regular review referred to in the
previous paragraph.

Public Health Laboratory Service and the Communicable Disease Surveillance Centre
4.13 The PHLS was established under the National Health Service Act 1946 having
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We consider that this is the framework within which decisions on priorities and
developmenisshould be based. The assessment of health problems will of course depend
on the availability of soundly based information. (See the report of a joint working group
of the Korner committee and the Faculty of Community Medicine. edited by Professor
E G Knox under the title “Health Care Information™").

Reports on the health of the population

4.28 Of the responsibilities outlined above, we wish to comment further on 4.27.1.
We believe that authorities should commission a report from their Direcior of Public
Health (see paragraph 5.2) which will provide the basic epidemiological assessment on
which they can base their decisions. [t should be produced in collaboration with the
relevant departments of the local authority and the FPC drawing on the information they
have available and will parallel the work on monitoring public health undertaken at
[DHSS. The report. in assessing the health of the local population, will provide valuable
information not only for DHAs but also for local authorities and FPCs, in the exercise of
their public health responsibilities. We RECOMMEND that DHAs should be required
to commission an annal report from their Director of Public Health on the health of the
population. In formudating their views abowt the report, they showld consull local
authorities, FPCs, and other relevanr bodies locally.

4.29 The report should be a public document presented to the health authority by the
Director of Public Health and debated by the authority in the open part of their meeting
— 1¢ with the press and public present. We suggest that the report at this stage should be
based on the professional work and judgement of the Director of Public Health in the
same way as a financial report is based on the professional work and judgement of the
Director of Finance. [t will be for the Authority, given the advice of the DGM. to decide
what action is necessary inthe light of the report’s findings. As a result of its presentation
in an open authority meeting, the report will make an important contribution to the
accountability of the health authority to the people they serve. The report will also form
a part of the accountability process through RHAs to Ministers and Parliament. The
report and the Authority’s views on it should be a standing item on the agenda for the
review of the DHA by the RHA and should inform discussion of all service issues. It
should form part of the information base upon which strategic plans and short term
programmes are drawn up and thus assist in the planning process. It will be for
consideration in due course whether the report should replace any of the documentation
currently required by the planning process. Similarly, the regional report (see paragraph
4.32) should be on the agenda of Ministerial reviews of RHAs.

4.30 There has been general support in the evidence submitted to us for
re-introduction of an annual MOH stvle report. and we have responded by the
recommendation in paragraph 4.28. The SCPR report. for example. states: “Very little
information was available about the evaluation of services . . . It was suggested that
some form of annual report. along the lines of the former MOH's report. would be most
helpful in identifying areas of service deficiency and needs.”™™ It is perhaps salutary.
however. to reflect that some MOsH did not mourn the passing of what they had come to
regard as an annual chore of questionable value. In certain cases reports had become
stereotyped and stale. an annual statistical exercise which diverted resources from other
work. It is important that this situation does not recur. As we have already pointed out
in paragraph 4.26. in a world of finite resources the importance of trving to identify the
principal health problems (such as the special needs and health care problems of ethme
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