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USE OF RESOURCES IN THE NHS IN ENGLAND
I enclose for information a copy of a review of the use of resources in the

NHS in England over the last ten years or so which my Secretary of State
plans to publish later this month.

The Chief Secretary and the other Health Ministers have raised no objection to
its publication. My Secretary of State sees the document as having three
main purposes:

to review trends in NHS spending, output and efficiency;

to show how the development and improvement of NHS services
is linked to efficiency as well as spending;

to emphasise the range and importance of the Government's
measures to improve NHS efficiency.

He sees it as important to get these issues - and the Government's good NHS
spending record - fully and clearly on the public record at this stage in
Parliament. Both the PAC and the Select Committee on Social Services have
called for such a review, and he expects them to react favourably to it.

The main historic analysis in Chapter 1 of NHS manpower and outputs follows

very closely the material which we gave you on 8 September last year during my
Secretary of State's discussion with the Prime Minister about the NHS management
inquiry. It shows that when NHS manpower figures are adjusted to take account

of the various transfer of staff and functions that occurred in 1974, and the
introduction of shorter working weeks for some staff groups later in the

decade, manpower productivity showed some decline in the first half of the 1970s,
but has improved encouragingly in more recent years.

I am copying this letter to John Gieve (HM Treasury), Muir Russell (Scottish Office),
John Lyon (Northern Ireland Office)and Adam Peat (Welsh Office).

I

D J CLARK
Private Secretary
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Preface

For nearly two generations the National Health Service has provided
health care for the very large majority of people in this: country.

This report gives an account of the ways in which the National Health
Service in England has spent its money in recent years. It is mainly
concerned with spending and with the amount of treatment and care
provided. It does not pretend to be a description of the National Health
Service in all its dimensions., Some important activities such as health

prevention cannot come very clearly through figures like these. Nor
can the human care for each individual patient and the concern for
quality that must be central to any health service worthy of the name.

It is a giant organisation using huge sums of money and providing a
huge range of services. Over the last decade substantial new resources
have been made available to it. Nevertheless like health services
~overseas the National Health Service faces problems caused by growing
demands. The growth in the numbers of elderly - and particularly the
very elderly - and the development of new treatments will provide
pressure for more health care. It is important therefore that the
health service should use the resources available to it as efficiently
as possible in order to get the best value out of the increased
finances made available and to develop at the fastest practicable rate.

We should be clear Jjust how much has been achieved in the last few
years to get good value out of increased resources. Comparing the
position in 1981 (the last year for which figures are available) with
the position in 1978 we find that in 1981:

- there were over 500,000 -more in-patients and day cases
being treated in hospital than three years previously;

- over one and a half million extra out-patient and
emergency cases were treated; l

- staff-to-patient ratios in hospitals which care for
mentally ill people and mentally handicapped people have
continued to improve;




- some 375,000 more people were visited in their own homes
by district nurses and health visitors;

- there are 1,250 more family doctors and their average
list size has fallen by over 100 patients;

- 2 million more courses of dental treatment were provided
on the NHS, 600,000 more sight tests, and 400,000 more
pairs of glasses,

The service has had o be able to respond to dramatic changes by
devoting resources to the new needs of patients. The pattern of
change in acute hospitals has been that progressively more patients
have been given more diagnosis and treatment in fewer beds. Changes
in the methods of diagnosis and treatment and the higher proportion
of elderly patients might have been expecfed to increase average case
costs in the acute sector. Instead average case costs have tended
to fall in recent years.

The Government's policy is to maintain its commitment to the National
Health Service so that the patient can receive the best possible care.
At the same time we believe we must improve the efficiency and
effectiveness of the service even further if the NHS is to change

and grow at the rate necessary to keep up with soaring demands. We
have developed a regional review system to give leadership and a
clearer sense of policy direction to the service. We have set up a
management inquiry. We are introducing performance indicators,
manpower planning and control, and policy scrutinies. We are
introducing new approaches to supplies and purchasing methods and
introducing information technology to theservice. The aim is to be
even more successful in providing the best possible service for the
patient out of the vast sums that the country is prepared to provide
for health care. If we achieve greater success, the patient will be
the beneficiary.

NORMAN FOWLER
Secretary of State for
Social Services
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HEALTH CARE AND ITS COSTS: THE DEVELOPMENT OF THE NATIONAL HEALTH
. SERVICE IN ENGLAND '

Introduction

A The National Health Service is the country's largest
enterprise, using about one twentieth of our economic product

and our workforce. This review explains how these resources
are used in England.

24 Figure 1 shows how the NHS spent its budget of over £11 billion in
1981-82, and where that money came from. Modern health care requires a
very wide range of different facilities and skills. The main focus

of this review is on the hospital and community health services.

They account for 70% of NHS spending, and provide surgical,

medical, diagnostic and nursing facilities for all acute or serious
illness needing specialist in-patient or out-patient treatment;
specialist maternity and paediatric services; hospital care for long-
term illness or handicap; care given to people in their homes by nurses
and health visitors; and a variety of other important community and
preventive services. In 1981, these services treated six and 'a half
million in-patient and day cases, and dealt with nearly 49 million out-
patient attendances, Some 7 million people were seen by health visitors
and home nurses. NHS hospitals also provide the setting for much
research, for the basic training of doctors, dentists, nurses and other
health professionals, and for advanced specialist training.

s Some material is also included on the family practitioner

services, which through independent family doctors, general dental
practitioners, opticians and pharmacists in contract with the NHS
family practitioner committees provide primary medical, dental

and ophthalmic care and the associated drugs and appliances.

Many health services are closely linked with the local authority and
voluntary sector personal social services, so the review includes some
information on them as well.

4, Chapter 1 gives an overview of NHS money and manpower, and
some indications of the efficiency with which they have been




Figure 1

National Health Service funding and expenditure in England, 1981-82
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used over the last decade. Chapter 2 describes more fully

how services have been developed and adapted to meet changing
needs., Chapter 3 summarises the main challehges now facing

the services, and describes how they are being tackled. The
information on expenditure, manpower and activities in Chapters
1.and 2 is mainly from published sources. The sources, and
additional comment on some issues, are given in Annex A,

Hospital and Community Health Services' Organisation and
Accountability

5.  The hospital and community health services are now organised

and administered locally by 14 regional and 192 district health
authorities. There are also nine special- health authorities which
administer postgraduate teaching hospitals. Health authorities decide
within annual cash-limited budgets fixed in advance what patterns of
services within national policies best suits their localities, and
settle the mix of manpower and other resources that will deliver

those services most efficiently and effectively. Within this framework
doctors, nurses and other health professions provide care to individual
patients according to their professional skills and ethics.

6. The role of the Department of Health and Social Security is to
allocate the national budget between regional health authorities, who
in turn distribute their shares to district health authorities; to
control the resulting flows of money; to give guidance on national
priorities in health care; and to review the performance of health
authorities. The NHS is not a monolithic service, directed in detail
from the centre, but the Government set overall national objectives.
These are implemented through health authority plans, which also take
account of local circumstances and aspirations. The Department
discusses these plans with the regional health authorities; as a
result, they may be changed, but central policies and priorities may
also be modified. Plans are then translated into action at a local
level. The Department monitors the way in which services develop and
resources are used. The patterns of development in recent years are
summarised in this review.
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CHAPTER I: THE USE OF RESOURCES: AN OVERVIEW
NHS EXPENDITURE AND ITS COST TO THE ECONOMY

1.1 Total NHS expenditure in the United Kingdom took 4% of the
national gross domestic product in 1971-72. By 1981-82, this had
risen to 5%%. ’

1.2 Spending on the NHS in England méasured in cash without any
adjustment for inflation was nearly six times as high in 1981-82 as in
1971-72. After allowance for increases in NHS pay and prices,the

rise in the real resources available for services was 23%. However,
NHS pay and price increases tended over the period to be greater than
inflation in the national economy overall -as measured by the Retail
Price Index. As a result, the increase in the cost to the economy

of financing NHS growth has been higher than the 23% NHS growth
achieved. In fact, the increase in the economic cost of NHS growth
over the decade was 50%.

: Figure 2 shows the spending changes for each of two main NHS
programmes - the hospital and community health services and the
family practitioner services - in cash, economic cost and the real
available resources with which this review is mainly concerned. It
shows that the hospital and community health services grew quite
fast up to 1975-76; growth since then has been steadier.

[Insert'figureg 2 ands2a |

1.4 Over the same period, local authority expenditure on the personal
social services also increased. By 1981-82, cash expenditure was

seven times as high as in 1971-72. After allowance for pay and price
changes the increase in real resources was 60%. As in the NHS,
personal social services pay and prices have risen faster than costs

in the economy generally. The increase in the economic cost of the
60% growth in the personal social services was 90%.




MAINTAINING AND IMPROVING THE CAPITAL STOCK

1.5 The NHS occupies about 50,000 acres of land and uses a

wide diversity of buildings. The buildings include some 2,000

hospitals of various sizes, as well as health centres, clinics, laundriej
ambulance stations and residential accommodation for staff; their
present replacement cost is about £2H,OOO million.

1.6 Capital expenditure is necessary to provide new and
improved facilities; but each year the NHS spends about a
third of its capital resources to maintain existing buildings,
many of which are very old. Capital spending grew in the early
1970s, but was sharply reduced in the middle of the decade.
Since 1978-79 it has again increased considerably.

1.7 Capital expenditure has been used to improve services
by: -

- providing new equipment to replace old, inefficient
or otherwise outmoded stock and so, as resources
permit, making available to patients the benefits

of recent developments in medical technology;

- helping to reduce the gap between comparatively
under-provided and better-off _localities by
providing new or better hospitals where they are
most needed;

- providing new and more.suitable facilities for
people who need long stay care: large institutional
premises are being replaced by smaller units (for
example hostels for mentally handicapped people and
experimental projects for nursing homes for elderly
people) usually situated within the community
served;

- renovating or replacing old buildings and making
them less costly to run, for example by reducing
energy costs,




1.8 Inevitably new capital investment leads to the closure
of old hospitals because:

- new hospitals may replace old buildings which
are no longer economical to maintain and run;

- as the population in different areas changes,
services are relocated near patients in areas of
population growth; generally this means a shift

from inner cities towards areas like Oxfordshire
East Anglia and the Home Counties;

P

- as average length of stay in hospital falls
(discussed in more detail in 1.12) more patients

can be treated in fewer beds; concentration of
services in fewer hospitals may sometimes need
additional investment but can yield valuable savings
in overheads;

- 0ld long-stay hospitals are gradually being
replaced by local residential units and non-
residential care.

Although the number of cases treated has increased substantially
over the decade (see Table 1 and paragraph 1.12 below), the
number of hospital beds has been reduced by 68,000, while 70,000
new beds have been created in new or converted buildings. The
total number of beds taken out of use through closure or
replacement is therefore 138,000 - about a quarter of the
bedstock at the beginning of the decade. This process of

change causes understandable difficulty in the localities
affected. But it represents a modernisation and reshaping

of the hospital stock to meet changing patterns of need . and
service provision, and must continue if the NHS is to respond

to the challenges that lie ahead.




Table 1-

Trend@in manpower, expenditure and activity between 1971 and 1981 in the
Aospitzl and Community Health Services #

Numbers annual percentage change

1971 1976 1981 1971 to 1976 to
1976 1981

Manpower
Medical and dental 28,200 34,100 39,000 3.9

Nursing and midwifery 319,600 364,500 391,800 2o
i Professional and technical 38,500 52,500 | 65,200 6.4
| Ambulance 15,200 17,200 18,200 2.4
i Ancillary 168,000 173,600 172,200 . 0.6
. Works and maintenance 21,800 25,000 27,200 2.9
| Administrative and clerical 72,300 98,500 108,800 6.4

Total Manpower 663,700 765,300 822,400 2.9%

= P~ A
- ﬁ'in ~3

0
=g

=
&

g : 1. 11971-1972 1976-1977 1981-1982 1971-1972 1976-1977
;g%§§%%ﬁr%@?%%%%gﬁ%ééggg%égﬂ) to 1976-77 to 1981-82
Staff LESOUICes 4650 5320 5660 2o 1.2

Supplies etc 1590 1818 2071 2s7

2. 7%

Total current expenditure 6240 7138 o

1981 1971 to 1976 to

Activity (Thousands) 1971 1976
1976 1981

Hospital services
Inpatient and day
cases - 5171 5735 647k
OQutpatient attendances
(including accident
and emergency) 46260 4547% 48879

Regular day attendance 2839 4671 5416

Community Health Services ¢

Health visiting -
number of people visited 3978  .3576

Home nursing -
number of people treated 1841 2780

Ambulance Services
Total cases carried 22%%5 22564

Blood Transfusion Service (England and Wales)

Bottles of blood issued 1358 1582

Cpst-weighted index of change
in overall Hospital and

Community Health Services'
activity ' 100 105 117 1.0% 2.2%

7 For details of the basis on which the manpower figures have been adjusted to
obtain a cqmparable series, and explanatory notes on the activity figures and
.on the derivation of the cost-weighted index of activity change, see Annex A, «

Sa




. MANPOWER, RUNNING COSTS AND EFFICIENCY
Hospital and Community Health Services Overall

1.9 About 70 per cent of health authority current expendituré -

spending on rumning costs -is on staff sélaries and wages.
Services to patients depend heavily on skilled people - doctors,
nurses, and paramedical staff such as radiographers, physiotherapists
and scientific staff in laboratories. Treatment and care are tailored
to the needs of individual patients,” so much NHS activity offers only
limited scope for the kind of mechanisation-on which manufacturing
enterprises largely depend for improvements in productivity. In
addition there are back up services - "hotel" services, administration,
estate management - which are more comparable to activities in the
commercial sector.

1.10 Table 1 shows broadly health authorities' increases in staff,
spending in terms of real available resources, and activity rates (that
is the numbers of cases treated and of other services provided to
patients) between 1971 and 1981, and distinguishes between the first
and the second halves of the decade. More detailed material on how
these relate to particular services and groups of patients is in
Chapter 2. The information needed for this kind of analysis is
available in full only from 1971; but annex B contains some analysis of
manpower, activity and productivity trends in the 1960s as well.

1.11 Taking the decade as a whole, the annual growth rates of
manpower and spending moved closely in step. But when they are
considered alongside hospital activity rates, marked differences are
revealéd between the periods before and after 1976 both in terms of
absolute numbers and in terms of output and efficiency, as measured
by the changes in average cosfa per case shown in Figure 3.

(ﬁswb'ﬁ OPPGMUB,

1.12 The earlier period is one of fast growth (23% to 3% a year) in

staff totals and expenditure, with thé number of cases treated also

rising, but - at about 1% a year - not so rapidly as resources. During

the second period, growth in staff numbers and expenditure slowed down

to about 1%% a year; but the number of cases rose by over 2% a year -
faster than resources.
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Figure 3

Trends in hospital in-patient costs 1971-72 to 1981-82

F

Average cost per in-patient day or case by hospital type

1981-82 provisional figures are given in brackets

rdex: 1971-72 = 100*

Mental iliness
(£28 per day)
Mental handicap
(£25 per day)

Geriatric |
{£31 per day)
D Maternity
o (£431 per case)
Acute
{£649 per case)

1971-72 1972-73 1973-74 197576

* No information on in-patient costs in geriatric hospitals is available before 1
No information is available for 1974- 75 for any hospital type.

: ! ! 1 J
1976-77 1977-78 1978-79 1979-80 1980-81 1881-82
975-76. For geriatric hospitals, index: 1975-1976 = 100.




. Acute Hospital Services

1.13 . Over half of hospital expenditure occurs in general acute
hospitals which catér mainly for patients needing
intensive surgical or medical care. The use of

resources in such hospitals is

therefore of great importance in the financial management

of the hospital and community health services as a whole.

During the first half of the 1970s, as is shown in Figure 3,
average costs per case tended to

rise in acute hospitals. Two factors contributed to this. New and
more expensive techniques put up costs; and the number of
elderly patients, whose treatment needs are more costly than

those of other age groups, increased. . Although these factors
continued to apply throughout the second half of the decade -

as they still do - from 1976 onwards the NHS managed to contain
these pressures, and even to bring average acute hospital case
costs down. '

1.14 Average costs in acute cases depend on how much diagnosis,
treatment and nursing care is given to a patient; on the cost

of "hotel" services per day; and on how long a patient stays in
hospital. The falling tendency in average acute case costs

since 1976 has been partly due to reduced length of stay in
hospital; this cuts down the number of beds needed to treat a

given number of patients, and so reduces hotel costs and overheads.
Diagnosis and treatment costs do not however necessarily fall,

In fact, because the more accurate and effective methods of
diagnosis and treatment that medical science now offers are

usually more complex, these costs have tended to rise. Nor

are the costs of nursing care greatly reduced by a shorter

length of stay. A patient's need for nursing care is much greater in
the early days of hospital stay when he or she will be more
seriously ill - for example immediately after surgery; and it is the
later "convalescent" period in hospital which has been reduced. In
other ways too, nursing costs have increased because of more complex
treatments and because the greater number of very elderly
patients in acute hospitals are more- dependent on staff.




1.175 The general picture in acute hospitals is therefore that
progressively more patients have been given more diagnosis and
treatment in fewer beds, with the obvious consequence that the
ratio per bed of staff directly involved with patients

doctors, nurses and professional and technical staff has risen.
Changes in methods of diagnosis and treatment, and the higher
proportion of elderly patients might have been expected to
increase average costs per case - pefhaps by some % per cent

a year - in the acute sector. Instead costs per case have

tended to fall, mainly because of a reduction in average length

of stay in the acute specialties (from 10.0 days in 1976 to 8.6 days
in 1981) and an increase in the average number of cases treated
annually in each hospital bed (from 26.6 in 1976 to 31.1 in 1981).
Maternity Services

1.16 Many maternity services are provided in acute hospitals. But

where they are provided in single-specialty hospitals, the trends have
been comparable.to those in acute hospitals generally. Average costs
per case have tended to fall since 1976 because mothers have stayed in
hospital for shorter periods and because maternity hospitals provision
which had become surplus through the falling birthrate in the early
1970s was shed. Average length of stay fell throughout the decade, but
most steeply in the second half - from 6.7 days in 1976 to 5.5 days in
1981 - when for the most part the birthrate was rising and facilities
had to be used with more intensity. The provisional figures for 1981-82
show a rise in average case costs for the first time since the mid-1970s
This was probably caused in the main by the unpredicted fall in the
birthrate during that year which led to fewer hospital births and hence
to a slightly less intensive use of facilities.

Long term Hospital Care

1.17 Both hospital and community services are important in the care of
mentally ill, mentally handicapped and geriatric patients. Where

hospital in-patient care is necessary, it can vary considerably in
length but may be prolonged. Costs per day are therefore a more
appropriate measure of expenditure in hospitals which specialise in
such care than costs per case. In these hospitals, average costs have
tended to rise as shown in Figure 3. The extra costs reflect in
particular an intentional increase, often from a very poor starting

point, in the ratio of nursing staff to patients.

¥




Successive Governments have encouraged this improvement to
enhance the quality of care generally and to compensate for
the higher average dependency of patients remaining in such
hospitals now that, as explained in Chapter 2, care for the
less severely ill or handicapped is increasingly provided
in the community.

Questions about Manpower

1.18 The numb%;ﬁLof hospital medical, nursing and professional and

technical staf%&?etermined by the numbers of patients treated,

the nature and complexity of the treatment they receive, the
extent to which age or infirmity affects patients' needs for
nursing care, and - particularly in long-stay hospitals - by the
standards of nursing care provided. The‘evidence is that since

1976, taking the country overall, the increase in these staff has

generally been Jjustified by these factors.

1.19 For other staff groups the links with the amount of patient
treatment are less direct. For example, ambulance staff have
increased though the number of patients carried each year has

fallen. The larger proportion of elderly patients carried, and

the increasing number of emergency patients, may well have been

an influence, but the position needs further scrutiny. Similarly,
additional premises transferred to the NHS from local government

in 1974 and the increasing volume and complexity of plant and
equipment used in patient care may account for the rise in '

works and maintenance staff. Nevertheless there is to be a review of
the works function in the NHS which should throw further light on the
number of works staff necessary and the ways in which they are used.

1.20 The level of "hotel" services such as catering and cleaning is

determined mainly by the number of occupied beds, although the pressure
on some services such as portering and laundry will also be affected




by the number of in-patients who are admitted to and discharged from
hospitals. More staff have also been needed for the day hospital
services which have significantly expanded. - Improvements in space
standards and changes in the size and shape of hospitals may also have
an effect on cleaning and portering services. In practice the number of
ancillary staff providing these "hotel" services has fallen, but has not
fallen as much as the number of occupied beds. More detailed analysis
shows that, in acute hosEitals, the cost of hotel services per

occupied bed has fallen slightly in real terms by 1.5 per cent

between 1975-76 and 1980-81. In the longer stay hospitals it

has however risen. This may be a response to the continuing

priority which Governments have given to improving standards

and the quality of life in these hospitals. But, again, the

position would benefit from further review, and the Government have
recently announced a new initiative to promote competitive tendering for
hotel services generally (see Chapter 3, paragraph 22).

1.21 Some administrative and clerical staff work on management
functions such as finance and personnel; others

work in direct support of patient services. - In general, the

need for administrative and clerical support of patient services
is related to the number of cases rather than the number of bed-
days - for instance medical records clerks are particularly
concerned with patients on admission to hospital and on discharge.

1.22 Administrative and clerical staff numbers increased rapidly
between 1971 and 1976, but have risen at a much slower rate since 1976.

For those staff involved in management functions, the rapid
increase during the earlier years is due partly to the more

complex health authority structure introduced in the 1974
reorganisation and also the need to provide back-up to community
services previously provided by local authority central departments,
such as for finance, personnel, maintenance, supplies and computing.
Following reorganisation there was further growth in health
authorities' management, control and especially planning and




personnel activities. Some increase in staff providing support for
patient services could be expeéted because of the growth in the
number of cases, and was in line with the policy

pursued throughoﬁt the decade of using more clerical support

staff (medical secretaries, ward clerks and medical records

clerks) where this could free doctors, nurses and other

clinical staff to SP%Qd more time on patient care. Recent

Dy
enquiries by the Department about the reasons for administrative and

clerical staff increases in six health regions have confirmed that
this last factor was an important one.

1.23 Nevertheless the increase in administrative staff at
and following the 1974 reorganisation was excessive. To
prevent this being repeated after the reorganisation of the
NHS in April 1982, the Government are requiring authorities
to reduce the proportion of their total budgets that is spent
on management (see Chapter 3, paragraph 9).

General Trends in Productivity

1.24 The general conclusion to be drawn is that productivity
fell during the early 1970s but has since improved. During

the five years to 1981, the number of treatments given rose
faster than expenditure and staff numbers, even though acute
treatment was increasingly complex and standards of care were
improved in the-long stay sectors. This increase in productivity
took place mainly in acute hospitals . Changes in both finance
and organisation probably caused thisreversal of the earlier
trend. In financial terms, the money available for growth fell,
and cash limits were introduced. At the same time the 1974
reorganisation gave authorities responsibility for providing
services to a given population within a predetermined budget.

As a result there was increased management and professional
concern over costs and efficiency. One important method of




increasing productivity has been to reduce length of stay in hospital.
Variations between authorities suggest that there is room
for further improvement at least in some parts of the

country. But more effort is needed to identify new ways
of reducing costs for instance by improving the way in

which work is organised and staff are deployed, and by the use of
cost-saving investment.

1.25 The Government have made important innovations in

the machinery for monitoring and improving NHS efficiency.
These are described in Chapter 3. Amongst the most important
is the newly announced inquiry

into NHS management. This inquiry will be able to look in much
greater depth at individual areas of work, and will greatly
strengthen the NHS's capacity to make the best use of its
resources.




CHAPTER 2: THE DEVELOPMENT OF SERVICES

24 The main challenges facing the hospital and the community
health services have been:

- to provide services for the increasing number of old and
very old people;

& -

L -

~- to reduce further perinatal mortality and morbidity (that

is, the amount of disease and death occuring
amongst new-born babies)and cater for the predicted
increase in the number of births from 1978 ;

- to develop services generally to make greater use of new
technology; for example haemodialysis for patients with
chronic kidney failure, and surgical hip replacement in osteo-

arthritis;

--to improve standards of care for mentally ill,
mentally handicapped, and long-stay geriatric
patients and wherever possible provide care for these
patients in the community rather than in hospital;

- to strengthen primary care and preventive measures
and improve liaison with the personal social services;

- and to bring about a more equitable distribution of resources
across the country.

Progress towards these objectives is discussed below.




POPULATION CHANGES

2.2 Health care is usually most
necessary around the time of birth, in early childhood and
in old age.. Average annual costs of providing care per

head for the population as a whole, for births, and by age

group are:-

Estimated average hospital and community health current expenditure
per head of population in 1980-81, and by age group (England)

Total Population Births O0-4 5-15 16-64 65-74 75+

Expgnditure per £160 £855 £155 &£65 £85 £310 £765
head

2o _Population changes during the decade are shown in Figure 4,

The number of births fell substantially in the six years to 1977,
increased somewhat between then and 1980, and again showed a fall in
1981. Between 1975 and 1981, the numbér of children up to the age of

15 fell slightly, while the:population of working age increased a
little. But most significant was the rise of 16% over the decade in the
number of old people, particularly those beyond their middle 70s who

increased by 25%.

Figure 4
[Insert attached graph]




Figure 4
Population by age 1971-1981: mid-year estimates for England

Figures for 1981 are shown in brackets

75 and over |
(2,76 million) |

65-74
(4.37 million)

_® 16-64
(29.39 million)

A 515
{7.43 million)

Live births
(598 thousand)

{2.83 million)

J
1977 1979 1981
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2.k By 1981, these population changes led to extra need
for hospital and community health services equal to about
4% of spending in 1976-77. If the NHS nationally had failed
to deliver extra services of at least that amount - an annual
average of 0.7% over the éountry as a whole - standards would

have dropped.




SERVICES FOR ELDERLY PEOPLE

2.5 The rising proportion of old and very old people in the
population has naturally increased pressure omr the geriatric hospital
and the district nursing service$. The increases in these services
and in spending on them is shown in Figure 5. The additional
pressures the rising elderly population place on the general acute
services are described later in the chapter;

Figure 5 HOSPITAL AND COMMUNITY HEALTH SERVICES FOR ELDERLY PEOPLE




Figure 5
Hospital and Community Health services for elderly people 1976-77 t01981-82 |

Figures for 1981-82 are given in brackets Geriatric day patient
attendances (1.5 million)
180/ N Geriatric out-patient
Index: 1876-77 = 100 | : e attendances (271 thousand) |
“¥ Geriatric in-patient {
cases
(285 thousand)

Estimated expenditure on
services mainly for the
elderly (£963 million)
8 District Nursing Staff} |
(14.6 thousand) i

1976-77 78-79 79-80 80-81

Average length of stay
for geriatric patients
(67.3 days)

' This is the trend in District Nursing Staff numbers for the period as a whole. 'l
It is not a representation of year-on-year changes. See Annex A, paragraph 28.|




2.6 PeOpléngre likely to be ill as they grow older; and the treatment
they then need has often to be more comprehensive and may well last

for a longer time than treatment for younger patients.: Consequently
the costs of caring for elderly people are higher than for most of

the rest of the population - on average, the hospital and community
services spend nearly 9 times as much per head on people over the

age of 75 as on people of working age. Expehditure on services mainly
for elderly people has increased at a faster rate for most of the
period since 1976 than services for other client groups - at about
3.2% a year.

2N | The average a%e of people needing geriatric care has risen.
This could have led‘a a rise in average geriatric hospital treatment
costs. But it was partly offset by a fall in the average length of
stay of geriatric in-patients by 21% between 1976 and 1981 -

a trend which reflects in part some progress towards implementing
Government policy to care for more elderly people in the community
wherever possible. To help achieve this, the district nursing

service has been expanded and more elderly people attend hospitals

as day patients.

2,8 To meet the need for more hospital services specifically for
elderly people, the numbers of staff have increased as follows:

1976 1981 annual percentage increase

Geriatric medicine -
consultants and junior
doctors 1,100 1,400

Hospital nursing staff
working particularly
with the elderly 36,600 40,650

The ratio of nursing 'staff to in-patient geriatric beds increased
by 13% but some of these staff work. in the
day hospital services.




2.9 The emphasis on developing community care for elderly

people has led to an increase over the period in expenditure
on services provided by local authorities as well as those

provided by the NHS. The changes since 1976-77 are shown in Figure 6.
Figure 6 LOCAL AUTHORITY SERVICES FOR THE ELDERLY
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Figure 6
Local Authority services for elderly people 1976-77 to 1981-82

Figures for 1981-82 are shown in brackets

Index: 1976-77 = 100

Day Centre places
(30.1thousand)

Expenditure on services
mainly for the elderly
{£840.1 million)

Home helps 4

(46.5 thousand)

Residents
(116.8 thousand)

1976-77

eerrsssiid)
80-81 81-82
\ Meals

{40.3 million)




MATERNITY SERVICES

2,10 The maternity services have needed to'provide for the
sharp upturn in the birthrate between 1978 and 1980. There has
also been much public concern about rates of perinatal

mortality and morbidity here compared with some other countries.

2.14 Between 1976 and 1981 the perinatal mortality rate has continued
to fall - from 17.6 per thousand births in 1976 to 11.7 in 1981. There
has been a growing trend for maternity cases to be treated in

general rather than single-specialty hospitals, in line with

policy to rationalise all acute hospital service provision, and

to ensure that maternity patients have access to the fuller range of
facilities and staff skills available

in a general hospital. Trends in average case costs are explained

in paragraphs 14 and 15 of Chapter 1.

MATERNITY SERVICES
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Figure 7

Maternity services 1976-77 to 1881-82

Figures for 1981-82 are given in brackets

|Vlndexi 1976-77 = 100

In-patient cases

¢ (796 thousand) |

Qut-patient attendances
(3.8 million)

Expenditure on
maternity services

| (£447 million)

81-82

Length of stay
(5.5 days)

N : 2
© Perinatal mortality rate
{11.7 per thousand births)




2.1 The growth in hospital-based medical and nursing manpower

working in the maternity services has been as follows:

1976
Doctors: Consultants
and juniors specialising in
obstetrics and

gynaecology
2,200

Nursing staff in hospital
maternity units and midwifery
staff in hospitals 26,800

1981 annual percentage

increase

2,350

28, 350




ACUTE HOSPITAL SERVICES

2.13 There has been sustained pressure for more treatment to be
provided in the acute hospital sector. This, is due mainly to the
increase in the numbers of elderly people who use the acute
services more than others. Patients aged 65 or more represent a

guarter of cases in the acute specialties, but account for over
two-fifths of the occupied beds because they stay in hospital
longer than younger people.

2.1). In addition, if the NHS is to remain a modern and effective
health care system, it must make accepted
modern methods of investigation and treatment more
widely available.

2.15 In some instances improved treatment methods can lead to net
savings, because they reduce the need for prolonged hospital
treatment; but more often medical progress calls for increased
expenditure. Innovations often extend demand by bringing more
patients within the range of active treatment. Many new treatments
require more highly trained staff to handle the increasingly complex
techniques, instruments and drug regimes involved, and this means
that, in turn, manpower costs per case will often rise. New techniques
and treatments may also mean the purchase and maintenance of
expensive equipment. Additional costs will also arise because new
treatments need careful monitoring; and some may entail a financial
commitment lasting throughout a patient's life.

2.1L Examples of some specific advances in available treatments

which have affected demand on the acute services include:

- hip joint replacement by surgery (arthoplasty). For patients

with arthritis of the hip, this operation can relieve pain
dramatically and improve mobility and the ability to undertake
normal work. It costs about £2,000 per case; the number of
operations performed each year increased nearly three-fold bet-
ween 1969 and 1979 to reach about 31,000.




- haemodialysis and kidney transplantation. These are

life saving treatments for patients with chronic

renal failure. The total number of patients on dialysis or
with a functioning transplant in the United Kingdom rose from
1,270 in 1971 to some 7,900 in 1981. Average hospital dialysis
costs - about £13,000 a year,and home dialysis around £9,000.
A successful transplant costs about £5,000 at the time it is
performed, and a further £1,500 annually for the rest of ‘the
patient's life. Of those patients on dialysis about 1,000 are
now being treated by the recently introduced technique of
continuous ambulatory peritoneal dialysis at a cost each year
of up to £9,000 per patient.

- coronary artery bv-pass grafting. This operation

relieves the pain of intractable angina and prolongs the

life of patients with_ some kinds of coronary

heart disease. About 5,000 such operations were

performed in the United Kingdom in 1980, at an average cost of
£2,500 each, compared with some 250 operations in 1971.

- neonatal intensive care. Major technical developments in
neonatal care over the past 15years mean that many babies who
would previously have died can now be kept alive .often

to grow up as normaly healthy children.

The techniques involved are very expensive, mainly in staff.
- The number of neonatal intensive care cots has expanded

considerably.

- treatment of haemophilia. The use of blood

clotting factors (factors 8 and 9) has been developed to treat
haemophilia patients, enabling them to live relatively normal '
lives, survive minor injuries and undergo surgery. The use
of these factors has risen from 10 million units in 1970 to 65
million units in 1980; demand is expected to reach 100 million
units by 1985. The cost of each unit is about 10p.

- bone marrow. transplants. These cost about £12,000 per case

and are life saving for some patients with certain forms of blcod
disease.

2




2.17 The rapid development in.recent years of diagnostic
techniques has significantly increased hospital activity,.

New techniques do not necessarily replace
existing procedures but supplement them. They are frequently
labour-intensive and require staff to learn new skills. The

equipment needed is usually expensive. Examples of diagnostic

developments are:

- brain and general purpose computer tomography (CT)

scanners, Introduced in the 1970s, these ‘scanners have made a
significant impact on the diagnosis of
lesions of the brain, and in defining the extent of cancer in the
body. Over 90 brain and general purpose CT scanners are now
available in England and Wales. They represent a capacity to
examine up to 220,000 patients a year.

-, diagnostic ultrasound, This is valuable in the

detection of fetal abnormalities, in the diagnosis of
congenital heart disease in children and the investigation
of abdominal disease.

- equipment for ccontinual monitoring of the electro

cardiograms of ambulatory patients. This enables
disturbances of heart rhythm to be detected and treated

more effectively.

- fibre-optic endoscopy for internal examination
of the gut. The technique was introduced in the late
1960s and over 100,000 examinations are now carried

out each year.

- gynaecological cytology. This was introduced in the 1960s for

the early detection of cancer of the cervix. Over three million
tests are now done each year,




- cytogenetic tests have become available to diagnose

congenital disorders during pregnancy. As these become
more widely used in support of genetic counselling, a
progressive reduction in the number of babies born with
handicapping disorders can be expected.

- immunological techniques and clinical chemistry to
measure blood hormone levels are now within the capacity
of district hospitals. They are used to investigate
thyroid disease and infertility; in the early detection of
malignant disorders, and in the matching of'donors_and
recipients for transplants.

-

2.18 Improvements in anaesthesia have made available new
techniques for treating intractable pain and the management of
post-operative and emergency patients. Intensive therapy units have
been established in most major acute hospitals and many districts
have pain clinics. X More advanced

and safer anaesthetic procedures, together with more refined
surgical techniques have enabled surgical treatment to be given

to patients who would previously have been considered too frail for
major surgery. Between 1971 and 1979 the number of oporatlons

performed on older age groups rose as follows:
Operations on People 65 and over and percentage increase between

1971 and 1979 in England and Wales

1971 1979 percentage incresase

Operations on people aged 65-74
Total number of operations 218,170 279,240 28%

Operations per 100,000 .
elderly population (aged 65s74) 5,040 6,080 21%

Operations on people aged 75 and over
Total number of operations 124,860 186,650 L9%

Operations per 100,000 _
elderly ponulatlon @gea 75 and over)5, 306 6,819 2G%




2.\4 In its forward costings the Department of Health has
assumed that additional expenditure on the hospital and
community health services nationally of 3% a year is
necessary as a contribution to the costs of this constant

process of medical innovation.

2.20 The response to the increasing number of elderly pati ents and
the introduction of new forms of diagnosis and treatment has

been a rise in hospital activity in the acute sector. As shown

in Table 1 (page 58 ) and explained in paragraphs 11 and 14 of
Chapter 1 acute in-patient and day cases grew between 1976 and

1981 at an annual rate of 2.3% while out-patient attendances rose
by 1.8% a year. During this period expenditure grew less fast

and average case costs tended to fall which suggests a gain in

efficiency.

Figure 8 ACUTE HOSPITAL SERVICES




Figure 8
Acute hospital services 1976-77 to 1281-82

Figures for 1981-82 are given in brackets

150~ Day cases ‘
Index: 1876-77 = 100 (680 thousand) ;

Out-patient attendances
(29.8 million)

In-patient cases (4.5 million)
Expenditure on |

acute services

{£3504 million) i

Length of stay
(8.6 days)




2.21 The expansion of acute services has required
increases in medical manpower. Over the period, the number
of doctors (consultant and juniors) has increased as follows:

1976 1981 annual percentage increase

Medical specialties 6,950 8,000 2.9

Surgical specialties 8,550 9,800 | S 29
Pathology 1,850 2,150 Sl
Radiology 1,000 1,200 3.9

Anaesthetics 3,050 3,600 ; 30
Total 21,500 24,850 2.9%

Nursing staff working in the acute services have also increased,
though less than in the geriatric, mental illness, mental
handicap and primary health care services. But precise figures
cannot be given because these nurses are not separately
identified in the manpower statistics.




Figure 9
Hospital services for mentally ill people 1976-77 to 1981-82

; = ! ; A Nursing staff per
Figures for 1981-82 are given in brackets i occupizd badr()o,??)

Index: 1976-77 = 100

Psychiatric day patients
(3.4 million)

Expenditure on services |
for the mentally ill r
(£857 million) ]
Out-patient attendances
(1.7 million)

o J
80-81 81-82

*++-¢ Occupied in-patient beds
(73 thousand)




SERVICES FOR SPECIAL GROUPS

2.28 A major priority is to improve services for mentally ill

and mentally handicapped people, disabled people and long-stay
patients - often elderly people. During the last 25 years or so

there has been a growing recognition. that community care would be

far better for many such patients than prolonged periods in

hospital. There has also been concern about standards in some of

the long—stay hospitals specialising in their care. There have thereford
been pressures for change of two kinds - improvement of standards in
hospital care mainly through better staff/patient ratios, and the
development of community services (such as day facilities and community
psychiatric nursing in the NHS, and domiciliary and other social
services provided by local authorities). Encouraging progress has been
made, in both the health and personal social services, towards meeting
these goals, but there is still a long way to go.

SERVICES FOR MENTALLY ILL PEOPLE

y O

2.23 The main model for the present pattern of care for mentally ill
people is the 1975 White Paper "Better Services for the Mentally Il1,
which envisaged that a satisfactory network of services would take a

period of 25 years or so to build up.

2.24 The increasing number of elderly people has had and will have a
growing impact on the demand for psychiatric services. For example, it
has been estimated that prevalence of dementia in those aged 65 to 74 is
3%, but rises to 13% in those aged 75 and over and to 22% in those over
80. Since the numbers of people aged 75 and over increased by about

25% in the decade to 1981 and is forecast to rise by 13% over the next
ten years, there will be significant pressure to expand as well as
improve present services

Figure 9
HOSPITAL SERVICES FOR MENTALLY ILL PATIENTS
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2.25% Figure 9 shows that , expenditure on in-patient services
has increased slightly despite falling numbers, in line with policies

to improve hospital standards. For those who need to remain in hospital,

in-patient care is now more often available within the patient's own
health district: the number of psychiatric Departments in general
hospitals increased from 137 in 1976 to 157 in 1980, while

the ratio of nursing staff to patients has improved by about

22% . between 1976 and 1981 . At the same time, more people who would
earlier have been admitted as in-patients now remain n

the community. They have the support of the psychiatric nursing
service, and day hospitals; and of the local authority day centres and
other community-based services shown in Figure 10,

2.246 Better health care for the mentally ill is also reflected by
the growth of medical and nursing staff working in the 'mental illness
services:

1976 1981 annual percentage increase

Doctors: Consultants
and Juniors 2,700 3,250 el

Nursing staff 48,500 56,500 3.1
Some of these staff provide services for patients in the community,
as well as for patients in mental illness hospitals.

Figure 10
LOCAL AUTHORITY SERVICES FOR MENTALLY ILL PEOPLE




Figure 10
Local Authority services for mentally ill people
Figures for 1981-82 are given in brackets

Index: 1976-77 = 100

Expenditure on services
fer mentally ill people
(£27.8 million)

Day Centre places

(8.2 thousand)

Residents
...-@ (4.5thousand)

1976-77




SERVICES FOR MENTALLY HANDICAPPED PEOPLE

2. 21 The objectives for the pattern of care for mentally
handicapped people were set out in the 1971 Government

White Paper "Better Services for the Mentally Handicapped".
Although the shift in the balance of care between hospital and
social services provision has been slower than was originally
hoped, Figures 11 and 12 show that steady progress is being
made in hospital and local authority services.

Fi gure 11
HOSPITAL AND COMMUNITY HEALTH SERVICES FOR MENTALLY HANDICAPPED
PEOPLE




Figure 11
Hospital services for mentally handicapped people 1976-77 to 1881-82

Figures for 1981-82 are given in brackets

Index: 1976-77 = 100

A Nursing staff per
occupied bed (0.72)

/ Expenditure on services

for the mentally
handicapped
; (£383 million)

81-82

e 77-78
1976-77 11578

"% Occupied in-patient beds
(42 thousand)




2.%% Between the beginning of 1976 and the end of 1981, the
numbers of mental handicap in-patients fell by over 63% thousand ;

the decrease was particularly dramatic so far as children
were concerned. Since 1976, the number of mentally handicapped
children in hospital has fallen from well over 4,000 to below
2,000 now, as a result of discharges, fewer admissions, and children
growing up. Expenditure on hospitals has risen despite these falling
numbers, to secure some essential and overdue improvements. The ratio
of nursing staff to residents has risen by ahewt 46% between 1976 and
1981. Similarly, there has been an improvement in the ratio of

physiotherapists, psychologists and other professional staff to patients.

2.39 The growth in medical and nursing staff numbers working
in the mental handicap services is shown below:

1976 1981 annual percentage increase
Doctors: Consultants

and Juniors 200 250 4, 7%

Nursing staff 24,800 30,400 4.2

Some of these staff provide services for day patients and patients

in the community, as well as for people resident in mental
handicap hospitals.

2.230 Expenditure on local authority services for mentally
handicapped people has risen markedly over the period,

reflecting progress in building up community-based
services for mentally handicapped people and their families.

Figure 12 ; el b B
LLOCAL AUTHORITY SERVICES FOR MENTALLY HANDICAPPED PEOPLE




Figure 12
Local Authority services for mentally handicapped people 1976-77 to1881-82

Figures for 1881-82 are given in brackets

Index: 1976-77 = 100

Expenditure on services
for the mentally
handicapped
(£166.5 million)
Adult residents

@ (14.1thousand)

Adult Training Centre
places (45.2 thousand)

Residents under 16
(1.8 thousand)

1
1976-77 77-78 80-81




SERVICES FOR DISABLED PEOPLE

2.31 Continued progress in maternity and paediatric care should
help to reduce the incidence of congenital abnormality. Where
disability cannot be prevented, the services aim to reduce its
effects and to enable people to lead purposeful
lives, if possible in the community.

2.32 People who do become disabled have access to a wide range

of hospital, community and primary care for treatment and
rehabilitation. In addition, the NHS provides * seven specially
designed and staffed units for treatment and rehabilitation of
people with severe spinal injuries. These cost some £7 million

to run in 1981-82. Since 1971, 77 Younger Disabled Units(costing
£20m in 1981-82) have been established. _These provide a mixture

of long-term and short-term care and relief residential care for
disabled people under retirement age and enable patients to maintain
as independent a life as possible. Before the 1970s many severely
disabled people in younger age groups were placed in geriatric wards.

2.3% There has been increased expenditure and emphasis on local
authority services specifically for disabled people, such as

improved domiciliary services including day centres. Schemes
pioneered by local authorities have included the use of foster
families for physically disabled adults, night-sitting services,
specialist home help services and short term care in residential
homes to assist families looking after disabled relatives. Many

of these schemes are funded in part by health authority Jjoint

finance. ‘

2:34 In addition, the Department of Health provides artificial limbs,
wheelchairs, hearing aids, and other appliances to people with
permanent disability. The Department also supports voluntary
organisations in the disability field many of whom are developing a
variety of schemes to help disabled people live more independent lives,
whether in residential care or in the community; for example,
increased provision of respite care and care attendant schemes to
relieve pressure on caring




relatives. The Family Fund, which helps to meet special financial
needs of families with severely handicapped children, disbursed

£4.6m in 1982, Expenditure on all the Department's
central services helping disabled people totalled £75m in 1981-82,




PRIMARY AND COMMUNITY CARE

2.35 Primary care is : provided
partly by independent contractors - family doctors, general
dental practitioners, opticians and pharmacists - through the
family practitioner services; and partly through health
authorities' community health services. The community health
services include health visitors, district nurses, midwives and
psychiatric murses; school health services; chiropodists; and
immunisation and cervial cytology services. The expansion of
community nursing services to help the growing number of old
people, and to improve community psychiatric services, has already
been referred to. The trend described in Chapter 1 towards the
earlier discharge of patients after acute hospital treatment and
of mothers after the birth of their babies has also increased the
role of the community nursing services.

2.36 Expenditure on the community health services overall rose

from £584 million in 1976-77 to £665 million in 1981-82 - an

average yearly increase in real terms of 2.6%. Over the same

period the comparable real increase in spending on hospital services
was 1.7%.




Family Practitioner Services

2.37 Figure 13 shows some key trends in Family Practitioner

Services provision .from 1971.

Figure 13 FAMILY PRACTITIONER SERVICES 1971~1981

2.38 Between 1971 and 1981 the number of family

doctors in England increased by 15% from 19,374 to
22,304 and their distribution has improved. Over this period
there was little growth overall in the population and, as a
result, the average list size fell by 103%. The number of
patients for which a  family doctor is responsible influeancec
the amount of time he can give to each, so this reduction of
about 1% a year represents a potential improvement in general
practice care. Howeﬁer, this may be offset by the increasing
. demands placed on family doctors by the growing proportion of
elderly people on their lists.




Figure 13
Family Practitioner Services 1971-1881

Figures for, 1281 are given in brackets

Index: 1971 = 100 Courses of dental
treatment
(29 million)

Number of sight tests
(8.4 million)

Number of prescriptions
dispensed
{300 million)

Number of family doctors
{unrestricted principals)
(22,300)

_——& Pairs of glasses
o | (4.9 million)
~~ B8O 81

""® Average family doctor
list size
(2,200)




2. 39 Over the same period the proportion of family doctors in group
practice rose from 58% to 75%, and over 80% of district

nurses, midwives and health visitors are noﬁ attached to

general practicel There were over 1,000 health centres in

1981, compared with 270 in 1971, and the proportion of family doctors
working in hedlth centres rose from 8% to 25% in 1981.

2.- 40 The amount of treatment provided under the General Dental

Services has increased at the rate of some 3% per year, in spite

of some short-term fluctuations. Within this overall increase,

there has been a greater emphasis on the conservation of teeth,

often involving complex restorative treatment (for example crowns, inlay
and bridges) and advanced periodental treatment.

2.41 The number of prescriptions for drugs rose for most of the decade,
but fell away slightly between 1977 and 1981. The number of sight-
tests provided through the general ophthalmic service rose fairly
steadily, though - probably as a result of changes in charges to patientj
there were large. fluctuations in the demand for NHS lenses.

Links with Personal Social Services

2.42 To encourage joint planning between health and local authorities
and to stimulate developments in community care, some health
authority “funds havebeen specially designated since 1976-77 for-use

on projects planned and funded Jjointly with local authorities. From a
modest beginning of £8 million(cash) in 1976-77, the money made
available in this way for 'joint finance' projects has risen each
year to nearly £85 million in 1982-83.




. New policies for Community Care

2. 4% The Government last year announced important initiatives

to accelerate the transfer of patients and resources from hospital

to the community. These initiatives were taken following full
consultation with the NHS, local authorities, voluntary organisations,
and others involved, on proposals published in "Care in the Community"
(1981).

2.44 .The new arrangements have now been introduced. They
enable district health authorities to make continuing annual
payments to local authorities and voluntary orgaﬁisations for
people moving into community care. They also extend existing
joint funding arrangements for projects designed to help people
move out of hospital.

2.45 It is also intended that district health authorities should
be able to make payments to support local authorities and other
bodies such as housing associations in providing education for
handicapped people, and housing. This needs a change in
legislation. Suitable powers are being sought in the Health and
Social Services and Social Security Adjudications Bill at present
before Parliament.

2.46 1In addition the Government have made available some £20 million
from 1983-84 for the central support of special initiatives designed
to improve services for elderly people suffering from psychiatric
disorder and for mentally handicapped people; to develop intermediate
treatment for young offenders or potential offenders; to develop day
care for the under-fives; and to improve primary health care in the
inner cities. In 1983-84. there will also be a further

substantial increase to £96 million in joint finance.




IMPROVEMENTS IN GEOGRAPHICAL DISTRIBUTION OF HOSPITAL AND
COMMUNITY HEALTH RESOURCES

2.47 For historical reasons and because of population shifts,
there are major imbalances in the level of health resources
available in different Regions in the country. The south-east
corner - the four Thames Regions - is well-provided relative
to other parts of the country.

In the first twenty years of the NHS,resources were allocated

primarily on the basis of existing provision, with additions

when new hospital buildings were commissioned. This meant,

in effect, that regions which had the most hospital provision
received the most resources, while those with less developed
services received less. In 1970, population -weighted to

reflect the age-sex structure of each region - was introduced

as a criterion in the distribution of resources. [n 1477-78,
following a major review by the Resource Allocation Working

Party (RAWP) designed to improve equity in the distribution

of resources, new and fuller criteria .based on relative need

as assessed . through local population make-up and

mortality patterns, ww<introduced. The results

so far are summarised in Figure 14. This shows the changes

in each region's distance from its target share of resources for
current expenditure. The main achievement has been to reduce the
degree of variation in the level of individual regions' resources.
In 1977-78, the individual regional health authorities ranged from
15% above to 11% below ‘their target shares of expenditure. By
1982-83, the range had been narrowed so that the best-off regions
is now 12% above and the least well-provided region 6. below their
targets. '

2.49 There are also imbalances in the distribution of resources within
regions. Regional health authorities are responsible for remedying
these on the same principles as are used for re-distribution between
regions.

2.50 Redistribution of capital resources is similarly being achieved
by directing available resources to the relatively under-provided region:
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CHAPTER 3 - ACHIEVEMENTS, PROBLEMS AND NEW DEVELOPMENTS

ACHIEVEMENTS

5] In many respects, the NHS has significantly improved services
to patients over the last decade, and - particularly in recent

years ' - - has shown some
encouraging trends in productivity:-

- the acute hospital services have both kept pace with

the increasing demands of an ageing population and made
~modern medical techniques more widely available ;
- perinatal mortality has fallen faster than in any
previous period;

- hospital services for €lderly, mentally ill and
mentally handicapped people have been improved, and
community services for these groups expanded;

- hospital and community services have been more
closely integrated since they were brought together
in 1974, and better links have been created between
health and personal social services;

.= primary care has also improved and expanded: there

are more general practitioners with fewer patients

on their lists; and more district nurses and health
visitors many of whom are now attached to general medical
practices ;

- resources are more evenly distributed geographically;

- since 1975-76 the average costs of providing acute
and maternity care have tended to fall, and by international

standards this care costs less here than elsewhere;




- strict cash limits have been successfully introduced

for health authority services.
PROBLEMS
Sl Despite this there remain serious problems, for example:

- services for elderly, mentally ill and mentally
handicapped people are sometimes inadequate or unsuitable;

- provision of such acute treatments as surgical hip replacement

~and haemodialysis in chronic kidney failure still falls short of
need; and waiting lists and times are too long in some
specialties and some localities, even after allowance is made
for the effects of the industrial action in 1982;

- considerable variation in the costs of treatment in
different geographical areas, particularly in the acute
services, suggests scope for further improvements in efficiency;

- geographical imbalances in standards remain; in primary health car:
provision, the standard of general medical services in some inner
city areas causes particular concern

- more effort needs to be put into persuading people to adopt

healthier life styles.
5.3 More resources will be needed to remedy these and other

deficiencies, and to provide for the continuing growth in the

number of elderly people. But the money available to the NHS

depends on the performance of, and the weight of other demands on,

the national economy. The NHS.should therefore look first to “improvementy
in the use of existing resources to provide better services.

3.4 The systems for the planning and management of health

authority resources, for budgetary control and audit of both capital
and current expenditure, and for the identification and costing of
future developments are basically sound. Some weaknesses have, however,

become apparent in recent years:

- the chain of command has been excessively long, leading to
duplication of effort and diffusion of responsibility;




- health service planning has not put enough emphasis on
identifying immediate problems and

- manpower planning has lagged behind service dev3lopment

and financial planning, and it is not clear that\the growth

in staff not directly concerned with patient care has been
‘justlfled

_~ there has been difficulty in meeting the rgnning.costs of
some new hospitals planned in the early 1970s when the growth
in current spending was higher than it has been since 1975;

- information for planning, and for assessment and improvement

‘of performance has been inadequate, particularly because of
difficulty in linking activity, financial and manpower information
and because some information has become available too late.

More generally, there has been a lack of sustained and systematic
pressure to increase efficiency. There has been a good deal of work
on efficiency but it has been ad hoc, and improvements in
productivity have tended to depend on reductions in length of stay

in hospital. It is now necessary to search rigorously for new

ways of improving efficiency, looking nationally at all areas of work,
and comparing the performance of individual health authorities.

NEW DEVELOPMENTS

3.5 The Government _héve recently taken or
set in hand a number of initiatives to tackle these weaknesses.

They include changes to the structure of the NHS; a new machinery for
reviewing health authority performance, new arrangements to plan,
control and monitor manpower, improvements in audit and information for
both central and local monitoring, a new scrutiny procedure for
administrative and managerial functions; measures to improve efficiency
in specific areas such as purchasing goods and

40
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Health Authority expenditure on staff, goods, and services in 1581-82

Salaries & wages £ millions
£5660

Nurses &
midwives-—e
£2511 |

_Ancillary
£918

Supply maintenance
& running costs
£2071

Medical
& dental- Drugs, dressings,
£741 X-ray & labs+s
, : £655

; | Water, fuel, light,
Administrative power £283 .

-& clerical Engineering, [~
£663 building, farming, o
ete. £19) Lty
! e-+-Catering £167

Office equipment 1~
Professional 14t

& technical d -1 Rent & rates £120
£499 Trivwedd, subysistonas R e [
i etc. E191 1.0 il Bedlinen & furnishings
Lo ST 674
Maintenance Laundry & cleaning £50— O .
= By 5 @3 Transport £48
. e e E162 Uniform & —= T
Ambulonce £133-24 clothing £40 | | Other, including staff
Chairmen’s b g HoOSpital Opticians - e i @I services purchased
renumeration R - —1 & pharmacists £32 from agencies £187




services. Health authorities spend some £2 billion a year on a wide
range of goods and services, as Figure 15 shows broadly and Annex C in
more detail. But the large bulk of their expenditure is on manpower.
The measures for improving efficiency and monitoring performance that
are described here will in due course influence all types of health
authority expenditure, but the changes in structure, the new measures
for performance and planning review, and the innovations concerned
specifically with manpower can be expected to make a particular

impact on manpower control and efficiency.

[Insert Figure 15 here] '

Health Authority Structure

3.6~ In April 1982 the Government established a, simpler and tighter
health authority structure, which itself should provide a greater
degree of control. Under the 14 regional health authorities

- the 90 Area health authorities comprising 199 Districts

are replaced with a single structure of 192 District health
authorities. The number of chief officer teams has fallen

from 251 to 193, reducing duplication and referral "up the

line". Authority members are now better placed to plan

for the needs of their 1localities and to answer for the local
working of the NHS;

- the "chain of command" is shortened b removing the sector
(=]

management level within the district and increasing management
responsibility at unit - that is hospital or community service -
level. Management skills are now focussed where they are needed;

- the arrangements for obtaining advice on management issues
from health professionals are simplified.

In effect, one major layer of management has been removed and the rest
has been simplified. These changes are expected to yield

savings in management costs of some £30 million a year from
1984-85. These savings will be available to improve services to patients
Legislation has also been introduced to remove the present administrative
dependence of family practitioner committees on district health
authorities and make them directly accountable to the Secretary of

State for all their functions.




Regional Reviews and the Planning System

3.7 The maximum delegation of‘responsibility to local health
authorities must be accompanied by systematic monitoring to

ensure that district health authorities are properly accountable
through regional health authorities to the Secretary of State and

to Parliament. The planning system remains essential for

monitoring the performance of health authorities in meeting the
Government's broad policy objectives and strategies, but it has now
been simplified. The Government have also introduced annual reviews to
hold health authorities to account for their management ‘of resources;
these will include monitoring of strategic planning as well as progress
in achieveing agreed objectives. Starting last year, DHSS Ministers
hold these reviews with the chairman and chief officers of each region.
Parallel reviews of districts are being held by regions. In each

review the aims are:-

- to ensure that the authority is using the resources allocated
to it in accordance with the Government's policies, to agree
with the chairman on the progress and development to. be
achieved in the ensuing year, and to review progress against
previously agreed plans and objectives:

- to assess the performance of regions and their districts

in using resources, including manpower, Through these reviews
Ministers will hold regions to account; and regions will in
turn hold their constituent districts to account.

Performance Indicators

3.8 A set of indicators of performance for use in regional and
district reviews was developed and tested jointly by the

Department and the Northern Regional Health Authority during the
first half of 1982. The indicators enable comparisons to be made
between health authorities in four major areas: clinical activity,
manpower, finance, and estate management. They have been used on an .

experimental




basis in the last seven of the 1982 regional reviews. The various
indicators are looked at together in these reviews to gain an

overall impression of activity and resource use within the region,
because the aspects of activity they cover are inter-dependent.
Questions about apparently atypical patterns of activity and resources
use are then raised, as the starting point for further investigation.
Regions are expected to follow these up with their districts and report
back. The first such accounts of follow up will be made during the 1983
reviews. The indicators have already been revised to reflect experience
of their use in 1982; those for use in 1983 are summarised in Annex E.
Later in the year, the values for all the indicators for every health
district in the country will be published. This will enable any
authority to compare its indicator values with those of any other
district or districts it chooses.

3.9 Performance indicators require further development in
order to achieve their maximum potential. This will mean both working
out indicators for types of activity not yet covered, and the assessment
of existing indicators in the light of further experience.

A joint NHS/DHSS group is to oversee this

development. Performance indicators are also being developed for

family practitioner committees, as an aid to local management and to
help the Department compare their administrative performance.

Manpower Planning and Control

3.10 Efficiency in the use of manpower is of key significance if
further improvements in the service are to be achieved. The Department

is therefore taking steps specifically aimed at strengthening manpower

planning and control.

3.11 Manpower indicators are included in the performance indicators
already described. In addition, health authorities were last autumn
required to review their staffing plans in line with current expenditure
allocations for the remainder of the present financial year and to
notify the DHSS of their manpower estimates for March 1983. These have
been discussed and agreed between the DHSS and regions. In future,
manpower levels and plans will be reviewed regularly to ensure that they
remain in line with plans for improving efficiency and developing
services within available finance.




District annual programmes for 1983-84 are to include manpower
targets for each main staff group. Regions must satisfy themselves

that these targets properly reflect resource assumptions and service
and efficiency plans and bring them together ‘to form regional targets.
These will be agreed with the Department and monitored through

regional reviews and new quarterly returns on staffing levels which
were introduced last year.

3.12 Because of the key importance of manpower efficiency, the
complex and widely differing circumstances in which NHS staff are used,
and the concern expressed in Parliament and elsewhere about manpower
levels in the NHS, the Government have recently announced the
creation of a spec¢ial inquiry into NHS management.

3.13 The inquiry is headed by Mr Roy Griffiths, deputy chairman and
managing director of Sainsburys. It will be able to investigate NHS
resource use as fully as its members think necessary, and will advise
the Secretary of State for Social Services on what further management
action if any is needed either centrally or by health authorities.
Information

3.14 A Steering Group chaired by Mrs Korner (formerly Vice-Chairman of
South Western RHA) is reviewing the NHS's collection and use of informa-
tion. The main aim is to get better and earlier information for

local management, including where possible data which links activity

and outputs with statistics on financial and manpower resources, so that
the resource cost of activities is known better. There will be a common
core of information sothat different health districts can be compared
more easily and information can be more effectively aggregated at
regional and national level,




gd_it of NHS Performance

3.15 Changes are taking place in the internal and external audit of

the NHS. A Working Party under the chairmanship of Mr Patrick Salmon

has recently concluded a review of the standard of internal and

external audit in the NHS. Additionally the accounts of eight district

health authorities will be audited by private firms for an experimental

period of three to five years, starting with the accounts for the year

. ending 31 March 1983. This experiment, to discover the cost-effectiveness
of using private firms to audit the NHS, will be extended to a further 6
health authorities for the year ending 31 March 1984. About 10% of the
total external audit capacity is devoted to looking at "value for money".
Discussions are also taking place with the Exchequer and Audit Department
to see if there is scope for greater co-operation in mounting special
reviews in areas thought likely to result in savings. Matters of
significance arising out of external audit may be pursued through the
new regional review system, as well as through the normal reporting
procedures. In December 1982 the DHSS called on all Health Authbrities
to review their security arrangements in relation to supplies, stores
and articles in use, and to report on progress towards new strategies
by December 1983. The DHSS has also commissioned a firm of accountants
to review existing procedure in this area.

Rayner scrutinies

3.16 Since 1979, many of the activities of central Government Departments:
have been the subject of special scrutinies carried out under the auspices’
of Lord Rayner. These scrutinies begin by considering whether a given
activity needs to be done at all; and then look :

in detail at efficiency of performance. These studies have been
very successful in central government and a similar approach is being
introduced in the NHS. Scrutinies are being done regionally by senior NHS
officials reporting to the regional chairman, who will in turn report to
the Secretary of State for Social Services. The 11 studies in the initial
programme are listed in Annex D, The topics include for example aspects of
new hospital planning, staff recruitment, the ambulance service, collection
of revenue, catering and storage of supplies.

Management Advisory Service

3.17 A trial is being conducted in the Oxford and South Western Regions

to assess the beneflts of establishing a Management Advisory Service to
provide
Hs




regional and district health authorities with an independent assessment
of their services. Ministers will consider establishing similar
arrangements on a wider basis in the light of an independent evaluation
of the trial. :

Promoting more ccst-effective practice in the NHS

3,18 The DHSS's health services research programme, which is
complementary to the mainly biomedical research programme of the

Medical Research Council, includes two developments of particular
potential importance.

3,19 Although there are a large number of clinical trials in this
country, research into the economic consequences of other aspects

of clinical practice has been hampered by the comparative

crudeness of available costing data. To help remedy this, the
Department has recently promoted the development of a method of
specialty costing. This has been tested successfully in seven Districts.
In addition an attempt is being made to develop a practicable method

of patient, or disease, costing through a Financial Information

Project based in the West Midlands.

3.20 Efficiency may be better promoted if clinicians themselves are
given more incentive to economise in the use of the various resources

at their disposal. The Department is therefore sponsoring research
to see whether clinical budgeting for consultants and their clinical
teams would improve "value for money" and so enhance clinical practice.
Drugs :

3.21 Drug costs represent about 10% of NHS spending. To encourage more
cost-effective use of drugs, family doctors are provided with information
on the comparative costs of different drugs. Those who themselves wish

to audit their prescribing are given a regular analysis of their
prescribing patterns and their costs. This service is to be improved

by the computerisation of prescribing data. These measures are

supported in the recently published report of am Informal Working Group
on Effective Prescribing and, ‘with other recommendations, are the subject
of consultation with interested organisations. The main central
influence on the purchase cost of drugs is the Pharmaceutical Price

b




Regulation Scheme. The Government have announced that the working of
this scheme is to be reviewed.

Hotel Services, Supplies, Capital and Land

3.22 The initiatives described abovelare general in their

application. They are potentially relevant to all aspects of
health authority performance and expenditure. - There ‘have also
been initiatives to improve efficiency and cost-effectiveness in
the acquisition or use of specific services and assets.




3.23 Figure S shows that health authorities spend over &£1000 million
a year on "hotel" functions such as domestic, laundry and catering
services. In 1981-82, only £17 million of this was contracted out;

the rest was provided by direct labour (though authorities do contract
out some £160 million of spending on services overall). Through an

_initiative announced to Parliament in February 1983, the Government are

promoting competitive tendering for the supply of domestic, laundry and
catering services between health authorities' in-house direct labour
services and private external contractors. Consultation is in progress
on the detail The new arrangements should ensure that
the discipline of market tendering and pricing is brought fully to bear
on this major area of NHS spending. Savings will be kept by the health
authorities who make them, and will contribute to the development of
patient services. To ensure that private contractors can tender on a
fair and equal basis, the Chancellor of the Exchequer has announced his
intention to seek powers to remove the anomaly under which health
authorities pay Value:Added Tax on most contracted-out services.

3,24 Given authorities' large expenditure on general supplies,

efficient purchasing is vitally important. The Government have
therefore set up a Health Services Supply Council to help
health authorities improve their purchasing arrangements. The
Council

_has already put proposals to regional health authorities on how
the NHS supplies services should be organised in future; advised
health authorities to introduceccomputer-based information systems
to improve their procurement decisions; and
on the application to the NHS of the Government's policy for using
public purchasing to improve the competitiveness of UK suppliers;
and supported the introduction of a quality assurance scheme designed
to help the NHS to purchase goods manufactured to an acceptable
standard. Each of these initiatives is subject to continuing
surveillance by the Council. The Council is now focussing more
on specific areas where improved value for money can be achieved.
These include the identification of new purchasing arrangements which
will result in savings; the development of a means of monitoring the
effectiveness of the Council's policies; a review of training for
supplies staff and a review of storage and distribution arrangements,

325 Cost effective capital investment is one of the avenues to
future efficiency. The DHSS . already issues advice on
building standards and design to increase efficiency and reduce

capital and running costs,for example through energy conservation.




Figure 15
Health Authority Expenditure on staff, goods, and services in 1981-82
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In 1982, the DHSS advised health authorities on investment-

and option appraisal techniques to improve the quality of decisions
on the use of capital.

3,26 Last year, the DHSS encouraged health authorities to make
-better use of their estate by selling surplus land and property. The
extra resources available to health authorities from such sales have
grown: in 1981-82, 1199 acres of land were sold bringing in about £19
million, compared with 386 acres in 1976. This initiative was followed by
an enquiry, by a team including . two members with relevant

private sector experience. The team was asked to recommend ways of
making the best possible use of the NHS estate and of identifying

and disposing of surplus land and property. Its report was published

in January 1983, and is being energetically followed up.

FUTURE PROSPECTS

3 27 The Government are committed to an efficient National Health
Service; and appreciate the pressures to cater for the growing numbers
of very old people, to improve standards and to make modern medical
techniques more widely available. However, service expansion cannot
be provided just by shifting more resources, especially manpower,

into health care. There are limits to what the economy can afford,
and growth must, as in any other enterprise, depend partly on
increasing productivity.

3.28 The analysis in Chapters 1 and 2 shows that in recent years
the NHS has in some important respects an encouraging record of
improving efficiency and redeploying resources to meet national
priorities and local needs. There is no doubt that the service
responded to the discipline of cash limits by releasing more
resources through lower average acute case costs and by meetlng new needs
through redeployment as well as growth.

The Government are accelerating progress by a
series of initiatives which tighten further the disciplines of
planning and accountability and give much higher priority to
improving efficiency. Regional authorities have agreed
that they will seek to improve efficiency by at least 3% a year. At
the same time districts and managers at a local level have been given




more responsibility and central policies have been made more
flexible. The Government hope that the NHS will respond by speeding

up the improvements in efficiency to provide further development of
services to patients within the inevitably limited resources that the
economy can afford for health care.




Annex A

NOTES ON EXPENDITURE, COST, MANPOWER AND ACTIVITY DATA

A: GENERAL

i (8 All figures relate to England only unless otherwise stated.

B Unless otherwise stated, all figures for health and personal
social services expenditure, manpower, and activity derive from
regular returns made by health and local social services
authorities to central government. Aggregates of these returns
are published annually. The latest publications are:

" Health and Personal Social Services Statistics 1982; HMSO.

Health Services Costing Returns Year Ended 31 March 1981;
DHSS and Welsh Office.

Hospital In-Patient Enquiry; Main Tables for 1978 (HMSO)
Summary Tables for 1979 (HMSO)

In-Patient Statistics from the Mental Health Enquiry for
England, 1978; HMSO.

Se The first two publications mentioned are the main sources,

and contain figures up to the financial year 1980-81, or the

calendar year 1980 as appropriate. Figures for the financial

year 1981-82 and the calendar year 1981 used in this review will

be published in the appropriate series in due course, The unit

costs for 1981-82 shown in Figure 3 (Chapter 1), and the 1981- 82
expenditure figures for the different patient groups and personal
social services activity figures given in Chapter 2,are all provisional
and liable to alteration once the returns on which they are based have
been fully verified and analysed.

4, Figures are in most cases rounded; but all percentage changes

and annual rates of growth are calculated on unrounded figures.

Da The programme budget method used to bring together

activity and expenditure figures was described in "Priorities for
Health and Personal Social Services in England" (HMSO, 1976). A




fuller account is in "Programme Budgeting in the DHSS" by

Mrs G T Banks in Chapter 8 of "Planning for Welfarej Social
Policy and the Expenditure Process" (ed. Booth) (Blackwell and
Robertson 1979). i

6. The DHSS has provided the House of Commons Select
Committee on Social Services with retrospective programme
budget analyses each year since 1980. This material, including
notes of caution on the limits of its aécuracy, has been
published by the Committee in Minutes of Evidence associated

with its reports on Public Expenditure on the Social Services
in the Parliamentary sessions for 1979-80, 1980-81 and 1981-82.

EXPENDITURE AND COST FIGURES

7 i All expenditure and cost figures relate to the financial

year ending on 31 March, and are gross (that is they include revenue
from charges to patients.) They are presented on a common

1981-82 price base unless otherwise stated, and therefore illustrate
trends in real resources.

8. The 1981-82 price base for expenditure and cost figures
has been obtained by adjusting for known overall movements in the
price of staff and non-staff resources used in the NHS and the
personal social servicesrespectively.

9. In Table 1 of Chapter 1, in Figure 15 of Chapter 3, and in
Annex C, expenditure on agency staff is included in expenditure on

92




goods and services purchased by health authorities rather than
in expenditure on staff.

MANPOWER

Sources

10. The manpower figures are based on health and local authority

census returns at 30 September each year, and on returns from
other agencies as appropriate.

Definitions and Coverage

11. NHS manpower numbers are shown as whole-time equivalents
based on contractual hours, with part-time staff being counted

on the basis of the relationship between their hours and the  full-
time contractual hours. :

12. Except where noted otherwise, the manpower groups are defined
as follows:-

a. Medical and dental staff: excludes hospital
practitioners, part-time medical officers (clinical
assistants), general medical practitioners
participating in Hospital Staff Funds, and occasional
sessional staff in the Community Health Services;

but includes locums.

b. Nursing and midwifery staff: includes agency
nurses and midwives, and health visitor students;

but excludes student nurses (community).

c. Professional and technical staff: excludes Works
staff.

d. Administrative and clerical staff: includes
staff of the Dental Estimates Board, and the
Prescription Pricing Authority.




e. Ambulance Officers and Control Assistants are
included with Ambulance Staff and not with
Administrative and Clerical Staff.

Adjustments of Manpower Figures to obtain a comparable series

13. The manpower figures for 1971 and 1976 have been adjusted
to allow for changes in NHS functions in 1974 and reductions

in the contractual hours of some staff groups during the
period 1971-1981 as follows.

14, The actual numbers of whole-time equivalent staff employed
in the hospital and community health services are given in
Table A below, unadjusted and as previously published.

Table A - Unadjusted Figures

1971 1976 1981

Medical and dental 24,600 34,100 39,000
Nursing and midwifery 256,900 341,700 391,800
Professional and technical 38,500 52,500 65,200
Works and maintenance 21,800 25,000 27,200
Administrative and clerical : 62,500 98,500 108,800
Ambulance - 17,200 = 18,200
Ancillary 164,900 173,600 172,200

TOTAL 569,200 742,500 822,400

15. Following the NHS re-organisation in 1974, staff providing

community health services who were previously employed in Local
Authority Health Departments were transferred to Area Health
Authorities, while some other staff were transferred from health

to local authorities., Table B shows the estimated numbers of staff
that the NHS would have needed to employ had these changes been in
effect in 1971.




Table B - Figures for 1971 adjusted to show estimated numbers

needed had health authorities' functions then been as they were
after 1974

1971 1976 1981

Medical and dental : 28,200 34,100 39,000
Nursing and midwifery 285,400 341,700 391,800
Professional and technical 38,500 52,500 65,200
Works and maintenance 21,800 25,000 27,200
Administrative and clerical 70,400 98,500 108,800
Ambulance 15,200 17,200 18,200
Ancillary 168,000 173,600 172,200

TOTAL 627,500 742,500 822,400

16. Over the period 1971-1981 a number of significant changes
were made in the basic working week of most staff groups. The
basic hours of nurses and midwives fell from 42 to 373, and of
administrative and clerical staff from 38 to 37. Table C below
shows (together with the adjustments at Table B above) the
numbers of staff in these two groups that would have been needed
in 1971 and 1976 had their contractual hours been as in 1981

(ie the whole-time equivalents in terms of the 1981 standard working
hours of the actual man-hours in the earlier years). There

were also reductions in the contractual hours of other groups
(notably Ancillary and Professional and Technical staff). The
position for these groups was however more complex and it has
not been possible to calculate any reliable adjustments for them.
The adjustments made therefore tend to understate the overall
reduction in manpower resources caused by shorter contractual
hours; and the figures still therefore tend to overstate the
services' actual increase in manpower resources.




Table C - Further Adjustment of 1971 figures and adjustment of
1976 figures to show estimated numbers of staff needed in those

years had contractual hours been reduced to the levels of 1981

1971 1976 1981

Medical and dental 28,200 34,100 39,000
Nursing and midwifery 319,600 364,500 391,800
Professional and technical 38,500 52,500 65,200
Works and maintenance 21,800 25,000 27,200
Administrative and clerical 72,300 98,500 108,800
Ambulance 15,2OQ 17,200 18,200
Ancillary 168,000 173,600 172,200

TOTAL 663,700 765,300 822,400

17. The adjusted figures for 1971 in Tables B and C include
staff then working in the health departments of local authorities,
whose work was transferred to the NHS in 1974. They do not,
however, include those staff engaged in Treasurers', Works
Personnel, Supplies and Computer Departments who provided the
back-up to the Community Health Services because they were not
transferred although the relevant funds were. As a consequence,
the NHS had to appoint more staff to cover these central support
functions when they were transferred in 1974. No adjustment

has been made on this account, because the number of such extra
staff cannot reliably be estimated; they are therefore included in the
6.4% increase in health authority administrative and clerical
staff shown as occurring between 1971 and 1976.

18. The figures in Table C above are those used in Table 1 of
Chapter 1; and comparable adjustments have been made to all the
hospital and community health service manpower figures for 1976
given in Chapter 2. These adjustments are estimated; but, subject
to the provisos in paragraphs 17 and 18 above, they indicate the
broad changes that occurred in the real levels of health authorities!
manpower resources between 1971 and 1981.




ACTIVITY FIGURES

19. Figures for hospital activity (ie numbers of cases treated

and other patient services) are based on the annual hospital

SH3 returns made to the Department and relate to calendar years.

The number of in-patient cases is derived by counting all in-patient
discharges and deaths. Figures for day cases are not available prior
to 1972; estimates for the number of day cases in 1971 have therefore
been made in Table 1 and for 1961 in Annex B. These estimates reflect
an assumption that trends on day cases were the same as for inQpatients.
The number of out-patient attendances is composed of total out-patient
and accident and emergency attendances by new and old patients;
similarly the number of day attendances comprises total attendances

by both new and regular day patients.

- 20, Activity figures for the Family Practitioner Services are

based on information collected regularly from Family
Practitioner Committees, the Dental Estimates Board and
Prescription Pricing Authority and relate to calendar years. The
number of general medical practitioners and their average list
sizes are based on census data as at 1 October each year.

-

21. Personal social services activity statistics are derived

from local social services authorities' annual returns to the
Department. They are mostly census-based and relate to 31
March of each year.

B. SPECIFIC VARIANTS AND EXPLANATIONS

CHAPTER 1

22, The cost-weighted index of overall hospital and community
health services activity in Table 1 on page ("Trends in

manpower, expenditure and activity between 1971 and 1981 in the Hospital

and Community Health Services") has been derived by weighting

the rates of change in the various activities for 1971, 1976
and 1981 by their estimated shares of total hospital and
community health service expenditure in 1980-81. No allowance
has been made for any changes in the mix of cases within each




category of activity, but the result shows broadly the overall
increases in output in these services between 1971 and 1981
(1971 = 100). The comparable index in Annex B has been similarly
derived.

23. Due to a change of definition in 1972, activity figures
for health visiting (number of persons visited) and district
nursing (number of persons treated) are not available for 1971
on a basis comparable with later years. 1972 figures have
therefore been used in Table 1, and the inérease-shown here

for the first half of the decade is based on the period 1972-76.
In this respect, the Table understates the increase in these
activities over the ten years from 1971.

24, In Figure 3 ("Trends in Hospital In-Patient Costs"), the
material relates to types of hospital. Maternity, mental

illness, mental handicap and geriatric hospitals provide care

mainly for patients within these specialties. However, acute

hospitals also provide a significant .amount of maternity and geriatric
care as well as some psychiatric care in addition to the

acute care which is received by the majority\of their cases.

The figures in Figure 3 for average case costs in acute hospitals
include all cases in hospitals classified as acute, mainly acute

or partly acute. However, the figures for average length of

stay in the acute sector given in paragraph 1.14 are for acute

cases only; they exclude maternity, psychiatric, and geriatric

cases. They also exclude long-stay younger disabled cases.

25. The percentage changes in average case costs from 1971- 72 to
1081-82 represented in Figure 3 are as follows:




CHANGES IN AVERAGE UNIT COSTS (Percentage change over previoué_year)

Acute, Mainly Acute Maternity Mental Illness Mental Handicap Gerigtric
and Partly Acute hospitals hospitals hospitals hospitals¥*
hospitals

(Cost per In-patient (Cost per In- (Cost per In- (Cost per In- (Cost per In-

case) patient case) patient day) patient day) patient day) .
1971/72 | 200 -
1972/73 4,3 9.0
1973/74 5,0 8,1

1975/76+ 4,2 1.8
1976/77 -3.9 -0.5
1977/78 0.9 -0.5
1978/79 2T 4.6
1979/80 -5.1 -7.0
1980/81 «0.7 »2,0
1981/82 -0.9 6.8

10.0 -
9.6 -

2.9
~0.1
5.4
5.2
1.3
4.0
4.8

.

VIOV PE WDV NN N2

S
0
4,
A
T
4
1
5
3

* No information on in-patient costs in Geriatric hospitals is available before 1975-76
+ No information is available for 1974-75 and the 1973/74 to 1975/76 growth rate is given




CHAPTER 2
26. Manpower

Figures exclude locum medical/dental staff and agency nursing
staff, as accurate data are not readily available which categorise
these staff by area of work or specialty; this is in contrast to
Table 1 where such staff are included. :

27. Figure 5

The year on year movements for District Nursing staff are not available
on a consistent basis for the whole period because of intervening
changes in the method of collecting district nursing staff statistics,
A DHSS estimate of the trend is therefore shown.

28. Figures 6 and 10

Day Centre places in Local Authority mixed centres have been
allocated pro rata between the elderly, younger physically
handicapped and -mentally ill,

29. Paragraph 2.8

|
!
{
1
|
.-'
'i

Hospital nursing staff working particularly with the elderly

are defined here as those receiving the geriatric lead: this
covers qualified nursing staff and nursing auxiliaries working
in geriatric wards and units but excludes all student and pupil

e g

nurses working in geriatric wards and units.

30. Paragraoh N s

The figures for nursing staff in hospital maternity units and
midwifery staff in hospitals shown here understate the total
number of staff working in hospital maternity services as some
district midwives - in hospital deliveries.




31. Figure 8 and Paragravphs 2. 1530 2,21

This material on hospital acute services covers all hospital
services except maternity, mental illness, mental handicap,
geriatrics and facilities for the younger disabled.

32. Figures 9 and 11

When calculating the ratio of nursing staff to in-patient beds,

it is not possible to disaggregate from the nursing figures

those psychiatric nurses who are providing care _in the community

for all or part of the time. The figures therefore slightly
overstate the number of psychiatric nurses providing in-patient care.

33. Figure 10

In 1981 the basis for counting residents was changed to exclude
those who do not receive financial support from local authorities.
The 1981 figure is therefore not fully comparable with earlier years.

-

34. Paragranhs 2.26 and 2.29 ‘o rourate theaw dbhson

The figures for nurses working with mentally ill ang mentally
handicapped patients are based on authorities!' returns of

nurses working in mental illness or mental handicap hospitals and
units.
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ANNEX B

NOTES ON MANPOWER, ACTIVITY AND PRODUCTIVITY 1961-1971

Introductory

- These notes record trends in health service manpower and

activity over the period 1961-1971, and, by relating these

two trends, give an indication of trends in productivity. The

manpower figures are not directly comparable with those given

in Figure 2 of the main text (.the figures used here exclude locum

medical and dental staff, agency nursing and midwifery staff, nursing
cadet and staff at the Dental Estimates Board and the Prescription
Pricing Authority), because similarly detailed figures are not available
before 1971. But the trends shown by the 2 sets of data do enable some
rough conclusions to be drawn over the period 1961-1981.

Manpower

e The -estimated numbers of whole time equivalent staff employed in
the NHS in the period 1961-1971 are shown in Table I below. To provide
@ realistic assessment of manpower trends, adjustments have been made ov
the period to reflect changes in the structure of the NHS and in the
basic working week of nurses and midwives and of administrative and
clerical staff, along the lines set out in paragraphs 14-17 of Annex A.

Table I

1971 annual percentage

increase 1961-1971

Medical and dental 19,000 27,000 3.4
Nursing and midwifery 239,000 309,000 2.6
Professional and technical 25,000 39,000 4,6
Administrative and clerical 47,000 69,000 B9
Ancillary 142,000 168,000 B
Others 31,000- 37,000 7

Total 503,000 648,000




Activity

Ta Details of the main hospital and community health services
provided over the period 1961 to 1971 are given below:-

Table II Thousands
1961 1971 annual % rate

e e

of change 1961~
1971

Hospital Services

In-patient cases

Out-patient and accident and
emergency attendances

Regular day patient
attendances

Community Health Services

Health visiting - number of
people attended

Home nursing - number of
people nursed

Ambulance Services

Total cases carried 16403 22335

Blood Transfusion Service (England and Wales)

Bottles of blood issued Q48 1358

Cost-weighted Index of change
in overall Hospital and Community
Health Services activity*

* This index is derived by the same method as the comparable index
in Table 1 in Chapter 1 - see paragraph 23 of Annex A.

6z




Productivity

4, Over the period 1961-1971, on the basis of the figures
used in this Annex, activity grew by 2.5% per annum or 28%

over the 10 years, while total staff numbers grew by 2.6%

per annum or 29% over the 10 years.




ANNEX C

HEALTH AUTHORITY EXPENDITURE ON STAFF, GOODS AND SERVICES
IN 1951-821

[as illustrated in Figure 15]

A. EXPENDITURE ON STAFF SALARIES AND WAGES (£ million)

s Nurses and Midwives

Team nurses, specialists and divisional nursing
officers, and others of nursing officer grade
or above

All other trained nursing staff

Nursing assistants and auxiliaries

Unregistered/unenrolled staff in training

Nursing cadets and pre-nursing students

Ze Ancillary Staff

Figures extracted from the 1981-82 National Summary of
Authority Accounts (England)




Medical and Dental Staff

a. Medical
Consultants
Hospital doctors other than consultants

Health authority medical officers,and doctors
(including trainees) working in Community medicine

o 8 Dental

Consultants

Hospital dentists other than consultants

Health authority dental officers,and dentists
(including trainees) working in community
dentistry

Other dental practitioners

4, Administrative and Clerical Staff

Administrative and clerical staff 624,2
Ambulance staff on Administrative and Clerical salary scales 34,6

NHS staff on Local Authority salary scales 3.9

——————

662.7




De Professional and Technical Staff

Professions supplementary to medicine

Medical Laboratory scientific officers

Dental, pharmaceutical and all other technicians

Works staff

Scientists

Chaplains

Maintenance Staff

Engineering trade grades

Building trade operatives

Planning estimators

i Ambulance Staff

Officers and control assistants (excluding those
included with Administrative and Clerical)

Others




O Hospital pharmacists and opticians

Pharmacists

Opticians

9. Chairmen's remuneration

0.8

£5,659.9m

[Note: payments to agency and other non-NHS staff

taff included in
this Annex (ie with expenditure on suppplies,
maintenance, running costs etc).

Section B of




‘B. "EXPENDITURE ON SUPPLIES, MAINTENANCE, RUNNING COSTS ETC 1981-82

ITEM OF EXPENDITURE

" Drugs etc

Drugs, medical gases and dressings

Medical and surgical equipment

Laboratory equipment, servicing and non-NHS work
Patients' appliances and therapy equipment

X~-ray equipment, materials and servicing
Fluoridation payments to water authorities

Water, Fuel, Light, Power

0il
Electricity
Gas

Coal

Water

Other

NHS Building stock and land

Engineering maintenance and equipment
Building maintenance and equipment
Gardening and Farming

\0
aO\\n\O

|

NANAN

Catering

Provisions
Contract catering

Office Equipment etc

Telephones

Printing and Stationery
Office equipment
Postage

Advertising

= PN\
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Rent and Rates

Rates
Rent

Travelling and Subsistence etc

Travelling and subsistence
Removal - expenses

Bed linen and furnishings

Bedding and linen
Furniture
Crockery etc

Laundry and cleaning

Cleaning
Laundry

L=
£\
CopN\n

Transport

Fuel

Hire (including Hospital Car Service)
Maintenance and equipment

Vehicles purchased

Other

—

Uniform and clothing

Staff uniform and clothing
Patients' clothing

Agency and other non-NHS staff

Nursing

Administrative and clerical
Professional and technical
Medical and dental.
Ancillary

Others




13. Other

Contractual arrangements for patient care o e
Patients' allowances : 8.3
Student bursaries 8.0

Payments for shared premises with local authorities
(under National Assistance Act 1948) 4.9
All other expenses 68.9

121.9

£2071.1




RAYNER SCRUTINIES IN THE NHS

STUDY _ SPONSORING REGION

Completed study

- [ Collection of payments due to health South West Thames
authorities under the provisions of the '
Road Traffic Act.

Studies currently identified to start in 1983

2. The administrative arrangements for Northern
preparing the briefs for major hospital
building schemes.

v Arrangements for advertising for staff. East Anglia

4. Documentation and procedures in the West Midlands
ambulance service.

Sa Collection of income due to health | North Western
authorities.

6. Policies and management for health §0xford
North West Thames

authorities' residential property.
/(X The storage of supplies. North East Thames
&, Catering costs. South East Thames

9. The cost and effectiveness of meetings
of health authority officers.

10. Procedures for acquisition, distribution

and recovery of aids.

11. Health Authorities' use of transport

other than ambulance services.

574




HEALTH AUTHORITY PERFORMANCE INDICATORS BY DISTRICT FOR USE IN 1983

ACUTE HOSPITAL SERVICES

Activity Indicators (for General Medical, General Surgery, Trauma and
Orthopaedic and Gynaecology Specialties)

2 Urgent, immediate or emergency in-patient admissions in
relation to the population served.

7ags All in-patient admissions in relation to the population served.
Average length of stay.
4, Average number of patients per bed per year.

5. Turnover Intervalieaverage length of time a bed lies empty
between admissions.

6. Day Cases as a percentage of deaths and discharges and day
cases, .

T New outpatients . in relation to the population served.
8. Ratio - of returning out-patients to new outpatients.

9. Admission Wwaiting JTists in relation to the pcpulation served.

10. Estimated days taken to clear waiting lists at present level
of activity.

Financial Indicators (by hospital category)

& 4

1. Cost per day and per case by hospital and district. (Actual and
"expected").

12. Actual and percentage component costs by hospital.

13. In-patient catering costs per in-patient day by hospital.




14. Domestic and cleaning cost per cubic metre by district.
Manpower (by district)
15. Percentage breakdown of registered, enrolled, learners, auxiliary

nursing and midwifery staff for all acute, and mainly or partly acute
hospitals.

16. Ratios of acute sector nursing staff to (i) number of day

cases and in-patient cases and (ii) number of day cases and in-
patient days.

17. Ratio of nursing auxiliaries/assistants to domestic staff
in acute and mainly or partly acute hospitals.

ACCIDENT AND EMERGENCY SERVICES

Activity Indicators

18. New Accident and Emergency patient referral rate in relation
to population served. .

19. Ratio of returning Accident and Emergency patients to
new patients.

Financial Indicators

20. Cost per new Accident and Emergency case by .ospital
and by istrict.

MATERNITY SERVICES

Activity Indicators (by District)

1. Percentage admissions resulting in a still or live birth.,

All in-patient admissions in relation te the population served.




Average length of stay.

Average number of patients per bed per year.

Turnover Intervalr ie average length of time a bed lies empty.

New out-patients in relation to the population served.
8 Ratio of returning out-patients to new out-patiemts.

Financial Indicators (for single specialty maternity hospitals)

8. Cost per day and per case by hospital and district.

9. Component costs by hospital (actual and percentage).

10. In-patient catering costs per in-patient day by hospital.
11. Domestic and cleaning costs per cubic metre by district.

-~

Manpower Indicator (by district)

12. Ratio of midwifery and nursing staff in hospital maternity
departments and community midwifery staff to numbers of all births in
District (except for births in private hospitals).

SERVICES FOR THE ELDERLY

Financial Indicators

Cost per in-patient day by district and by hospital.

Component costs by hospital (actual and percentage).

In-patient catering costs per in-patient day by hospital.

Domestic and cleaning costs per cubic metre by district.




Manpower Indicators

D Percentage breakdewn of registered, enrolled, learners and
auxiliary nursing staff in geriatric, long stay and mainly long stay
hospitals by district.

6. Ratio of WTE geriatric nursing staff to occupied bed days

in geriatric 1bng stay and mainly long stay hospitals by hospital and
by district.

Te Ratio of nursing auxiliaries/assistants to domestic staff

in long stay and mainly long stay hospitals by district.

NOTE These indicators relate only to single specialty geriatric.
hospitals.
SERVICES FOR THE MENTALLY ILL

Financial Indicators

Cost per in-patient day by district and by hospital.
Component costs by hospital (actual and percentage).
In-patient catering costs per in-patient day by hospital.
Domestic and cleaning costs per cubic metre by district.

Manpower Indicators:

oo 7 Percentage breakdown of registered, enrolled, learners and
auxiliary nursing staff for mental illness hospitals by district.

6. Ratio of whole time equivalent of mental illness nursing staff to
occupied bed days'in mental illness hospitals by hospital and

by district.

7. Ratio of nursing auxiliaries/assistants to domestic staff
in mental illness hospitals by district.

NOTE These indicators relate only to single specialty
hospitals for the mentally ill.

e




SERVICES FOR THE MENTALLY HANDICAPPED

Financial Indicators

1. Cost per in-patient day by district and by hospital.
2. Component costs by hospital (actual and percentage).

D In-patient catering costs per in-patient day by hospital.

4, Domestic and cleaning cost per cubic metre by district.

Manpower Indicators

e Percentage breakdwon of registered enrolled, learners and
auxiliary nursing staff for_mental handicap.hospitals.

6. Ratio of whole-time equivalent mental handicap nursing

staff to occupied bed days in mental handicap hospitals by hospital

and by aistrict.

T Ratio of nursing auxiliaries/assistants to domestic staff in mental
handicap hospitals by district.

NOTE These indicators relate only to single specialty mental handicap
hospitals.

AMBULANCE SERVICES

Financial

Cost in relation to population served.

e Average cost in relation to patients carried.

L A Cost of management and supervision as a percentage of
total cost.




Manpower

4, Overtime costs as a percentage of total staff wages and
salary costs per ambulance staff.

LAUNDRY SER?ICES

b Laundry Cost per 100 articles by laundry.

ESTATE MANAGEMENT INDICATORS

i Ratio of managed population to land owned or occupied.

. Ratio of building area to beds and of expected building
area to beds.

He Maintenance and operation expenditure per annum and as

5 year moving average per 100 cubic metre per annum,

L, Ratio of energy usage of giga joules to 100 cubic metres and

energy expenditure (£s) to giga joules.
De Disposable land as percentage of all land.

6. Cost per 100 cubic metre to bring the condition of the
hospital estate up to a serviceable standard (condition B).

WHOLE DISCIPLINE MANPOWER INDICATORS (by district)
( Comprehensive staff cost (including overtime) per whole-

time equivalent by major staff groups (administrative and clerical,
nursing and midwifery, professional and technical, works,
maintenance, medical and dental, ambulance, ancillary).

2. Percentage breakdown of staff (including agency staff)
by major staff group by whole time equivalent.

3. Overtime costs as percentage of total staff wages and salary
costs for each of the following staff groups:

b




nurses
ii. ancillary staff

4, Contribution of part-time staff to total whole-time
equivalents for

%. qualified nurses

ii. unqualified nurses excluding learners
iii. ancillary staff.
OTHER MANPOWER INDICATORS (by district)

i Ratio of Medical Laboratory Scientific Officers to number
of unweighted laboratory requests.

Ratio of diagnostic radiographers to radiological units.




#ie Z Z

/ZW LI ("//’
/d.ﬁ (’:{4 £ m)é/u( 3
VeA#55 [ o
DEPARTMENT OF HEALTH & SOCIAL SECURITY (2, & ... /Zwt -/Zrecn

Alexander Fleming House, Elephant & Castle, London SEX 6BY 5,75 Lo zacdirtsud ""5,"

Telephone 01-407 5522 e @iliile - Frantt
From the Secretary of State for Social Services Bl e }“W“fm—w
Pt g ol ar aa
Atbole fhreg
Peter Preston Esq
Editor
The Guardian
119 Farringdon Road
LONDON

EC1R 3ER F _ SN B 30
YL Aawnnirty

_f i;wu-fy'H C 91/ [, 6 A M LA t,«/v{fi
P"Vi WA an :
a’ﬂ'} ’V«‘«‘d"/‘.ﬂ._;/[- wv A - ﬂ
W

"/“1,

Your leader of 3 February was correct in stating that the Government
does not "admit to cutting" the National Health Service; it makes
no such admission since such cuts have not taken place and are not
planned. AT T W INRRA A TR T

e it WS
Other aspects of the article could be misleading. I enclose an
article which sets out the facts about the Government's commitment
to the service. I hope you will feel able to publish it.

NORMAN FOWLER




Thank you for your letter of 27 August, and for all the work
that must have gone into preparing the statistics that were
attached to it. The Prime Minister was very grateful for this
nexEe .

I attach the final version of the note that I put to the
Prime Minister for her trip to Scotland. I should be grateful
if you could let me know. if it contains any glaring errors. It
would also be useful if you could possibly provide the run of
figures showing the growth in real terms of gross expenditure on
the NHS in Great Britain between 1979/80 and 1982/83, to com-
plement the first line of the brief, which cives the figures in
cash terms. Mark Dexter very helpfully sent me the corresponding
figures for England, but it would be useful if the Great Britain
figures could be provided.

I am copying this letter and its enclosure to Jill Rutter
(HM Treasury).

Mrs. Carole Souter,
Department of Health and Social Security.




Some statistics on the NHS, which I hope cover

points you made this morning;

A speaking note for Ministers prepared by

Mr. Fowler's Office;
The brief you used for Questions in July;
The extracts from the Report of the Royal Commission on the
NHS pointed out by Sir Alec Merrison;
Vauxhall advertisement in the Daily Mail which

asked for.

31 August, 1982,




1979/80 1980/81 1981 /82
12/, O1TB 18.4: B 14.5 B

(increase in cash
terms over 1979/80
of 55%: the RPI
has increased by
about 40% in the
same period)

Personal Social 1.93B 2.30B n/a
Services:

Education: 10.01B 12.33B nja | n/a

Social Security :
Benefits: L .4 E 23.46B n/a2i n/a

Compare Total Yield from Income Tax 1981/82 £28.5B
In 1982/83, 1p on the Income Tax yields £950M

2 Per Capita Expenditure

Assuming a GB population of 54.3M (1981):
1979/80 1980/81 1982 /83

about €170 £220 2 ¢ £265
for every man,

woman and

child

Personal Social _
Services: ' 4 g 35

Education:

Social Security
Benefits:




% increase

Great Britain: £1.45B 2 .646! R2%

RPI : 173.2 (Av Q1 224 . ¢
79 to Q180) (Q181 to Q182)

30%

Scotland: £262M ¢385M 47%

e.g. GB: about £25 per head in 1979/80, £50 in 1981 /82
Scotland: about £50 per head in*1979/80, £75 in 1981/82

Scottish figures assume a Scottish population of. 5.1M.

4. Cost of offer
Great Britain: original offer: £282.5M (£40M)

(Scottish figures final offer: £418M (£51M)
in brackets) ;

to meet 12% claim;: c740M (£89M)

These cover all grades under negotiation
(not doctors, who have settled).

The addition to the nurses' paybill of the 7.5% offer
would be about £200M. (GB)

D% Number of Nurses

England: Up by the equivalent of 34000 between 1979 and 1981

Scotland: Up by the equivalent of 5000 between 1979 and 1981

6. Total Staff

England: Up by equivalent of 47000 between 1979 and 1981
Scotland: Up by the equivalent of 6000 between 1979 and 1981

Total UK: Up by the equivalent of 57000 between 1979 and 1981




1981

39000: up 5.1% or 1900

Scotland: Up by about 155 GP8 and 38 Hospital and Community

Service Doctors
or by 193 in total

Breakdown of the Offer
Nurses and Midwives

Ambulancemen, pharmacists, etc.
Other groups
Of the nurses, the "hard to come by'" groups such as tutor nurses

will get as much as 10.4%. The "administrative'" nurses may
get less than 7.5%.

Illustrative Earnings Figures (These apply throughout the UK)

Grades comparable with Female Non-Manual Workers, for whom
average earnings in Scotland is £92.50 (April 1981)

Student Nurse 1st Year:

Current Average Earnings : £69.
an extra £5.23 or 7.5%
After final offer, if accepted: £74.

Staff Nurse :‘on Maximum:

Current Average Earnings

an extra £7.50 or 7.5%
After final offer,

Ward Sister on Maximum:

Current Average Earnings

dn.dxtra £11.84 or 7.5%
After final offer




Current Averag

After final

Male Porter:

Current

After final offer S ETO6NE

an extra

an extra

£9,

£6.03

Grades Comparable with Female Manuals, Average Scottish Earnings

of £73.30 (April 1981)

Female Porter:

Current Average Earnings

After final offer

an extra

4,97 or 6.0%




National
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The offer is fair. It ranges on for a

administrative and clerical and te i 6.5 per cent for
ambulancemen and hospital pharmaci = midwives

and professions supplementary to medicine. It compares with settlements for
civil servants (5.9 per cent) and teachers (6 per cent) - both reached after
arbitration; with the armed forces (6.1 per cent) and university teachers and
senior administrative staff (5 per cent); and with the police, whose net increase
after increased pensions contributions is 5.6 per cent. More than 8 million
workers in the economy as a whole have settled for increases averaging 7 per cent.

It will cost the taxpayer £417.8m. to fund the Government's final offer to staff
in Great Britain. The unions' demand for 12 per cent would cost £740m. The
additional £320m. would run 12 average district general hospitals for a year or
cover the earnings of 50,000 staff nurses.

It is true that there are NHS workers receiving low pay. But that is not unique
to the health service; the profile of pay within the service is not substantially
different from that within the economy as a whole, where almost three million
people - one fifth of all full-time adult employees - earned less than £80 a week
last year. The NHS employs people of widely varying skills and levels of
responsibility who consequently receive varying rates of pay. There is no
indication that NHS staff are paid less than workers elsewhere who are doing
comparable jobs; and the NHS is not experiencing difficulty in recruiting and
retaining the staff it needs.

Full-time female NHS ancillary staff earn on average about £84 per week; the
average earnings of all female manual workers in the economy are about £72 per
week. Full-time male ancillary workers earn on average £104 per week, compared
with £118 per week for manual workers in the economy as a whole for a group with
a higher proportion of skilled jobs than in the NHS.

There is one way in which NHS staff are in a different position from other

workers, and that is in terms of job security. The Government's commitment to

the NHS has led to its increasing its funding to the record figure of £14.5 billion
in Great Britain this year - a growth in real terms of 5 per cent since 1978-79.
This has meant an increase in jobs of 57,000 over two years, at a time when
manpower cuts have been the general rule in the public service. The Government
has moved from the original 4 per cent pay factor in making the increase from

its earlier offer to its final one. 1In the case of the Civil Service, for example,
although there has been an average pay increase of 5.9 per cent, the increase

in the wages bill is being held at 4 per cent, the difference being made up in
lost jobs. The position in the NHS is completely different.

The Government would like to move forward to discussions about improved pay
determination arrangements for the future, so as to reduce the danger of there
being more disputes like the present one. Talks are already under way on these
with nurses and midwives - an indication of the Government's, and public's,
recognition of the special skills and responsibilities of this group, which is
why they and other comparable groups like physiotherapists have received a
higher pay offer.
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The new Oller Wil ~h has been made DY ne oecret T Skt

Social Services is right in the middle of the r: of recent

pay settlements in the public sector: 6. 19 for the armed forces,

5.9% for the civil service, 6% for the teachers, and 4% for Ministers
ool

and MPs. It is a reasonable offer. The unions' continuing demands

fér 12% are unreasonable. I very much hope that they will think
again, and that we will see an end to the damaging industrial action
of recent weeks. Strike action harms patients, endangers jobs,

and will not have the effect of persuading the Government to increase

the present offer. We have now made our maximum ofters

Supplementaries

The new offer 1is

Low in relation to the TSRB awards! The Clegg Commission

PR

gave the National Health Service its equivalent of the
TSRB awards. They caught up in 1980. The TSRB groups
are still only 8% above the 1980 recommended levels.

Nurses are now nearly 14% above their 1980 (Clegg) level.

L=y —— e

How can the Government claim that the nurses are a special

case at 73% when the police got 13.2% and the fire service

9.7% and the water manuals 8.8%?

Answer: We have been pursuing for some time now our desire
to establish long term arrangements for determining nurses pay
designed to avoid the kind of problem we have experienced this

year.

S Low Pay: Everyone is against low pay - provided that
higher pay is linked with higher productivity and so does
not lead straightforwardly to higher unemployment .

low pay is a wider problem than the NHS.

e




L 15 O V1eWw the nurses are

Y

iy

a special case and that 1s why we have framed our offer

as we have, and we are seeking long term arrangements
for nurses pay. We necessarily deal with the professional
bodies separately from trade unions, because it is the

wish of the professional bodies not to be affiliated

to the unions. That is surely their right.




Nurses and midwives 73%
Ambulancemen, pharmacists etc. 63%
Other groups 6%

nurses will get as much as 10.4%.

Hospital and community health service expenditure rose

from £4.4b in 1978-79 to £8.2b in 1982/83 - i.e. by

ey

o LR
5.8% in real terms. —

—e—

Nurses' paybill in March 1979 £1.45b. In March 1982 = £2.646Db.
Numbers up 34,000 (England) between 1979 and 1981 - to
479,000 (all figures .in whole-time equivalents). Total

NHS staff increase 47,000.

We funded a reduction in nurses' working week from 40 to

373 hours (equivalent to 631% on basic pay).

In 1960 there were 565,000 staff: in 1979 1,200,000.
Some 55% of full-time nurses earned less than £100 per
week in March 1982 (many of these student and pupil

nurses; 17% of all nurses are students or pupils).

Pay increases for nurses and midwives have more than kept

pace with inflation since May 1979 (up 59% - cp civil

servants 57%).

Cost of original offer to all NHS staff <£233m.~ EFE 2
e Cosk of nw of (Y s
. fo £ 2 = bouvd) €89278m. 4 1

To meet the 12% claim would cost L£700m. et ﬁxiﬁf&é
THO ™
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some risks papedf the

Health Service workers allow their anger t in out «cf control.
Thereé~™can .be no point in taking it out on the injured, the sick,

the o0ld and others who depend on the
Mr. Ennals, February 1979.

"] deplore the way in which some situations have been used for

party political purposes." And: "Is it not deplorable that party

political capital should be made out of the positive difficulty

that arises?'".

Ennals in February 1979

The First was Mr.

The second Mr. Laurie Pavitt, during the same period.

"T must make it clear that the Government will not abandon
its responsibilities and let wages rip. The only result would be
mounting inflation, balance of payments problems, cuts in public
services, high taxes and rates,more on the dole. Those who
suffer most from this will be the low paid, and those on fixed

incomes such as pensioners."

My .. Ennals, 1979




I.'tr no
proposition put to us by onec medical witness that
whole of the gross national p 4

21.6 It was also argued that the NHS should get more money !.":-_‘;:n;c
other countries spend iTIC':L on their health services than we do. Figure 21.i
shows the proportion of gross domesti product devoted to health services by a
number of developed countries, Alil eugh such international comparisons are
not wholly reliable there seems little doubt that the UK is towards the be tom
of the lcague.’

21.7 These arguments do not take us far in establishing what the right
level of expenditure on the NHS should be, if indecd there is meaning in the

I
concept of *‘the right level”. We noted in Chapter 3 that international
comparisons do not suggest that greater c\]u\dnm automatically leads to
better health in those countries con sidered, and it is at least arguable that the
improvement in the health of the nation .\m.ld be greater if extra resources
were, for example, devoted to better housing.

21.8 There arc also the questions of whether the NHS is making the best
possibie use of existing resources and the extent to which additional funds
would be used to benefit patients directly or to increase the salaries and \azagr»
of NHS workers. We consider that NHS gives good value for money, but
there is still considerable room for improvement. Regional z‘\dm:m.\lr.-,mrs in
England told us:

“The National Health Service has become accustomed throughout the 2
years preceding reorganisation to the prospect of continual growth in the
financial resources availabie 10 it. Though agreeable, the result has been
to allow slack management, with no incentive to examine obsolete patierns
of spending, or to develop a coherent plan for the future.”

'See also Table 3.6.
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. i : public and
private purse, particularly when those claimants may well contribuie them-
selves to the p yod health of the nation. Nor have we any evidence 10 Suf 'i'l'“.l

that the NHS has fared badly in this competition. But this docs not mean that
we are satisfied with the nation’s present level of expenditure —.no thoughtful
person could be — and indced our recommendations would, if adgpted, add
significantly to NHS expenditure. The national income is growing, il relatiy ely
slowly, and it is right that as it does, more resources should be devoted to the
care of the nation’s health.

21.11 But we should sound two notes of caution. The first is that spending
— : 4 ary ; - 3 < T
more on the NHS will not make us proportionately healthier or live
proportionately longer, though it may improve the comfort and quality of life
of patients or the pay and conditions of stafl. The other is that whatever the
expenditure on health care. demand is likely to rise to méet and cxceed it. To
fy the demand for health care is illusory, and that is

believe thatl one can satis

something that all of wus, patients and providers alike, must accepl in our

thinking about the NHS.

Methods of Financing the NHS

21.12 The NHS is funded almost entirely by the Exchequer. ‘In 1978/9,
88% of NHS finance was raised through gencral taxation, 9.5% from NHS
national insurance contributions, 2% from prescriptions and other charges, and
the balance from other sources such as sale of land and port health charges.

‘The proportion of finance from general taxation has risen since the early 1960s,
while the importance of both the NHS insurance contribution and revenue
from charges has declined. At no siage has less than 94% of NHS expenditure

been raised from general taxation and NHS insurance contributions.

21.13 We received scveral proposals for changing the arrangements for
financing the NHS. Their purpose was either to supplement the Exchequer
contributions, or to replace it with a system which might encourage more

'Pepartment of Health and Social Sccurity, The Way Forw ard: Priorities in the Health and
Social Services, London, HMSO, 1977, Appendix 111, pages 35-42.

335




T g A r-—v.‘

e .-.~..r_wg-_,.-i iy e

% of all FHS ataffl

3e :[“Ej;‘_r-}.?. Other NI
1671

Admin end Clerical = ) 1688

incillary 21875
Ambulance Staff AAD 1100

¥aintenance 3519 2540

Works (incl in #aint abtove)

P

Total 24189

s =

4. (a) Av. Ko Available Bedp

63811
/
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5, Patient Activiiy (I

1919
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] Waiting List
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1681

%z F.A. 05! 336 £7180
fetual Pomerical Increszsge OovVer 1071 2= 5315 19114

% Incrense over 1 T1im X 39.17%

Cost of FES

Real Terma
Appropriation Total Cesd Growth
4/c Vet FHS Cent (Outturn) ~— 1971-72 = 109

235.3
609.6-
940.5

1981-82 1373.0
(provisional)

10, GCoct of murmesa? pay 197580 £042m
Cost of mmrses?! pay 1981-82 £335m
41, Cost of Administrative and Clerical only pay 197980 E5AM

Cost of Admimisirative and Clerical only pay 1681-82 (est) £80M,

¥.B.i.Copts far all aspects of the pay bill prier to 1977 mot held.

{i.Constant price figures for irdividual pay groups are not avsileble a5 owr
reocords are not compiled in this fashion.

Septtish Office
27 Aunmini 1632
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cmmunity service volunteers for invalid care allowance;
any if he will make a statement.

Mr. Rossi: I understand that in certain such cases
referyed to him, the chief insurance officer has drawn
attenfjon to the published Commissioner’s decisions
R(P)3552, R(P)1/65 and R(P)4/68 and has suggested that
these pgint to the conclusion that the volunteers concerned
were gainfully employed and receiving payment in excess
of £6 a week, which is the current earnings limit for invalid
care allowance. It is, of course, open to any claimant who
is dissatisfed with the insurance officer’s decision to
appeal to the local tribunal.

Managemédnt Information and Accounting System

Mr. Eggar\ asked the Secretary of State for Social
Services whichMinister in his Department is responsible
for management\ information and accounting within his
Department.

Mr. Fowler: I'am.

Cigarette Advertising

Sir Peter Mills ashed the Secretary of State for Social
Services if he will intrqduce legislation to ban all cigarette
advertising on home vifleo cassettes,

Mr. Kenneth Clarkd: I refer my hon. Friend to my
hon. Friend's reply Yo the hon. Member for
Wolverhampton, North-East (Mrs. Short) on 15
July—[Vol. 27, c. 457.]

Nurges

Mr. Pavitt asked the Secyetary of State for Social
Services if he will take steps to dnsure that qualified nurses
working within the family pragtitioner service will be
employed by the district health agthority in common with
other nurses.

Mr. Kenneth Clarke: I shall letthe hon. Member have
a reply as soon as possible.

Fluoridation

Mr. Arthur Lewis asked the Secfetary of State for
Social Services whether, in the light of the answer to the
hon. Member for Newham, North-West op 1 July, Official
Report, c. 385, giving the total sums Allocated to the
Fluoridation Society for the period 19M to 1983 as
£65,000 and the answer on 27 July, Official Report, c.
485, giving the figure of £71,000 for the sarhe period, he
will take steps to improve the general\ accounting
efficiency of his Department.

Mr. Kenneth Clarke: I shall let the hon. Melnber have
a reply as soon as possible.

New Cross Dental School

Mrs. Dunwoody asked the Secretary of State for §ocial
Services (1) whether he will inform the committée of
management at New Cross Dental School that it\has
authorisation to offer the staff section XXXIX of ‘the
General Whitley Council Conditions of Service;

(2) whether, in view of the fact that clinical tutors arg

436
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rvice, he will authorise the committee of management
ew Cross Dental School to waive the part of section

Mentally 111 and Mentally
ped Persons

Mr. Hordern asked the Secretary of State for Social
Services (1) if he will publish a\able showing the number
of geriatric patients in hospital itN\England and Wales in
1952, 1962, 1972 and in each of thewost recent five years
to the latest convenient date, and the pspportion that such
patients bore to the total number in hobpital in each of
these years;

(2) how many people were held in

in 1952, 1962, 1972, and in each of the most rec
years to the latest convenient date.

Mr. Kenneth Clarke: I shall let my hon. Friend ha
areply as soon as possible

National Health Service (Expenditure)

Mr. Montgomery asked the Secretary of State for
Social Services if he will make a statement on National
Health Service expenditure and on the outcome of the
study of sources of finance for health care.

Mr. Fowler: Between 1978-79 and 1981-82 the
Government provided for increases in National Health
Service services of 5 per cent. There should be some
further growth in services this year. The Government have
no plans to change the present system of financing the
National Health Service largely from taxation, and will
continue to review the scope for introducing more cost-
consciousness and consumer choice and for increasing
private provision which is already expanding.

Pensions

. Whitehead asked the Secretary of State for Social

5 what would be the saving to the Exchequer of

female pensionable age to 61, 62, 63, 64 and
ctively.

ly to my hon. Friend the Member
Mr. Hordern) on 19 November
-it is estimated that the net

raising pension age for women
order:

Raising
pension age
fo

65
64
63
62
61




MEETING THE DEMANDS OF THE 1980s

Rt Hon Norman Fowler MP, Secretary of State for Social Services

Kenneth Harris's excellent biography of Attlee recalls two views of
the new National Health Service given on the same day in July 1948.

One was that of Aneurin Bevan who said at a Labour rally:

"We now have the moral leadership of the world and before many years

we shall have people coming here as to a modern Mecca learning from
us in the twentieth century as they learned from us in the

seventeenth century."

The other was Attlee's own view given in a broadcast. Attlee took

pride in the new service but warned:

"All social services have to be paid for in one way or another from
what is produced by the people of Britain. We cannot create a
scheme which gives the nation as a whole more than we put into it

Only higher output can give us more of the things we all need."

Thirty-five years later what do we find? Certainly the National
Health Service has had many successes and made many important

advances. But sadly we are still some way from Mecca.

Doubtless some on the Left will say that this shows only a lack of
purpose. "If only we had the will all would be achieved."” i %
only defence spending was cut."” "If only the wealthy were taxed
more heavily." “Lf ORIY e o But given that over the thirty-
five years Labour has been in Government for approaching half that

period it is an answer which does not carry much conviction.

A likelier explanation is that all too often over the past thirty-
five years Attlee's words have been forgotten. We have sought to
devise ways of distributing wealth but not creating it. It has

been assumed - partiéularly in areas like health and social services -
that resources would be made available automatically once a need was
adequately demonstrated. Economic growth and industrial recovery

have been subjects of limited interest in this debate.

1




In the health service this process has been particularly apparent.
In an Exchequer-financed health service all ills can conveniently
be blamed upon the Government. Successive Governments therefore
have been portrayed as being unreasonable, mean, short-sighted and

set on destroying the National Health Service as we know it.

No one should believe for one moment that these are new complaints.
It has always been thus. There were complaints about the post-war
Labour Government; there were complaints about the following
Conservative Government; and there were complaints about the
Governments which followed that. A typical example comes from

Mr Albert Spanswick:

"The National Health Service is more in danger, more in fear for its
very existence than ever before ... . The entire service faces a

very severe cutback in its expenditure allocation."

Now although you might think it Mr Spanswick was not in fact talking
of this Government. He was talking in 1976 of the last Government
and the policies that had to be pursued on the instructions of the
EME .

All this has relevance not only for today but for the demands that
there are going to be on the health service and the social services
over the next ten years. We should remember that most of the years
up to certainly the early 1970s were years of economic growth and
expanding world trade. Against such a background it should have

been easier to obtain our social goals.

The last years throughout the western world have been years of
recession. As a result of this every country in Western Europe is
having to look at its social policies. The challenges of rising
demand and of limited resources respect neither national frontiers

nor the political creed of Governments.,

Nor should we be in any doubt about the growth in demand. . The
numbers of the very elderly are increasing substantially. By 1991

there will be 3% million people over the age of 75. This will

include 3/4 of a million people over the age of 85. At the other

extreme of the age range there are nearly 14 million children living

2




in one-parent families. The progress of medical science means that
it becomes possible to treat conditions which it was previously

beyond our capacity to do.

Taken together these developments put an upward pressure on health
and social service spending at a time when fast economic growth can

no longer be guaranteed. This poses immediate and difficult problems.

The 1980s will self-evidently be difficult years. We are going to
need all our ingenuity and all available sourceé of sdcial provision
to successfully meet the demands that will be made. It dig not a
question of there being a choice between public and private provision.
It 1s not an "either" = "or" situation. We will need both. The
country will need good efficient public services. There is no
question of that. Equally there is no question that any Government
which was to turn its back upon private provision or the contribution,

of voluntary organisations would be carrying out an act of social

vandalism.

Faced with this prospect the Labour Party - in their policy document
Labour's Programme - have simply set out a shopping list of publicly

financed aspirations with a price tag of somewhere between £10 and
£20 billion. For good measure the same document rejects the concept
fggf voluntary organisations can or ought to take a major responsib -
ility for the care of mentally handicapped children leaving hospital:
and is quite specific that a Labour Government would remove pay beds
from the National Health Service, would prohibit the further
development of new private hospitals and "shall ensure that private

practice is actively discouraged”.

I do not want to take time in discussing this policy document. It

is enough that it should become better known.

The Conservative attitude is radically different. Certainly we
recognise the contribution that can and must be made by the State.

We do not want to follow Labour down the road which says that there

is only one way of providing health care or personal social services

provision. We are not going to simply put forward the opposite

dogma of Labour.




It would be absurd for the argument to polarise so that one party
stood for public provision exclusively and the other party stood

for private provision exclusively. We have absolutely no intention
of turning our back on the National Health Service which successive
Conservative Governments have helped to build up. Our aim is to
develop the National Health Service and to provide a better service

for patients.

We do not "admit to cutting" the NHS (Guardian leader of February 3)
because such cuts have not occurred and are not planned. In 1983/84

we will be spending £15% billion on the health service compared with

573/4 billion in 1978/79. That represents an expansion of services

of 7% per cent.

Only a small part of this expansion has come from efficiency savings.
And as regional health authority chairmen have accepted the efficiency
targets on resource it is difficult to see why - or on what evidence -

the Guardian regards them as a euphemism for cut-backs in patient care.

No one of course denies that there are still formidable problems
facing the health service - problems like the services for the
elderly, the mentally ill and mentally handicapped people. It ds
possible for Conservatives to paint the picture of need as vividly
as those on the Left. But what should distinguish our attitude is
that we also have practical policies which will seek to meet that
need. We are not content to provide shopping lists of desirable
social measures without being clear that we have the resources to
meet those aims. Ultimately no party will get any credit for

raising hopes which cannot be realised.

The idealism of the Conservative Party is a practical idealism.

We care; we want to meet the social needs of this country; but we
are determined to develop practical policies on how we should meet
them rather than to make easy promises that not only cannot be
fulfilled but will add to the disillusion of those people who have

trusted in them.




So first, we believe that the proper starting point for the
consideration of social policy is the economy. It is not enough
to state that problems exist or to declare that resources must be
provided to solve them. We have to implement the policies whereby
resources can be created and central to such an economic policy is

the reduction of inflation.

Sometimes there are difficult choices to be made inside the social
area itself. The health service is the biggest employer inside
Western Europe let alone in this country. Every extra 1 per cent
on pay means an extra £65 million that has té be provided from the
budget. No Government should therefore seek to evade making
decisions on what the country can afford. The difference between
this Government and the last Government is fhat we were prepared to

face up to such decisions and to stand by them.

The second broad aim of the Conservative Government is to get the

best possible value from the amount of money that the taxpayer is
providing. All told my Department is now responsible for something
like 41 per cent of all public spending. We have a budget of

£49 billion for 1983/84. But there is no merit in spending money
in itself. What counts is what that money buys. That is why we

have made it our purpose to improve efficiency.

We have for the first time established a system of annual regional
reviews whereby Ministers check on the progress being made in
improving performance by each of the Regional Health Authorities.

We have introduced new arrangements for the supply of information on
manpower and the setting of manpower targets in a service where some
70 per cent of whose budget is accounted for by pay. We have set

up a management inquiry by men of exceptional management skill.

But it is in the third area - private and voluntary contribution -
that the difference between the parties becomes most marked. As
Conservatives we believe that not everything should or can be done
by the State. Help is still given by families and by neighbours on
a scale which no amoﬁnt of national organisation or local authority

—

organisation could ever provide. No sensible Government should ever

e

try to interfere with that. Nor should any sensible Government seek

to do other than encourage the magnificent range of voluntary and

private organisations in this country.
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Conservative and Labour attitudes differ here. But when we come

to private health care the difference is fundamental. The undeflying
attitude of Labour is that it is only Government that can provide or
should be allowed to provide any kind of health care. It is only
Government that can run hospitals. It is only Government who can
have the responsibility for treating patients. It is only Government

perhaps aided by local Government who can look after the sick and the

disabled and those who need care.

Our case is that that approach is not only absurd. It is totally
contrary to the interests of the patient. It is contrary to the
interests of the patient because it deliberately rejects a valuable
source of health care. For our part we welcome every contribution
to the sum of patient care. And to judge whether our approach is

right let us remember what the private sector actually is.

There are about 34,000 beds in private hospitals and nursing homes

in England and almost 3,000 private beds in health service hospitals.
This compares with the provision in the National Health Service of
about 350,000 beds inabout 2,000 hospitals. But the bﬁ&k of private
beds in this country are not in private hospitals at all. They are
in small nursing homes who in total look after well over 20,000
elderly people. Is it seriously argued that we should turn our back
upon provision of care which by any standards is much needed simply

because it is provided by the private sector?

The fact is that the private sector is a mixﬁ%de of voluntary,
charitable and commercial enterprise ranging from small nursing

homes to modern hospitals capable of undertaking major surgery.
Health authorities have had contracts to use some of these facilities
for many years. At present something like 3,000 beds in the private

sector are used by health service patients.

In the acute sector the major purchasers of care are the non-profit
making provident associations. Currently there are something over

4 million people covered by health insurance, mainly by the:provident
bodies. The picturé then is of an informal but growing private

sector with a wide variety of provision and a wide range of patients.
The largest numbers are accounted for by private nursing home provision

for elderly people and the growth in the provident associations.
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It is sometimes argued that to welcome the growth of the private
sector is to implicitly attack the public service. But that is
clearly the most spurious nonsense. We welcome every contribution

to the sum of patient care. We do not accept for one moment that

to support the private sector is to attack the public sector. /

What Britain needs in the 1980s is a developing partnership between
all those involved in the provision of care whether in the public
sector or private. We need to concentrate most on the objective of
the effective delivery of care and less on the sterile debate about
‘"who should be allowed to provide it. This vital principle of
partnership in care underlies the approach of this Government. 15 o
is an approach which meets the needs of the 1980s and it is an

approach which combines economic realism with commonsense.

10 February 1983

(This article is based on a speech given to the Bow Group.)




DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle. London SEI 6BY
Telephone o01-407 5522

From the Secretary of State for Social Services

Mike Pattison Esq
Private Secretary
10 Downing Street
LONDON SW1 1 February 1982

bow ke

I attach a copy of the Government's response to the
4th Report from the Social Services Committee, which
will be published tomorrow at 3.30pm.

I am also sending copies to the Private Secretaries
to Members of the Cabinet and Sir Robert Armstrong.

Private Secretary
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DEPARTMENT OF HEALTH & SOCIAL SECURITY ;
Alexander Fleming House, Elephant & Castle, London SE1 6BY /?4)
L/

Telephone 01-407 5522

From the Secretary of State for Social Services (

21_ January 1982

John Kerr Esq

Private Secretary to the
Chancellor of the Exchequer
Treasury Chambers

Great George Street

LONDON

SW1

Do At

FINANCIAL ACCOUNTABILITY OF HEALTH AUTHORITIES

My Secretary of State thought that the Chancellor might
like to see the terms of an announcement he is making
today on the subject of accountability for the National
Health Service. A copy of this announcement is enclosed.

He has asked me to say that Sir Derek Rayner is aware of,
and fully supports, this initiative.

I am copying this letter and enclosure to Mike Pattison,
at Number 10.

%‘3’ Lty Y
)

M T

D J Clark
Private Secretary

L3




Priday 22 January 1982 PQ 1401/1981/82
Written Answer Han Ref Vol
Col

FINANCIAL ACCOUNTABILITY OF HEALTH AUTHORITIES

[13 M¥r Edward Du Cann (C. Taunton)
To ask the Secretary of State for Social Services, what action he
proposes to take in response to the comments in the seventeenth report
from the Committee on Public Accounts about the need for greater

accountability of English health authorities to Parliament.

MR NORMAN FOWLER
I am introducing new arrangements to ensure better accountability for
the NHS. I believe that it is both desirable and practicable to secure
the maximum delegation of responsibility for the delivery of local
health services to District Health Authorities while at the same time
—

achieving true accountability from the District Authorities through the
Regional Health Authorities.

e,

Accordingly each year lMinisters will lead a Departmental review of the
N

long-term plans, objectives and effectiveness of each Region with the
e e

Chairmen of the Regional Authorities and Chief Regional Officers. The

aims of the new system will be to ensure that each Region is using the
resources allocated to it in accordance with the Government's policies -~
for example giving priority to services for the elderly, the handicapped
and the mentally ill - and also to establish agreement with the Chairmen
on the progress and development which the Regions will aim to achieve in
the ensuing year. Successive reviews will thus enable Ministers to

measure the progress made by regions against the agreed plans and

objectives, as well as to determine action necessary in the year ahead.

The new system will be established in 1982/3. My Department is also

conducting a pilot scheme in one region using indicators of performance

in the delivery of health services. These will enable comparison to be

made between districts, and so help Mimisters and the Regional Chairmen

at their annual review meeting to assess the performance of their

I
Cor D,




PQ 1401/1981/82

constituent District Health Authorities in using manpower and other
resources efficiently. With these arrangements I shall be able to

hold Regional Health Authorities to account for the ways in which

=y

resources are used in their Regions and for the efficiency with which

services are delivered. In turn, the Regional Health Authorities will

hold their constituent District Health Authorities to account.

The reviews will concentrate on major issues, leaving District Health
Authorities with the primary responsibility for decision-taking in
providing local operational services within agreed policies. In

addition, in order to ensure that they have adequate influence over

certain matters for vwhich the Regional Health Authorities are responsible -
for example, the provision of Regionally-managed support services -

I have asked the RHAs for reports on the arrangements in the region

for involving the Districts in these matters.

The object of these new arrangements is to ensure that the Health
Service obtains the maximum amount of direct patient care and the

greatest value for money from the resources which the Govemment

has made available to the NHS.
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DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SEI 6BY
Telephone o1-407 5522

From the Minister for Health / yime /%Vl 03&/\.

Mike Pattison Esq

Private Secretary

10 Downing Street !q/July 1981
S
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You asked in your letter of 28/May to Mike Tully to be kept in touch with progress
on our Low Energy Hospital project. As you know, for some time the United Kingdom
has been one of the World's leaders in advanced hospital design and a joint
Government and private sector consortium unveiled plans last year to build the
first-ever low energy hospital. We think it possible to construct a hospital

that would use less than half the energy of the best modern hospitals now in
existence without in any way lessening the standards of care for patients.

= x

Because of the importance of maintaining our lead in this field of technological
development, Dr Vaughan has now decided that two low energy hospitals should be
built in a continuing programme spread over several years. This will enable
differing technologies to be tested, valuable comparisons to be made, and allow
lessons to be learnt by experience as we proceed. OQOne of the new hospitals will

be in the North of England in the Sunderland area, on a site still to be determined.
The other will be at Newport, Isle of Wight and building will start there in 1983.
There were major presentational difficulties in proceeding only in the South of
England and there are political as well as technical advantages in going for two
projects,

Detailed design work is already under way and the cost of the hospitals will mainly
be met by the health authorities concerned out of their normal allocations. DHSS
are providing central design assistance and paying the design fees for the first

of the two projects; the EEC are making a contribution Towards the costs of the
special technological features and monitoring that will be a necessary part of the
demonstration.

I should stress that both the Newport and Sunderland Hospitals were due for development
anyway so little "new" money is involved in the experiment. We now intend however
that the two hospitals should be a showcase for British technology and design

A public announcement about the two hospitals will be made very shortly and we are,
of course, arranging suitable publicity.

%L/‘)___\\( V\Cc;m@

JE KI«JIGI—F:U U

Private Secretary







he Prime Minister was grateful to have

this information, and would like to be kept

informed as decisions are reached.

M A PATTISON

Mrs. Mary McVerry,

Department of Health and Social Security.




10 DOWNING STREET
PRIME MINISTER

Stephen Ross mentioned to you

the plan for an experimental low

energy hospital.

Here is some more background
information about the project.
It seems that the Isle of Wight

is the front runner as the site.

/o

8 June 1981




DEPARTMENT OF HEALTH AND SOCIAL SECURITY
ALEXANDER FLEMING HOUSE
ELEPHANT AND CASTLE LONDON SE16BY

TELEPHONE 01-407 5522 EXT

Mike Pattison Esq

Private Secretary

10 Downing Street 3

London SW1 D June 1981

Qe Tl

THE LOW ENERGY HOSPITAL

In your letter of 28 May you ask for more background information.

As you know the Govermment'!s policy is to encourage the maximum conserva-
tion of energy resources. Hospitals are major users of energy and we have
been able to achieve savings in energy of the order of 20 per cent by
various means of conservation. It was decided to 1nveé€1gate the possi-
bility of further savings and consultants were commissioned to investigate
the problem in depth. The results of the study were very promiging, up to

50 per cent savings in energy could be made in new hospitals, and it was
'QEEided to go ahead to the next stage - the building of a prototype
hospital which will incorporate the findings of the consultant team. We
are calling this the Low Energy Hospital. Minigters have not yet made up
their minds about the best site but it looks as though the Isle of nght
may well be the choice.

Dr Vaughan announced the project last October and you will see from the
attached Press release that funds of about £F million are being made
available by the EEC. We think that the project has commercial potential
and recently shared a stand with the Department of Energy and the London
Chamber of Commerce at the "Energy 81" exhibition at Essen to demonstrate
the project as part of our Export drive and as a flag-waving demonstration
of the UK lead in energy technology. UK manufacturers of engineering equip-
QEET were also represented.

I also attach a brochure which explains the technical aspects in rather

more detail.
J’qbwa YN

/}u f\wn

MARY McVERRY (MRS)
Private Secretary




28 May 1981

We had a word on the telephone this morn

McVerry's letter to me of 27 May,.
y

As I sald to you, I should be grateful for more background
information about the Low Energy Hospital proposal. The first the
ime Minister had heard of this was in a discussion about a

+

ory closure with Stephen Ross MP, Mr, Ross said that local

fact
officials had been optimistic that Newport, Isle of Wight, would

be chosen as the site for the Low Energy Hospital, but that this
now appeared to have gone wrong. He understood Sunderland wmight

: s e Ao
be in mind now.

The Prime Minister would be interested to know more about
this project, if it is indeed one for central decision. She is
in no way pressing for the Isle of Wight option, but would simply
like to be aware of any impending major investment decision which
is likely to be the source of some controversy whatever site is

eventually chosen.

M A PATTISON

Mike Tully, Esq.,
Department of Health and Social Security.




DEPARTMENT OF HEALTH AND SOCIAL SECURITY
ALEXANDER FLEMING HOUSE
ELEPHANT AND CASTLE LONDON SE16BY

TELEPHONE 01-407 5522 EXT

Mike Pattison Esq
Private Secretary
10 Downing Street
Iondon SW1 2/ May 1981

THE LOW ENERGY HOSPITAL

You ask what weight was given to levels of unemployment in areas where the
low energy hospital might be built.

All things being equal we would obviously go for development in an area of
high unemployment, but decisions on the building of new hospitals must take
account of medical need and the relative priority afforded to the scheme.
Each of the fourteen Regional Health Authorities, in association with its
Area Health Authorities, is responsible for determining priorities for
building schemes within its Region. The role of the Department, in general,
is to satisfy itself on the need for any development scheme (and its content
and cost) which exceeds £2 million in value.

The low energy hospital is a Departmental prototype and it has been necessary
for us to consult the Regional Authorities on possible schemes which met the
fairly tight technical criteria we required and which did not unduly distort
agreed Regional capital allocations. After a full investigation we were left
with only two possibilities and these are being considered.

While recognising the obvious advantages of building in an area of high un-

employment we would be reluctant to force a scheme on an Authority which did
not meet the requirements of the patients concerned or which was of a low

service priority.
“i?ﬁ?(&ﬁﬂ 2

MARY MCVERRY
Private Secretary
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EPARTMENT OF THE ENVIRONMENT
2 MARSHAM STREET

LONDON SW1P 3EB

01-212 3434

MINISTER FOR LOCAL GOVERNMENT
AND ENVIRONMENTAL SERVICES

0 e

I have seen Leon Brittan's letter to you about the

/8

2 April 1981

use of private sector accountants in the Health Service
following our recent use of them in the water industry.
Michael has already written to you about the importance of
proper timing on this, but there are a number of other
lessons that we learnt during the work with the water authorifbics.
I think it is most important that these points are understoo
by any other colleague who is thinking of following the s
path. I was therefore writing to say that I would be ver;
happy to talk to you or whoever might be involved, so thal
our experience can be of help. I think this is particularl;
important if we are to avoid a backlash from the public fin:
sector who are clearly concerned about our water exerci:

who could be very much more vociferous if the exercise is
seen to be repeated very widely and without careful planning.

I am copying this letter to recipients of Leon's

e

SR

TOM KING {*ﬁ~

The Rt Hon Patrick Jenkin MP







2 MARSHAM STREET
LONDON SWI1P 3EB

My ref:

Your ref:
22 March 1981
|
l?\“-—/\-s}“‘./‘
I have seen your letter to Patrick Jenkin. Naturally I very
much support the use of private sector consultants to look for

econonies and value for money in the public sector. I am
planning this for local government on a significant scale.

But one crucial point emerges from your letter. The water
exercise had to be sandwiched in a very tight period between the
wage negotiations - which I didn't want to upset - and the rate
fixing meetings. It wes a matter of days. Certainly it produced
results but it is not the right way to proceed normally.

In the future I intend to do the job properly. There will be

not just quick talks with officials but proper in depth analysis
of the costs of an individual organisation and - Jjust as important -
comparative costings with similar organisations.

In conclusion I very much support your approach but hope you
will agree that we should tazke the sdvantage of the time avail-
able to us to do the job thoroughly.

I am copying this to the recipients of your letter - the Prime
Minister, Patrick Jenkin and George Younger.

L

MICHAEL HESELTINE

1 Leon Brittan MP
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Treasury Chambers, Parliament Street, SW1P 3AG

Rt Hon Patrick Jenkin MP

Secretary of State

Department of Health and Social Security

Alexander Fleming House

Elephant & Castle

London SE1 8BY 20 March 1981

NHS : USE OF ACCOUNTANTS

At Cabinet on 24 February, it was suggested that the technique
used with striking success in the water industry, of bringing in
outside accountants fo find ways of reducing costs and charges,
might usefully be employed more widely, for example in the
National Health Service.

I know you have been looking for ways of increasing the effic-
iency of health authorities, notably by setting up a Management
Advisory Service. Trial projects are to be arranged to establish
how this could best operate, and I understand it has been sugg-
ested that management consultants might play some part in one or
more of the trials.

Clearly there are large differences in functions and attitudes
between health authorities and water a thorities. But Michael
Heseltine thinks it worth applying the saue technique, of a quick
study by a team of outside accountants, in local authorities
(Barnet has already had the first trial run) = where there are no
commercial accounts or Tinancial TATZerE-so that the analogy with
health authorities is closer. No doubt DOE or Treasury officials
can let your people know in more detail the way these accountants
have operated. But briefly, I think the lesson is that with
reasonable co-operation from top manasgement, they have been able
to talk to people down the line and come forward with some sugg-
estions for economies, BOt confined to accounting adjustments
aimed at reduced rates or charges. This does suggest to me that
there may be value in bringing in outsiders for quick studies
elsewhere in the public services, and not least in the National
Health Service. Clearly this would need to be focussed on some
particular authorities or on specific aspects (e.g. purchasing,
to supplement the work of your new Supplies . Council).




CONFIDENTIAL

I hope you will agree that officials should examine how this

experience might be brought to bear in the NHS context, and should
report to us before too long.

I am sending copies of this letter to the Prime Minister, Michael
Heseltine, and George Younger.

LEON BRITTAN

CONFIDENTIAL
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DOWNING ST

From the Private Secretary February 1981

Priorities and licies £ health and personal

Following her talk with your
of Siav,f: about staff numbers in ‘Lh;'.‘
me Minister has now agreed that his
Drifnfl,J<n und policies for luxllfh
sonal social services should be pu b“ ishe
an oral statement. At present, we are
that this should be planned for 25
I timing will have to
light of competing claims
may arise as a result
You will no doubt be
of a statement early next

i\:\

sending copies of this letter to
Boys-Smith (Home Office), Nick Huxtable
icellor of the Duchy of Lanct%‘hr‘s Office),
laclean (Chief Whip's Office) and David

(Cabinet Office).

5]

~ {/

I —

M. A. PATTISON




10 DOWNING STREET

PRIME MINISTER

You have now had a
discussion with Mr Jenkin about
NHS staff numbers,

Are you now ready to approve

publication of the "Priorities
and Policies" Document on 25

February, with an oral statement
that day?

o (W

18 February, 1981
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10 DOWD

] _\-‘_ ! _ul.'{-_nf_j- ] G I"\{: !.; rua 4‘-:.}: 1 U .{ 1

1ad a word this morning about your
State's letter of 12 February
iraft document on priorities

he health and personal

told you, the Prime Minister
wanis to understand the basis on which the
National health Service staff -count has
apparently increased by some 25,000 since
the Government came to power. She is not
ready to approve publication of the document
until she has seen the staffi ng points
satisfactorily clarified.

copies of this letter to
Peter Jen] s (H.M. Treasury), Stephen Boys-
omith (Home Office), Jim Buckley (Lord
President's Office), Nick Huxtable (Of
of the Chancellor of the Duchy of Lan
Murdo Maclean (Chief Whip's Office) anc
David Wright (Cabinet Office).

2
ealth and Social Security,




MR. Sﬁyﬁ%RSM!

PRIME MINISTER

Patrick Jenkin proposes to publish on 25 February the attached
B S

document setting out national priorities and policies for the

P——— - - ._-
health and personal social services. He has in mind an oral
statement that day. —3

The paper has been very thoroughly worked over in the
Department, and has been cleared through H Committee. The exercise
started as one of setting priorities. In current circumstances,
it is no longer obviously that. The Department now prefer to
see it as an over-view of the field, which would, for instance,
enable an incoming Chairman of a health authority to decide what
questions he should be asking about the provision of services

in his region.

I have not been through it in detail. I suggest that you
look at the covering letter sent to H Committee (Flag A), the
foreword (Flag B), perhaps Chapter 1 - Setting the Scene - (Flag C),
and Chapter 3 - The Voluntary Sector - (Flag D).

Content in principle for Mr. Jenkin to publish with an

oral statement, subject to competing business at the time and
clearance of the text of the statement?

13 February 1981




DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SE1 68Y
Telephone 01-407 5522

From the Secretary of State for Social Services

The Rt Hon Francis Pym MC MP
Chancellor of the Duchy of Lancaster
Privy Council Offices

Whitehall

London SW1

"l

Tyaunccs,

I am planning to publish on 25 Februar 1 tional priorities
and policies for the health T i of the document
has been cleared in writing wi mitt my letter to
Willie Whitelaw and of the draft which accompanied it. The: naturally been
changes subsequently.

The intention to issue such a document is well known and it has aroused continuing
interest in the House - particularly, but by no means exclusively, among the
Members of the Select Committee on the Social Services. I would therefore judge
it appropriate to accompany publication by an Oral Statement. I see great
advantage in getting firm messages on the record in my own words, and in fore-
stalling any misconceptions as they arise.

I should be grateful to have your agreement to my meking a statement as outlined
above.

I am copying this letter and enclosure to the Prime Minister and the Chief Whip
and the letter only to members of H Committee and Sir Robert Armstrong.




DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SEI 6BY

Telephone 01-407 5522
From the Secretary of State for Social Services

The Rt Hon William Whitelaw CH MC MP
Secretary of State for the Home Department
50 Queen Anne's Gate

London SW1

~ :
b~¢LJ A UAL R J
PRIORITIES AND POLICIES FOR HEALTH AND PERSONAL SOCIAL SERVICES

I have undertaken to publish early this year a document setting out national
priorities and policies for the health and personal social services in England.
My officials have been preparing the document and have consulted other interested
Departments. I am writing to enclose the final version of the document, which I
should now like, subject to the agreement of my colleagues in H Committee, to
publish.

The letters which precede the text make clear that publication takes the form of

a 'handbook' addressed in particular to the Chairmen and Members of the new
District Health Authorities, but it is also relevant to the Chairmen and members
of the Local Authority Social Services Committees. I am leaving much to local
initiative and collaboration and I am avoiding the prescriptive guidance contained
in the previous Administration's priorities statements, although we are continuing
their priorities, notably for the development of the "cinderella" services. The
document is not, therefore, a detailed guide for the professional officers of the
authorities, but rather aims to assist the Chairmen and Members who will in some
cases be relatively inexperienced.

I have also had in mind the criticisms which the Social Services Committee made in
their Third Report of the 1979/80 Session of the overall policy-making of my
Department. I intend therefore to make it quite clear from the outset that, while
the Document is intended to be an overall statement of the Department's policies
with regard to the development of health and personal social services in England,
it does not purport to be a statement of the overall social policies, including
the whole social security field, which are the responsibility of my Department.




For presentational reasons I should like this to come out before the White Paper
on the Elderly, and propose tc publish this handbook at the end of February and
the White Paper about a week later. I shall therefore be grateful to receive any
comments from colleagues by 9 February.

Copies of this letter and the document go to all members of H Committee and
Sir Robert Armstrong.




To the Chairman and Members of
District Health Authorities

Zﬁéar Chairman Zfécsimilgz7

This letter is addressed to the Chairmen and Members of the new Distriet Health

Authorities.

The handbook sets out the main policies and priorities which Ministers will look
to you to follow in running the services for which you are responsible. We want
to give you as much freedom as possible to decide how to pursue these policies
and priorities in your own localities. Iocal initiative, local decisions, and
local responsibility are what we want to encourage. This is the main purpose of
the current reorganisation of the structure and management of the National Health

Service. It was the theme underlying the Local Government Planning and Land Act 1980.

You have therefore a wider opportunity than your predecessors to plan and develop
gservices in the light of local needs and circumstances. But, as Secretary of State,
I am entitled to ask that in making your plans and decisions, you should have
regard to the national policies and priorities set out in this handbook.

The handbook does not of course stand alone. You will find in it references to

many other sources which should be referred to for fuller guidance. More are to
come. For instance, we shall shortly be publishing a White Paper on the Elderly
covering not only health and personal social services, but also social security,

housing, transport and other matters as they affect elderly people.

You will see that I am not asking district health authorities to make any abrupt
changes of direction. The main emphasis of our priorities continues to be along
the lines on which your predecessors were already working, and include giving a
high priority both to the prevention of ill health and to the so-called
"Cinderella" services for the elderly aﬁd for people who are mentally ill or
handicapped.

Although addressed to you as Chairmen and Members, we want the handbook to be
widely available. There are messages I want everyone to heed. The handbook
reminds us that we have a personal responsibility for our own health. We also
have a duty to help one another, and this message is stressed in Chapter

on "The Voluntary Sector".




You will see I have referred to health and social services together. Although

run by different authorities, they are part of the broad spectrum of care,
gtretching from the acute and emergency hospital services, through to domiciliary
care and support in the community. I want to see as close a collaboration between
health authorities and local government as possible. How this should be done must
be for you and your colleagues in Local Government to decide in the light of local
circumstances. I also attach importance to the theme of collaboration with the

voluntary services and with the private sector.

I am sure you do not need reminding that the Government's top priority must be

to get the economy right; for that reason, spending on health and social services
can grow only slowly. You will find that clinicians and others working in the
health services are anxious to make the best use of resocurces, to cut out waste
and to find ways (through, for instance, local budgetting) to use money more

effectively. I hope that you will feel it right to give them every encouragement.

The provision of these services at a time of economic difficulty presents a
challenge to Ministers, to you as Chairmen and Members of authorities, and to

all who serve the public, whether in the statutory or in the voluntary services
or in the private sector. It is my hope that the policies and priorities set out
in this handbook will help us all to meet that challenge.

Zfburs etc
FASCIMILE/

Secretary of State for
Social Services




To the Chairman and Members
of Social Services Committee

Zﬁear Chairman Zﬁhscimilgz7

This handbook I have prepared provides national guidance for health and personal
social services. In commending it to you, I thought you would also wish to see
the letter with which I have accompanied it to await the Chairmen and Members of
the District Health Authorities on taking up their new posts of responsibility.
I feel sure that you are looking forward to working with them.

Although the health and social services are run by different authorities, they
are part of the broad spectrum of care, stretching from the acute and emergency
hospital services, through to domiciliary care and support in the community.

I want to see as close collaboration between health authorities and local
government as possible. How this should be done must be for you and your

opposite numbers in the health service to decide in the light of local circumstances.

The policies and priorities that we are aiming at in the health service and the
personal social services are widely known in local government. I hope that you
will find the way that they have been set out in the handbook is helpful,
especially as you work together with the new District Health Authorities and
with the voluntary sector, to achieve shared goals of better services for those
who need them most.

Z?burs etc
FASCIMILE/

Secretary of State for
Social Services
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CHAPTER 1 - SETTING THE SCENE

1.7 New health authorities and their partners in local government will face
a common challenge in providing the best possible services within the limits
of available resources. Local circumstances will vary but certain national
trends and constraints will affect all to some degree. This chapter outlines
the more important of these factors, and is intended to help chairmen and mem-
bers see the national context in which they will have to establish local
priorities within the guidance set out in later chapters. For guidance on the

role of chairmen and members see Appendix 1.
POPULATION

1.2 In mid-1980 the population of England was nearly 46.5 million, and it is
expected to grow by almost one million over the next ten years. Figure 1
shows the latest available breakdown by age groups, and figure 2 the changes
over the last decade and those projected in the next for each age group. The
changes which will have most effect upon the health and personal social ser-

vices are:

a. Increase in the numbers of very elderly people. The numbers of

people aged 65 and over will continue to increase but at a much slower
rate than in the past. There will be about 7.2 million at the end of
the decade compared with 7.0 million now. However, within this group
the numbers aged 75-84 are projected to increase by nearly 300,000 to
2.4 million and very elderly people aged 85+ are expected to increase by
150,000 to 625,000. People in these age groups make significantly
greater use of both health and social services than younger people.

b. Increase in the numbers of young children. In 1978 the birth rate

began to rise again after falling for 13 years and the latest figures
show that this trend is continuing. By 1990 the number of children
under five is projected to be 800,000 higher at 3.6 million and the
annual number of births may rise by 130,000 to 750,000.

Over one million people with physical or sensory handicaps are registered with
local authorities - a number which certainly understates the total who have a
significant disability. Physical, sensory and mental impairment increase with
age; and there are therefore important consequences for the health and
personal social services from an increase in the numbers of very elderly

people.

AEZTRICTED
Xl e 5.0 e
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FINANCE i;f:;;‘saul ==‘ .

1.3 Recent and present expenditure on health and personal social services is
summarised in Table 1. The Government's expenditure plans for the period up to

1983/84 will be published in March. Currently the position is as follows:

(a) NHS spending. Net spending on the NHS in 1980/81 accounts for about 11%

of all public expenditure. Over two-thirds of this goes on current expenditure
in the hospital and community health services and most of the remainder on

the family practitioner services. Although the Government's aim is to reduce
public spending overall, the expenditure plans published in the last Public
Expenditure White Paper, Cmnd 78411, allowed for a growth in gross NHS

spending in England from £7820 million in 1978/79 to £3380 million in 1982/83
(November 1979 prices) an increase in real terms of 7%. In November 1980

the Chancellor of the Exchequer announced that £25 million of the planned
growth for 1981/82 should be found through efficiency savings. Decisions

for further years have not yet been announced.

(b) Local authority personal social services current spending. Local

authorities are expected to contribute to the planned reduction in public
expenditure and to conform to the Government's target for spending overall.
No service can be exempt from the search for economies, although it is for
authorities to determine the distribution of their spending between services.
Current spending on the personal social services rose by more than 4% in
real terms in 1979/80, and the revised budgets for 1980/81 submitted in
August 1980 suggest that the level may have been maintained this year, when
local authorities were asked to reduce their overall spending to about 2%
below that for 1978/79. It remains to be seen what decisions authorities
will make on priorities in subsequent years, in which they have been asked

to reduce their total expenditure further (just over 3% in 1981/82).

(¢) Local authority personal social services: capital spending. Capital

spending in 1979/80 rose by some 33% in real terms. A somewhat similar out-
turn is expected in 1980/81. In 1981/82 a new system of capital expenditure
controls comes into operation under which allocations have been made in 5
major service blocks of which the personal social services is one. Social
Services authorities' bids exceeded the planned total by about 13% and
allocations to some authorities have had to be restricted, but as individual
authorities will have freedom to transfer capital resources between service

programmes the final outcome is uncertain.

(d) Joint Finance. A portion of health expenditure is set aside nationally

each year, primarily for collaborative projects in the personal social services
field which are also of benefit to the health service. In 1980/81 this sum is
£54 million; increasing to £56 million in 1981/82 and £58 million in 1982/83.
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" TABLE1 . HEALTH AND PERSONAL SOCIAL SERVICES: GROSS EXPENDITURE

England. £m at 1980 survey prices

Planned Planned
1978=79 1979-80 1980-81 1981 =82

Health
Hospital and community
health services
- current

- capital

Family practitioner
services

Central health services

Total Health

(1)

Personal Social Services

Local authority
= current
- capital

Central government

Total PSS

Total HPSS

(1) Figures for 1980-81 and 1981-82 are tentative as distribution of
total local authority expenditure is for individual local authorities to
determine.

Discrepancies in totals are due to rounding

5
RESTRICTED




o —— Y, FTTe

R—-d-.--\th

BUILDINGS

1«4 Although in the last two decades major new construction work has been
carried out on about 300 hospital sites, a significant proportion of hospital
care is still provided in old and outmoded buildings. However, health
authorities are currently planning to carry out by 1990 work on 350 hospital
sites with a contract value in each instance of over £1 million. The policy
of previous Governments has been to concentrate most of the general acute ser-
vices, together with some geriatric and mental illness services, in district
general hospitals. In recent years some of these district general hospitals
have been planned to reach well over 1,000 beds. The Government favours a re-
turn to smaller district general hospitals, supported by.local hospitals which

will include both acute and long-stay services. A consultative document, 'The

Future Pattern of Hospital Provision in England‘,2 was published in May 1980.

Comments are being considered.

MANPOWER

1.5 Nearly one million people work in the NHS and 200,000 in social services
departments of local authorities. The main staff groups employed in the NHS,
and the change from 1976 to 1979 (whole-time equivalent) are shown in Table 2.
Some two-thirds of administration and clerical staff are engaged in operation-
al activities mostly in support of clinical activity. The remaining one-
third, together with small proportions in other disciplines are engaged in
management. The numbers so engaged have been reduced, and will be reduced
further. Table % shows the change in the numbers of social workers and other

staff employed in local authority social services departments.
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TABLE 2: NHS DIRECTLY EMPLOYED STAFF: ENGLAND

Average Annual
1000 WTE % ihange

Category of Staff
1976 1979 1976-79

(Provisional)

Medical and Dental Staff1: Hospital community
and school health medical & dental staff and locums 3L.0 A7 al

Nursing and Midwifery Staff: Hospital
community, school health, blood transfusion
and agency staff 341,7

Professional and Technical Staff: Hospital
pharmacists and opticians, scientific,
technical, dental ancillary and remedial
staff 525

Works 5.3

Maintenance 19.7

Administrative & Clerical Staff: Administrators
clerical staff, support service managers etc 98.5

Ambulance 8taff: Ambulance officers, control
assistants and ambulancemen/women 172 170

Ancillary Staff and Others: Catering. laundry
domestic, portering etc staff 173.6 170.9

TOTAL EMPLOYED STAFF 742.5 768.5 1.2

NOTES: 1. Excludes hospital practitioners, part-time medical officers (clinical
assistants), general medical practitioners participating in Hospital Staff
Funds and occasional sessional staff in the Community Health Services.
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TABLE 3%: STAFF EMPLOYED IN LOCAL AUTHORITY SOCIAL SERVICES
DEPARTMENTS: ENGLAND

Average annual

000 WTE % chaugs

1979 1976-79

(Provisional)

Social Workers (1) 22.8 244

Other Local Authority
Social Services Staff (2) 185

Total Gk.6 1 090

1. "Social Workers'" includes Senior Social Workers, other social
workers, community workers, trainee social workers and Social Work

(Welfare) Assistants .

and

2. Directing, management,administrative, clerical/support, residential,

day care and other staff.

o Bt e b T r—




VOLUNTARY SERVICES

1.6 Most people who need help or care rely in the first instance on family
and friends. Some 95% of elderly people live in the community, supported in
this way where necessary. Voluntary and statutory resources are available if
needed. The Wolfenden report3estimated that in 1976 the size of the volunteer
force in personal social services was roughly equivalent to 250,000 full-time
staff - more than the total employed in all social services departments. The
Personal Social Services Council calculated that in 1975 there were in
addition 15-20,000 paid staff in voluntary organisations. The Wolfenden
Committee put the total income of voluntary organisations in the fields of
social and environmental services at about £1,000 million mostly from private
sources. In the health field volunteers co-ordinated by about %00 voluntary
service organisers, make a valuable contribution in hospitals, in care of the

sick and handicapped in the community, in first aid and in fund-raising.
PRIVATE HEALTH CARE

1.7 Private health care includes private treatment for acute medical or
surgical conditions, long-term nursing home care, general practitioner ser-
vices and private prescriptions for drugs and dressings. It amounts to

about 3% of total spending an health care.

1.8 About 31,500 beds are provided in private hospitals and nursing homes

which may be profit-making or charitable organisations. They include about:
(a) 5,500 acute beds in hospitals.

(b) 3,500 beds in hospitals or nursing homes for those suffering from
mental illness or disability.

22,500 long-stay beds in hospitals and nursing homes, primarily
used by elderly people.

In addition, about 2,400 beds in NHS hospitals are designated as 'pay beds',

and private out-patient facilities are available in many NHS hospitals. In

1979 over 90,000 people were treated in pay beds and there were over 160,000

e = e,
Fs Pl | ’
W r i e hd W A e

9




MU b o omae Ee B b

private out-patients or day care attendances. To put these figures in per-
spective, about 130,000 acute beds are provided in NHS hospitals, treating

annually about 4 million patients.

1.9 About half of those who seek private acute hospital medical or surgical
treatment are covered by medical insurance. Figure 3 shows for the UK the in-
crease in subscriptions and benefits over recent years and in the numbers of

persons insured. At the end of December 1980 3.6 million people were covered

by private medical insurance, often through group schemes.
TEXTUAL REFERENCES

1 Treasury. The Government's Expenditure Plans 1980-81 to 1983-84.
Cmnd 7841. HMSO. 1980.

Department of Health and Social Security. The Future Pattern of
Hospital Provision in England - A Consultation Paper. DHSS. 1980.

Committee on Voluntary Organisations. The Future of Voluntary

Organisations: Report of the Wolfenden Committee. Croom Helm. 1977.
REFERENCES

Department of Health and Social Security. Health and Perscnal Social
Services Statistics for England, 1978. HMSO. 1980.

Copies of publications referred to above and elsewhere in this document may be
obtained from NHS or other libraries. The Department publishes '"Current
Literature on Health Services'" a monthly listing of new official, commercial
and NHS monographs, periodical articles and research trends, and '"Health
Trends" a quarterly periodical on subjects relevant to the management of

medical work and/or for administrative planning in the NHS.
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CHAPTER 2 - PREVENTION

2.1 The prevention of mental and physical ill-health is a prime objective
and an area in which the individual has clear responsibilities. No one can
wholly escape illness or injury, but there are many risks to health which

are within the individual's power to reduce or avoid. Individuals often
endanger their health through ignorance or social pressures. Public action
can give the individual the information needed to make sensible decisions about
his own health, and encourage in the community a responsible attitude towards

health matters.

2.2 The preventive role of NHS services is to make information available
about risks to health and to develop services and create conditions in
which such risks are reduced and good health and social functioning is made
possible and encouraged. The Department has a special responsibility for
ensuring that health factors are taken into account at national level. The
preventive role of perscnal social services includes support for families
to forestall the need to receive children into care and to help sick,

handicapped or elderly people tc maintain their independence.

2.3 In recent years there have been significant changes of public attitude
and awareness towards, for example, cigarette smoking, exercise, diet and
family planning. The NHS, voluntary organisations and the Government have

all contributed to these changes. The task now is to:

(a) Reinforce and build upon such changes at Government level

and in the .NHS.

(b) Develop complementary strategies of preventive action by

other public bodies, commercial organisations and voluntary agencies.
THE GOVERNMENT'S ROLE
2.4 Most of the work in preventing ill-health, whether by counselling,

immunisation or education, has to be undertaken locally. Health authorities

are best placed to know the needs of the population they serve. But there




R B e o
sty BRI B
is an important Government role in creating the conditions and climate of
opinion which make local effort more effective, or in some cases possible.
The prevention of ill-health is the subject of a series of booklets published

by the Department, the first of which was entitled 'Prevention and Health:

Everybody's Businessq. There will be further booklets in this series.

The Government continues to support the work of the Royal Commission on
Environmental Pollution and the Health and Safety Commission which make
important contributions to prevention of ill-health and accidents. The
Ministry of Transport is promoting legislation relating to road safety.

examples illustrate the national dimension to work on prevention.

2.5 The Health Education Council acts for the Government in educating people
in ways of staying healthy, and will continue to sponsor national programmes
and assist the NHS by providing health education training and materials.

It has concentrated particularly on discouraging smoking and the Government

has increased its budget to help support such measures.

THE ROLE OF HEALTH AUTHORITIES

2.6 Health promotion and preventive medicine programmes will not always
be welcomed by those called upon to change their personal behaviour or their
commerical activities. Health authorities should not be deterred by this.

They can play their part by:

(a) Insisting that the NHS develops a commitment to policies

on health promotion and preventive medicine.

(b) Ensuring that resources are directed to these purposes.

(¢c) Establishing priorities for programmes which meet the health

interests of the local population served.

Community Health Councils have a right to expect authorities to show a
marked and continuing investment in prevention and can help to transmit the

preventive message to the public. Many have already done so.
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2.7 The community dental services have made substantial advances since 1974
and there is further ground to be gained. Their future functions, along with
the whole question of preventive dentistry, including fluoridation, is being
considered by the Dental Strategy Review Group, recently set up by the

Secretary of State, and due to report in 1981.
A LOCAL STRATEGY

2.8 A general aim should be to help people to appreciate that much illness
is avoidable; and that avoidable illness pre-empts resources needed for the
treatment of those who are unavoidably sick. A local strategy of health

promotion and preventive medicine should include:

(a) A defined policy on cigarette smoking in NHS premises as in
HC(7?)52; and putting pressure locally on, for example, those who
manage theatres, cinemas, and other public places to accept that

not smoking is the norm.

() Improving the availability of genetic counselling; encouraging
early and regular attendance for ante-natal care, including appropriate
screening; post-natal care, including advocacy of breast feeding;
screening for disabilities in young children; dental care for children;

and family planning.

(¢) Maintaining liaison with the education authority to ensure adequate

arrangements for the health surveillance of children.

(d) Maintaining and, where necessary, raising the level of community
protection against those infectious diseases preventible by immunisation

programmes.

(e) Working with local authority and with professional and other
organisations on measures to reduce the incidence of heart disease
and strokes, eg through the encouragement of exercise and sensible

diet, and measures to discourage smoking referred to above.
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(f) Supporting the Education Authority on health education in schools
and colleges on key health topics, including smoking, alcohol use,
mental health, care of elderly people, nutrition, exercise and preparation

for parenthocd.

(g) Seeking, with local authorities and voluntary organisations,
measures to reduce accidents on the road and in the home, especially

to children and elderly people, and to study the effects of these measures.

(n) Seeking to create a climate of local opinion in favour of

fluoridation of water supplies as a key measure towards the prevention

of dental decay.

(i) Creating awareness by voluntary, community and commerical organi-
sations of the need to harmonise their efforts to ensure that the
community has a positive approach to health promotion and preventive

medicine.

2.9 A well-organised preventive programme will need to make the fullest use of
those who are in closest contact with the public - the doctors, health visitors,
nurses, midwives, and the host of other workers in the health, social services
and education field. Health visitors, with their specialised training in
prevention and health education, and with access, in particular, to the homes

of the healthy, have a special role to play and authorities should consider
carefully possibilities for expansion of this service. The deployment of staff
to undertake the programmes will need to be carefully considered in the light

of local needs and circumstances but because of their special training in

prevention, community physicians are bound to be prominantly involved.

2.10 An effective health education service can help to mobilise all these efforts
and increase their effectiveness. Since 1974 a number of health authorities,

have introduced, or improved, their health education services, have seconded

staff for training, and have provided support, at comparatively moderate costs.

But resources, both of trained manpower and of materials, are short and authorities
will have to consider carefully how they may best be deployed, at least in the
short term, without damaging services scarcely yet fully established.
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2.11 The effectiveness of a preventive strategy will depend on two factors.
First, efficient organisation of services; and, second, information to and
motivation of the community to use these services. Many health authorities
are already implementing such a strategy, but there is room for improvement
in breadth, in depth, and in efficiency. This will not happen by chance,
and to ensure that health promotion and preventive programmes are developed for

all care groups and in all districts, planning and commitment will be needed.

2.12 It must be for authorities to determine the resources they can make
available for prevention, but there may be both short and longer term benefits
from preventive measures which cannot easily be calculated. Thus, family
planning services can reduce the demand for abortion, and effective ante-
natal services the incidence of both physical and mental handicap. Where
fresh programmes are introduced locally they will need to be well researched
and planned, their cost estimated, and their success or failure assessed.
Joint finance can be made available if authorities so decide for programmes of
research and development in health promotion and preventive medicine, whether

projects are directed at health, or social objectives, or both.
TEXTUAL REFERENCES

Te Department of Health and Social Security. Prevention and Health:
Everybody's Business: A Re-assessment of Public and Personal Health:
A Consultative Document prepared jointly by the Health Departments of
Great Britain and Northern Ireland. HMSO. 1976.

Department of Health and Social Security. Non-Smoking in Health

Premises. HC(77)3. DHSS 1977.

Department of Health and Social Security. Prevention in the Child
Health Services.
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Eating for Health: A Discussion Booklet prepared by the
Health Departments of Great Britain and Northern Ireland.
HMSO 1978.

Health and Safety Commission - Prevention and Health,
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Department of Health and Social Security - 'Patients First':
Report of a Working Party on the Dental Aspects DA(80)20 DHSS 1980.
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CHAPTER 3 - THE VOLUNTARY SECTOR

3«1 There is a vigorous tradition of voluntary service in this country.

Some of our present statutory services originated from causes taken up by
voluntary organisations - from rescuing abandoned and neglected children to
providing meals on wheels. The work of local, regional and national voluntary
organisations is often directed towards innovative work at the boundaries .of
existing services. It can bring a dimension of commitment, diversity and
experiment which enhances the quality of life. But voluntary organisations
need support and help in their work. Most of all they need the time and money
of the public, whether volunteering and contributing as individuals or as mem-

bers of religious, professional, business and other groups.

3.2 The spirit of voluntary service is demonstrated in less formal ways,
such as the support offered by neighbours to the isolated elderly. Neighbour-
hood care groups have developed spontaneously to discover who needs support
and to bring together the people willing to provide it. The number and range
of mutual aid groups have alsc steadily grown. These bring together people
who have a problem in common and enable each member to contribute to as well
as take from the group. The playgroup movement is a magnificent example:

some 350,000 children can now go to play groups organised by the community.
There are many problems on a smaller scale, sometimes of less immediate con-
cern to the community as a whole, which can benefit from the same kind of

approach.
LINKS WITH STATUTORY SERVICES

3«3 The statutory services are essential for those who lack other forms of
support or whose support is inadequate. Equally important, but less well
recognised, they can help the community to make the fullest use of the whole
range of informal and voluntary resources. This is particularly so in the
personal social services. Social services departments use voluntary organis-
ations as their agents to provide services for a wide range of clients. They
appoint voluntary services co-ordinators to work with local groups, and they
make use of individual volunteers and community workers. ©Some have been
developing forms of organisation which are explicitly directed towards unlock-
ing and supporting resources in the community, for instance by deploying field

staff to work in ’p.atches"I of around 5-10,000 population.
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3.4 This emphasis on the mutual support of statutory and voluntary services
is to be welcomed and social services departments, while continuing to
provide services for which they have direct respomsibility, should do their
best to encourage it. This involves identifying all the resources in the
informal and organised voluntary sectors, the private sector and the statutory
services, and enabling them to operate together in a concerted way. It means
offering support to voluntary effort at the right time and in the right way.
But this has to be done without crushing the commitment and spontaneity of the

informal and voluntary contribution.

3.5 By completing the activities of NHS staff both in hospital and in
the community, volunteers can help to provide a better service. The larger
organisations, such as the British Red Cross and St John's Ambulance Brigade,

and the Women's Royal Voluntary Service provide services which lie beyond

the scope of the NHS. The individual volunteer can provide friendship,

practical assistance and personal attention to the lonely and isolated patient.
In between are many organisations, mutual aid groups and leagues of friends

of varying size and degree of formality. One example is the Cross Roads
Scheme which has enabled many people who would otherwise require hospital

care to regain or retain their independence. Continuity and reliability

are essential; voluntary work organisers can help to ensure this and to

channel the good will and endeavour of individual volunteers into activities

which help to support the health services.

3.6 Children and young people in trouble can also benefit from voluntary
effort. Sharing a particular skill or activity with a volunteer can help

a youngster. Increasing use is being made of volunteers in this way in
schemes of Intermediate Treatment (IT) (see also Chapter 5). The IT Fund
will continue with grants from monies provided by the Department and from
voluntary and charitable sources. In various parts of the country firms

and local shops, in partnership with social services departments, are helping
youngsters in trouble or at risk to get used to doing a job. There is
further scope for stimulating local initiatives of this kind. Independent
groups, hostels or clubs may be the most effective way of tackling amongst

adolescents problems such as alienation, drug abuse, or racial conflict.
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3.7 In 1979/80 health authorities' income from donations, bequests and

other sources was approaching £40 million. This sum, though not large

compared with authorities' total expenditure, provides important flexibility,

and the Health Services Act 1980 = and subsequent Health Circular3 gives

authorities the freedom to raise funds themselves. There are impressi#e
recent examples of the willingness of the public and of private firms to
subscribe in cash or in kind to imaginatively presented schemes. They
include the substantial sums raised for rebuilding part of Stoke Mandeville
hospital, as well as funding on a more modest scale, for example by chambers
of commerce. Concessions in the 1980 Finance Actq on the tax position of
charities will givé a boost to voluntary donation generally and it has been
agreed that funds donated to the NHS should not be offset against those

voted by Parliament.

3.8 DBoth health and personal social services authorities may decide to make
grants to voluntary bodies, or to support worthwhile voluntary schemes. Such
grants might match voluntary fund raising for a particular scheme, or be used
to get it started, but longer term funding need not be ruled out. Between
1978/79 and 1979/80, the total amount paid by social services departments in
grants to voluntary organisations rose by 8% in real terms and the total
amount paid for services provided by voluntary organisations and 'registered
private persons" by 5%. The Department itself makes grants direct to some
voluntary bodies, in the main those whose activities are national in scope.
Its contribution has increased considerably over the years and, despite the
current severe pressure on its own resources, the total available for such

grants is being maintained in real terms.

3.9 Finally, while the strength of the voluntary sector lies partly in
its ability to meet needs as they are perceived, the planning of the
statutory services should take account of it, and so far as possible
voluntary services should be involved in the planning process. Community
Health Councils include representatives of local organisations and may
have a useful role here. The contribution of voluntary organisations will

be greatest where they can complement and collaborate with the statutory

services.
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CHAPTER 4 - THE STATUTORY SERVICES

4.1 This Chapter is about the statutory services and the general consider-

ations which will govern the way they are provided locally.

4,2 1In the past 'The Way Forward‘1 and the annual planning guidelines2 set

priorities and policies for the health and personal social services, and gave
guidance on levels of provision. National guidance is necessary on the diffi-
cult choices authorities have to face in deploying limited resources, but, as

the Royal Commission on the NHS§ said, 'the Health Departments have no

monopoly of wisdom'. The Government's replyh to the Third Report, session

1979-80, of the Select Committee on Social Services’ said:

'The Government see their role as essentially strategic. They have res-
ponsibility for the level of funding of the NHS and Ministers will con-
tinue to give strategic guidance relating to national policies and
priorities, broadly indicating ways in which they loock for development
in the Service and where economies should be sought. But if the
Government's policy of giving greater responsibility to the new district
health authorities is to be effective, it is essential that those
authorities should have adequate flexibility in applying national guide-
lines in a way that takes proper account of local needs and circum-
stances. In the case of management costs specific limits have been set;
in general, however, guidance will be less detailed and precise than in

the past.'

4.3 Statutory responsibility for the personal social services rests with elected
local government. The Government indicates broad national policies, issues
guidance where necessary and has a general concern for standards. There are

only a small number of direct controls and these are being reduced as a matter

of general Government policy towards local authorities.

L.,4 In the recommendations on priorities which follow, it should be recog-
nised that, while Governments have regularly identified services or groups as
requiring priority nationally, there may be locally one particular group or

service within the priority field which requires most attention.
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There are, too, other groups and services which authorities should not ignore,
for example, renal services, and which in some local circumstances may have a
prior claim on resources. In addition the identified priority groups overlap,
and they vary in the use made of services - as Chapter 5 points out, for
example, elderly people are major users of the general acute services as well
as of the geriatric and psychiatric services. The priorities which are set out

below need to be considered in the light of these factors.

PRIORITIES

4,5 The Secretary of State expects authorities to give priority to the fur-
ther development of services, both statutory and voluntary, for the needs, as

locally assessed, of the.following priority groups:

(a) Elderly people, especially the most vulnerable and frail. As

mentioned in Chapter 1, the number of people over 75 is increasing,
and those who need care have often been provided with unacceptably low

standards of service, particularly in some aspects of long-term care.

(b) Mentally ill people. This group is frequently provided with

services of inadequate standard and services need developing in more

aceessible facilities.

(e) Mentally handicapped people. This group also is often not pro-

vided with services of adequate standard, and many services need

developing in more appropriate locations and on a different model.

(d) Physically and sensorily handicapped people. Services to meet the

needs of this group are frequently inadequate.
4.6 The Secretary of State also expects attention to be given to the further
development, in accordance with local assessment of requirements, of the

following priority services:-

(a) Maternity services and neonatal care. The aim is to reduce

further the number of perinatal deaths and handicaps;
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(b) Primary care services. These are effective in many parts of the
P

country but the object should be to raise standards elsewhere;

(e) Services related to the care of young children at risk and to the

care and treatment of juvenile offenders. As the number of young

children increases (see paragraph 1.2 (b)) the emphasis should be on
social and health services needed to protect those most at risk. These
services should in the long run make a major contribution to the maintenance

of law and order.

4.7 The next Chapter provides additional background for each priority area.
The emphasis on these groups and services continues the priority given to them
in recent years, and the Secretary of State recognises that authorities in
many parts of the country have already made considerable progress, As the
growth of financial resources is severely limited and the priority groups are
large, further progress cannot be rapid and will depend largely on skilful use
of innovative approaches, including greater use of what the voluntary and
private sectors can contribute. Authorities will face conflicting pressures,
and the need to expand and improve services for growing numbers of elderly
people and the emphasis on care in the community are coupled with papidly
rising costs in some sectors of health - particularly hospital - and welfare

services.

4,8 The general acute hospital services, taken as a whole, are under
pressure and are treating increasing numbers of people. The growth in the
number of elderly patients is particularly marked. The trend of waiting
lists and waiting times has been upwards for some years. Authorities will
need to reappraise priorities within the acute sector. Trends in general

acute services and in hospital services for the elderly have been the

subject of two studieg‘7undertaken in the Department which will be issued

for consultation shortly.
COMMUNITY CARE

4L.9 It has been a major policy objective for many years to foster and
develop community care for the main client groups - elderly, mentally ill,
mentally handicapped and disabled people and children - as well as for the

special and smaller groups such as alcoholics. The Department will shortly
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be publishing the report of a study on community care - a summary of that

report is at Appendix 2 - which makes it clear that the specific objectives
of community care policies are different for the different client groups;
but the general aim is to maintain an individual's link with his family

and friends and normal life, and to offer the support that meets his or

her particular needs.

4L.10 We need to know more about the extent to which it is realistic to

expect the development of community care in the years ahead to be able to
prevent the admission of so many people in old age, or suffering from

mental illness or handicap, to residential or hospital care. The Department's
study highlights the essential contribution of the voluntary sector, in
particular the variety of informal ways in which individual people can help
care for others in the community. It focuses particularly on what community
care can do to meet the needs of some relatively small groups of people whose
frailty, social circumstances, or general dependency put them on the borderline
between long-term residential or hospital care and care within the community.
The study suggests that the development of community services has not so

far been specifically directed at those groups of people who require a
particularly intensive degree of support if they are not to be taken into

long term care. The study has also confirmed that community care is not
necessarily cheaper than care in an institution. As is well known, the

scale of support that some people require if they are to live at home is
considerable, and the burden on their families can be heavy. The Department
intends to consult authorities and other interests about the findings; no

firm policy decisions have been taken on the basis of what is said.
PRIMARY AND DOMICILIARY CARE

4,11 In the NHS the benefits of a strong primary health care service include
early detection of illness, swift treatment to prevent deterioration, the care
of people in the community rather than in hospital, and drawing on the
resources of the family, neighbours and voluntary groups rather than relying
on the expensive services of full-time professionals in hospital. There is

evidence9 that people in Social Classes IV and V make as much use of primary
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care services as others: more for some kinds of ill-health. It is therefore
important, for people in these social classes, that staffing levels and
premises for primary care services should be adequate. Health centres may have
a role to play in improving services in some deprived areas, but the case for
each new health centre should be rigorously examined in the light of the

1
criteria set out in HC(80)6. 2

4,12 More health visitors and district nurses are needed in many places to
strengthen the primary health care services. Authorities should aim at
increasing secondments for training. There is substantial variation in the
ratios of health visitors and district nurses to population in different
parts of the country, but this may partly reflect differences in need, so
the precise rate of increase must be left for each health authority to decide
in the light of its own local circumstances. A review by the London Health
Planning Consortium Primary Care Study Group,qq and one into the work of the
primary health care team by a Joint Working Group of the Standing Medical
and the Standing Nursing and Midwifery Advisory Committees,12 will be
available soon as guides to local action. The Office of Population Censuses
and Surveys will shortly be publishing a survey on access to primary health

1
care,3 and are now doing a study of nurses working in the community.

4,13 In the personal social services social workers have the task of helping
to secure and co-ordinate services for people who need them and of assisting
individuals and families with both immediate and longer term personal and
social problems. Pressures on these functions during the decade since social
services departments were formed has meant that the development of preventive
work, particularly through supporting and stimulating caring networks in the
community, has been slower than hoped for. This should now be given the

highest priority that the discharge of statutory duties allows.

4,14 Among the domiciliary services home helps provide varied and fiexible
services for people with a wide range of needs. Local voluntary organisations
contribute to day care for a number of client groups. The volume of
domiciliary service depends on resources available, but there may well be ways

of further developing its major preventive role.
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PLANNING AND COLLABORATION

4.15 Health and local authorities have a statutory duty to co-operate to
'secure and advance the health and welfare' of the populationj This
collaboration will continue to be important when the new district health
authorities are established. Joint consultative committees remain a legal
requirement and informal machinery involving bodies will continue to

be needed as well.

4,16 Health authorities also have a statutory duty to provide services to

local authorities to enable them to discharge their functions relating to
-

i
social services, education and public health.

4,17 The planning arrangements for health and local authorities, including
those for joint planning, are an important part of the machinery for assessing
alternatives. The original NHS planning system was cumbersome and the

; : : R 1
Department is proposing a simplified system. 2

4,18 The joint finance arrangements make NHS funds available for agreed
social services schemes. But additional ways are needed of transferring
resources to the personal social services to provide for people who would be
better cared for outside hospital. It is intended to issue a consultative

document later this year.

4,19 There is a statutory requirement that facilities should be provided for
clinical teaching and research. Health authorities, particularly those within
which there are universities with medical or dental schools, carry the main
burden of responsibility. HH(80)4016 invited views on the most appropriate

ways of ensuring that the needs of medical education are fully taken into account
in the planning and management of the service. Zﬁutcame of consultations -

one sentence/.
FINANCE

4,20 TFor local government, national resources are made available to supplement
income from rates and other sources through the rate support grant. Financial
management is a major task for local government and there is no need to

amplify it here. The following details on NHS finance may however be helpful.
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4,21 The Department distributes revenue and capital funds to regional health

authorities on the basis of the principles established by the Resource

A
Allocation Working Party (RAWP). 7 The Working Party saw its underlying

objective as securing, through resource allocation, equal opportunity of
access to health care for people at equal risk. Thus, revenue allocation to
regional health authorities are based on a formula of which the main
criterion is population weighted to reflect relative health care need.
Regional health authorities are expected to apply similar principles in
making sub-regional allocations. Research is continuing into some aspects

of the resource allocation process.

4,22 The revenue and capital allocation to regional health authorities are
for hospital and community health services and are subject to strict cash
limits. They include an increment designed to cover changes in pay and prices
in the year ahead. Allocations to areas and districts are in turn cash
limited. Authorities must contain their cash expenditure within the limits
set and if necessary must reduce expenditure - by making economies or by
reducing the volume of services provided. Expenditure on family practitioner
services is regarded as being demand-determined and cannot therefore be
directly controlled by pre-determined cash limits. The size of the annual
drug bill - approaching £800 million in 1979 - makes it important to secure
efficiency and economy in prescribing. The Department helps general
practitioners to keep themselves informed about the effectiveness and the
costs of drugs, and about the individual practitioner's own prescribing
habits. This is done in a number of ways: for example through this
Department's Regional Medical Service and through the British National
Formulary and other publications. Drugs and dressings dispensed through

hospitals are subject to cost limits in the usual way.

4,23 Within their total cash limits, regional health authorities may maintain
reserves and vary the allocations for district health authorities as they
judge necessary. To encourage the most efficient use of resources the
Department, with the agreement of the Treasury, operates arrangements which
enable regional health authorities to carry over to the next year up to 1% of

their revenue cash limit and to the next-but-one year any capital underspending
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up to 10% of their capital cash limit. They can also transfer within any
single financial year up to 1% of revenue to capital and up to 10% of capital
revenue but this facility should not be used to distort the national priorities
for capital and revenue expenditure. These arrangements may be extended as
appropriate to district health authorities. In addition to their cash limits
health authorities retain income from private patients and other charges.
Health authorities will be expected to distribute their resources to budget
holders and to develop budgetary procedures to ensure adequate financial
control; for example through unit and functional budgets and by the development

of clinical or specialty budgets.

L.24 Full account should be taken of the economic value of the land and
buildings held for the NHS. Acquisition of new property has to be balanced
against other priorities for capital expenditure. NHS planning and estate
management needs to make full use of all NHS property, by rationalising
holdings, upgrading or extending suitable buildings and identifying any land
or buildings which are under-used or for which there is no firmly planned
NHS use in immediate prospect. Every effort must be made to sell surplus
land and buildings. This reduces the cost of maintaining the estate and

brings in useful capital from the proceeds which are retained by the NHS.
MANPOWER

4,25 Changes in management, national negotiations on pay and conditions of
service and other factors, will effect the use of manpower, but most changes
will be marginal and gradual, the product of many small decisions taken
locally. Local managers will need to be alert to ways of achieving greater
efficiency in the use of staff and of experimenting with different mixes of
staff, including those employed on contract, particularly when there are
local shortages. Effective training can extend the skills of managers and

staff, and spread understanding of local objectives.

L,26 The flexible use of staff depends heavily on good industrial relations
and effective personnel policies. The authority's policies on industrial

relations issues need to be known and consistently applied, and there should
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be early consultations with staff about decisions on the running of the

services in which they themselves work.

4,27 Manpower planning needs to be integrated with the planning of services,
particularly in respect of professionally qualified staff for whom decisions
on training intake levels have to be taken many years ahead of manpower
requirements. A start has been made on this in the NHS; it must be
consolidated and extended locally, regionally and centrally. Although the
primary responsibility for planning and controlling manpower use rests with
individual health authorities the Department works closely with the NHS in
promoting effective and economical manpower planning. There is a Joint Manpower
Planning and Information Working Group (MAPLIN) which brings together local
manpower planners and representatives of the Department. This has provided a
useful forum for promoting the development and manpower information systems

and fostering a collective approach to manpower problems.
4,28 There are a number of important factors relating to medical staffing:

(a) For a number of reasons - a principal one being changes in
registration arrangements - there may be a reduction in the number

of overseas doctors entering the country. This could exacerbate the
shortage of doctors in particular specialties; for example those

concerned with elderly epople and mental illness; in community medicine and

in important support services such as pathology and radiology.

(b) There is geographical maldistribution with some areas persistently
unable to attract sufficient hospital doctors and/or general medical and

dental practitioners.

(e¢) The Government is taking up initiatives with health authorities and
the profession in pursuit of the firmly established policy that patients
should be cared for as far as possible by fully trained doctors.
Specifically the concern is with increasing the proportion of consultants.
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4,29 There remains a shortage of nurses in certain fields - mental illness,
mental handicap - and of qualified children's nurses as well as midwives

in some localities. A shortage of theatre nurses is the greatest obstacle

in some areas in reducing waiting lists. Recruitment is at present inadequate
in health visiting and perhaps also in district nursing. The recent reduction
in the nurses' working week = 372 hours - could require staff increases of

about 6% to fulfil present service commitments. Whether and how much nursing
school intakes should increase to cope with change will depend on how successful
local management is in reorganising work to minimise the need for extra

staff.

4,30 A number of staff groups in the NHS will be affected by retirement
bulges in the 1980s: there is a high proportion of older general practitioners
in inner city practices and older doctors are heavily over-represented in
certain hospital specialties and in community medicine. Retirements may

add to existing shortages of chiropodists unless numbers in training are
increased. Recruitment over the decade may be affected for some groups by

a reduction in the number of school leavers, although this may be off-set

by wider movements in the employment field. Authorities may need to rely
more on recruiting older men and women, on making it easier for trained

staff with family commitments to stay at work or return after a break, and

on inducing those who have left NHS employment to return.
QUALITY AND EFFICIENCY OF SERVICES

District Health Authorities

4,31 Authorities should attach the greatest importance to using'their

resources as efficiently as possible, particularly at a time when public
expenditure as a whole is being reduced and NHS expenditure is nevertheless
being maintained at planning levels. Authorities will rely heavily on the
experience and knowledge of their professional staff to provide good quality
and efficient services but each authority itself must ensure that the systems
introduced both achieve these means and provide relevant information to

authority members.
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4,32 The changes announced in HC(80)519 are designed to make the service
more responsive to local needs and to place greater responsibility on
staff at the operational level where most decisions affecting the way
resources are used are taken. Proposals set out in HN(81)-15 for
simplification of the NHS planning system should enable the planning of
service developments to be more closely linked with day to day management,
and the information for planning to be economically assembled and assessed.
The Department is considering possible changes in the procedures for
approval of major capital developments and also how current. investment
appraisal procedures can be improved. Current experiments in locally
based budgets, and improved costing information for clinicians20 may also

provide tools for improved use of resources.

L4L.33. A key element in improvement is adequate, relevant and timely

information. The Steering Group on Health Services Information chaired

by Mrs Kgrner, vice-chairman of the South Western RHA, has been established
to look at NHS activity, manpower and other data, and a linked group has
been set up to review NHS financial and costing data. The objectives of
both reviews are to ensure that the information collected is more relevant
to the Department's needs; to reduce the administrative burden imposed by
the collection of statistical returns; and to improve the accuracy and
timeliness of information by basing it, as far as possible, on data

required locally by authorities, by management and by professional staff.

L,34 The Department is considering possible pilot schemes for introducing
to the whole health service a form of monitoring, perhaps to be called a
'Management Advisory Service', as indicated in the reply to the Select
Committeeq. The extent of such a service will not finally be determined
until after the pilot schemes have been completed and their usefulness and
cost effectiveness evaluated. The pilot schemes will be capable of
examining all aspects of management - they will be looking at efficiency and
quality across a broad spectrum. A Management Advisory Service could
therefore include the elimination of inefficiency among its aims; draw
attention to examples of waste and disseminate good practice. One of the
purposes of the pilot studies is to assess whether a regular visiting system

or a programme of work based on selective studies of particular aspects of
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the service would be the more fruitful approach.

4,35 Authorities may also look to a variety of outside sources for advice

and help.

(a) Health Advisory Service, which looks at long-stay services other
than for the mentally handicapped and, in conjunction with the
Department's Social Work Service, at corresponding social service

facilities.

(o) Development Team for the Mentally Handicapped, which can advise

authorities on all aspects of their services.

(¢) National Development Group for the mentally handicapped was
disbanded in 1980 but its publications continue to be available

free of charge. They set out guidance and help to authorities on the
services to be provided, and the Group's final publication 'A Checklist
of Standards 2 will help authorities in monitoring their services

for mentally handicapped people.

(d) The Health Service Supply Council which will be a source of help

to health authorities in obtaining value for money when purchasing

equipment and supplies for the NHS.

(e) The Department's Catering and Diabetics and Domestic Services
Branches provide a range of consultancy to health authorities on

22
request .

(f) National and Regional Management Services; results of national
efficiency studies are published and reports of O and M and other

relevant studies carried out in other Regions may also be obtained.

(g) Publications by research and other bodies, including the
British Institute of Management Services and the Royal Institute of
Public Administration.
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Many authorities also find it useful to establish links with local

University and other research facilities.

4,36 The task of assessing an authority's performance will be a major
management responsibility for the authority and its officers. A programme

of visits and review of district services will help authority members to

judge the quality of services provided. National measures may pfovide a guide
to what can be achieved, but are unlikely to be applicable locally in full.

It is important that authorities are aware of developments elsewhere,

although statistical comparison with other authorities needs to be

undertaken with care. An annual report by district health autorities

would provide an opportunity for each authority to consider and account

for the standards of services provided. Appendix 3 sets out in more detail

measures which authorities have taken, or might take, to increase efficiency.
Personal Social Services

4,37 Iocal authorities' responsibilities for personal social services are,
of course, only a part of their much wider responsibilities. They have
various sources of advise available to them on the efficiency of their
services including the Local Government Audit Service. The Social Work
Service of the Department, among its other functions, carries out
inspections of a range of services provided by Social Services Departments,
and is ready to advise them and voluntary organisations on social services

matters.
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CHAPTER 5 - PRIORITY GROUPS AND SERVICES

5.1 This Chapter considers provision for the priority groups and services
referred to in the last Chapter. It does not attempt to prescribe in detail
how they are to be developed which must be for local decision, but it
indicates the broad approaches which the Secretary of State wishes authorities
to follow.

ELDERLY PECPLE

5.2 The Government will publish a White Paper on elderly pe0plé1 and
authorities will be able to develop their services in that broader context.
The White Paper will cover all aspects of support and care for elderly people

including community care services and care in hospital.

5.3 The whole community should be involved in providing adequate support
and care for elderly people. Public authorities will not command the resources
to deal with it alone. Nor could official help meet all those needs which go

beyond the provision of material benefits.
5.4 The objectives for health and local authorities should be to:

(a) Strengthen the primary and community care services, together
with neighbourhood and voluntary support, to enable elderly people
to live at home. Some elderly people may need the additional
support and cover of sheltered accommodation but this form of
housing provision will be available only for a relatively small

number.

(b) Encourage an active approach to treatment and rehabilitation
to enable elderly to return to the community from hospital wherever
possible. The development of acute geriatric units in district
general hospitals enables acutely ill elderly people, who require
the special expertise available in departments of geriatric
medicine, to be cared for by a consultant in that specialty. These
departments are centres of expertise for others involved in the

care of elderly people in the hospital service and in the community;
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(e) Maintain capacity in the general acute sector to deal with
the increasing number of elderly patients. Two-thirds of all non-
psychiatric hospital in-patients aged 75 and over are currently
treated in general acute beds. It is in this age group that numbers
are expected to increase considerably, and in which treatment needs
are generally more complex - because there may be several conditions
which need treatment at the same age - and rehabilitation is more

difficult than for other age groups.

(d) Maintain an adequate provision for the minority of elderly

people requiring long-term care in hospital or residential homes.

5.5 The studies referred to in Chapter 4 throw some light on these objectives.

The study of the general acute sector2 of the NHS shows that most of the increased

activity over the last 10 years in that sector has been in treating elderly people.
The increase has been greater than would have been required to keep pace with the
increase in the number of elderly people. The study of hospital services for the
elderly shows that despite the expansion of specialised departments of geriatric
medicine, and the high levels of activity they have achieved, the pressure of
demographic change means that a major burden of provision for elderly patients

will continue to fall on the general acute services. It identifies a need to

examine alternative ways of increasing medical manpower for geriatric medicine

and a need for medical and surgical specialities to develop specific policies for

the effective treatment and rehabilitation of the growing numbers of elderly patients

they will be called upon to treat.

5.6 A comprehensive geriatric service is not likely to be practicable over the
country as a whole within the next 10 years because of inadequate recruitment to
geriatric medicine. The general acute services will therefore continue to be
responsible for the treatment of a correspondingly greater number of elderly
patients, and this will need to be taken into account in planning hospital
services. The impact of the short-fall in provision for elderly patients in
departments of geriatric medicine on nurse manpower in general acute wards and
on remedial services requirements will need to be considered. Admission and
discharge procedures in many specialties must reflect the problems of elderly

people, especially those living alone or with elderly relatives who are themselves
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frail or infirm. Staff working in general acute wards should be trained
in the special needs of elderly patients and be able to obtain advice and

guidance from the multi-disciplinary geriatric team.

SERVICES FOR THE MENTALLY ILL

5.7 The planned development of services for the mentally ill is broadly

as set out in the 1975 White Paper, 'Better Services for the Mentally Ill'?
Its advice was supplemented by the 1980 Report of the Working Group on
Organisation and Management Problems of Mental Illness Hospifalé+(the

Nodder report). The aim is for people to be able to use the service they
need with the minimum of formality and delay, and without losing touch with
their normal lives. Services should be readily accessible and, subject to
needs. These should be separate from other NHS and social service provision
only to the extent that patients' or clients' needs dictate, and the NHS,
local authorities and voluntary bodies will need to develop co-ordinated and
complementary services. For example, facilities for the care and rehabilitation
of those disabled by chronic mental illness need to be provided by both

health and social services working together.

5.8 Social services departments and the voluntary sector provide essential
services for mentally ill people and their families, including residential
and day care and other support and rehabilitation facilities. They also

provide a link with all other services a community provides.

5.9 NHS services are patchy. Over the country as a whole the most urgent

tasks are to:

(a) Create as quickly as possible a local service in those
districts that still have little local provision., This will imply
reducing the catchment areas of mental illness hospitals to their

own districts, as proposed in the Nodder Report;

(b) Provide in every district enough suitable accommodation for
the care of the elderly severely mentally infirm, taking account of
the likely increase in numbers; and of the same time ensure that
every district has a consultant psychiatrist with a special interest
in the elderly, who can play a key role in developing psychiatric

services for elderly people.
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(e) Make arrangements satisfactory to patients and staff locally
for the closure over the next 10 years or so of those mental illness
hospitals which are not well placed to provide a service reaching out
into the community and are already near the end of their useful life.
Such closures should provide a source of staff, capital and revenue
to support the development of the new pattern of health services for
the mentally ill; including community psychiatric nursing and perhaps

help to support the development of services provided by local authorities.

5.10 The care of patients who are difficult to manage, including those who
have committed an offence, is part of the responsibility of NHS psychiatric

and mental handicap services. These patients fit less easily into the new
pattern of services. Many psychiatric hospitals and units and mental handicap
hospitals provide an adequate service for them but it is important that others
should develop such facilities. It remains Government policy for each region,
using central funds, to establish in addition a regional secure unit (and secure
facilities in the interim) to accommodate those who, while not requiring
treatment under conditions of security such as are only to be found in special
hospitals, cannot be managed satisfactorily in an ordinary NHS hospital or

unit. These secure facilities should be seen as part of a continuum of care

in local psychiatric services, but experience has shown that without a strong
lead from the authority, they are difficult to establish. The Royal College of
Psychiatrists has recently published a report 'Secure Facilities For Psychiatric

]
Patients - A Comprehensive Policy”.

SERVICES FOR THE MENTALLY HANDICAPPED

5.1 The path of development of services for mentally handicapped people

remains broadly as set out in the 1971 White Paper 'Better Services for the

Mentally Handicapped'§ A recent Departmental review of mental handicap

policy 'Progress, Problems and Priorities'’ shows that there has been an
encouraging increase in day services but that too many resources are still
concentrated in large, badly located buildings and in services that do not
best meet the needs of the people they are intended to serve. The Government
has accepted 'in principle the model of care set out in the Report of the
Committee on Mental Handicap Nursing and Care8 (Jay Committee) but has

indicated the need for further consideration of the best way of providing
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for the special needs of the relatively small numbers of the most severely

multiply handicapped people. The main aims for authorities should be to:

(a) Provide a locally based service that enables mentally handicapped
people to live with their families where possible, or failing that in

a local community setting.

(b) Help develop the capabilities of each individual so that he

or she can live aS independent a life as possible.

(c) Support those looking after mentally handicapped people at home
by providing day services, and short-term residential care for

training, relief and holiday purposes.

5.12 The 1971 White Paper6 set as a target the introduction of necessary
changes within 20 years. Resource constraints will make this more difficult
to achieve, and developing joint planning between health and social services
authorities, and close involvement of voluntary bodies and other agencies
such as education and housing authorities will be essential. Joint funding,
referred to in Chapter 4, facilitates joint co-operation between health and
local authorities on important projects. Funds may also become available

from disposal of redundant hospitals.

5.13 Some mentally handicapped children and adults, will require residential
care in a health setting, but the aim must be to limit this to those who have
clear medical and nursing needs, and any new provision should be in smaller
and more local units than envisaged in the 1971 White Paper.6 Large
hospitals do not provide a favourable environment for children to grow up in,
and it is clear that the White Paper considerably over-estimated the numbers
of children who would require this care. A range of alternatives to care

in mental handicap hospitals is being developed and should be taken into

account in planning children's services.
SERVICES FOR PHYSICALLY DISABLED AND SENSORILY IMPAIRED PEOPLE

5.1% Chapter 2 referred to the screening and other methods which will help
prevent disability. Services for people who are physically disabled or
sensorily impaired should have the general aim of enabling them to lead

full and purposeful lives if possible in the community, and preventing or
[A TRy 2 oo
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reducing the effects of their conditions. Social services departments will
need to provide social work, home helps, meals on wheels, aids to daily
living etc; and, in co-operation with housing departments, home adaptations.
Health authorities will need to provide district nursing and incontinence
services, remedial therapy, speech therapy services and chiropody. Voluntary
bodies, often acting as agents of local authorities, can provide such services

as care attendant schemes, holiday homes, counselling and information.

5.15 Health and local authorities should aim to:

(a) Relieve pressures on caring relatives through more short-term
care and treatment (including day care), development of services for
the incontinent, care attendant schemes and perhaps through the
development by voluntary bodies and community groups of other

supporting services for disabled people and their families;

(b) Further improve arrangements for caring for younger disabled

people separately from the elderly;

(c) Help those with hearing impairments to make the best use of
the improvedrange of aids, in particular by the recruitment and

training of additional hearing therapistsy

(d) Improve co-operation between authorities to ensure that visually

handicapped people, particularly the elderly, are aware of and can
benefit from the services and advice which should be available to
them. Services for newly blind people should be improved. They
should be able to receive teaching in daily living skills and the

support necessary to achieve independence in the community.

5.16 Good rehabilitation services minimise the impact of disabling accident
and illness; they should be fostered. Referral arrangements between health
and employment services need particular attention: a recent report of the
National Advisory Council on Employment of Disabled People is being issued for

9

consultation.




SERVICES FOR CHILDREN
National Health Service

517 A Paper entitled 'Prevention in the Child Health Services‘qo was made
available in March 1980 outlining the main objectives and content of the preventive
child health services. It also suggested a basic programme of surveillance and
stressed the importance of health education. A crucial need is to improve take-up
of child health services since it is often those who need these services most who
use them least; but as the scope for the expansion of these services is limited,
any additional resources should be directed towards areas of high social stress,

high infant mortality or low take-up of preventive services.

5.18 The Government has endorsed the overall philosophy of the Court Committee

Repc::rt,‘]‘| has reaffirmed the principles set out in HC(?8)5,12 and has stated it's

concern that health authorities should develop plans for an integrated child health
services as soon as resources permit. It has also been reaffirmed that all acutely
ill children in hospital should be treated in comprehensive children's departments
under the general oversight of a consultant paediatrician and that those depart-
ments should be staffed by suitably qualified nurses. The Consumers Association's
excellent report on 'Children in Hospital‘,1§ published in June 1980, was recently

commended to health authorities.

5.19 In August 1980 the Government published the White Paper 'Special Needs in
Education' (Cmnd 7996) announcing its intention to introduce legislation to reform
the statutory framework of special education in line with the recommendations of the
Warnock Report. The concept of special educational treatment appropriate to certain
defined categories of handicap will be replaced by a new concept of provision to
meet special educational needs. The Government's approach envisages a substantial
contribution from the health and personal social services, and medical and other

staff will play an important role inthe assessment of children's needs.
Personal Social Services

520 A prime objective of both statutory and voluntary services should be to
encourage the development of self-help and community activities involving children,
and through these to help parents look after their children better. The develop-
ment of play groups, family centres and home visiting schemes can all make a

significant contribution. There are, nevertheless, 100,000 children in the care
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of local authorities. While some of these children are best cared for in
residential homes, far more of them could benefit from living in a family environ-
ment with foster parents. More, too, could be adopted by suitable families.
Fostering and adoption not only benefit the child; they are also an economic use
of resources when compared to high-cost residential homes. Voluntary agencies
have always played an important role in services for children, and local

authorities should build on this in the development of their own services.

5.21 Local authorities have a statutory responsibility to provide adequate care
and protection for youngsters in trouble or at risk of getting into trouble with

the courts or police. Detailed plans were announced in the White Paper on Young

Offenders1q for strengthening magistrates courts by giving them powers to make

2 new orders. The Residential Care Order will enable them to require that a
youngster who offends while already in local authority care as a result of an earlier
offence shall not live at home for a defined period. This will provide magistrates
with a real alternative to a custodial sentence in certain circumstances. The
Supervision Order will be strengthened to enable them to require a young offender

to participate in an agreed programme of supervised activities such as intermediate
treatment (IT) and is part of the current commitment to promoting community-based
ways of dealing with disadvantaged young people so as to keep them in contact with
their families, friends and home environment. Local authorities have been asked

to protect their IT expenditure, while the Department is encouraging voluntary

organisations to participate in IT by giving grant aid.
MATERNITY SERVICES

5.27 Notable achievements have been made over recent years in reducing perinatal
and neonatal mortality and associated handicaps. The Government's Reply, Cmnd 8084?5
to the Second Report from the Social Services Committee for the 1979-80 session16
reaffirmed the priority they attach to further reduction through the improvement of
maternity and neonatal services. They believe that the best way of effecting this

is for health authorities to consider the great majority of the Committee's recom-
mendations which concern the National Health Service. Authorities have been sent
copies of the Committee's Report and the Government's reply and have been asked to
study them in the light of local circumstances and needs to give priority to
implementing those recommendations which they judge most urgent as part of a

sustained campaign to improve services in each area.

523 The Committee recommended the introduction of national standards and
norms, for staffing and equipment in the maternity and neonatal services.

The Secretary of State intends to establish minimum standards which are
o T
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attainable within a reasonable time and with reasonable staffing and finance:
discussions are being held with the relevant professional bodies about the

fields in which standards should apply and how they should be defined.
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CHAPTER 6 - PARTNERSHIP WITH THE PRIVATE SECTOR

6.1 Part of the health care of this country has always been provided by
the private sector - private hospitals and nursing homes, private care in
general practice, and health schemes related to employment. The size and
scope of the private sector were briefly described in Chapter 1. Public and
private medicine are closely inter-related. Those who use private medicine
usually continue to use the NHS for certain services, and many doctors work
in both sectors. In the past Governments have too often neglected or
ignored the opportunities for co-operation between the private and public

sectorse.
PRIVATE PATIENT USE OF NHS FACILITIES

1
6.2 The Health Services Act 1980 dissolved the Health Services Board and
halted the enforced withdrawal of private facilities from NHS hospitals.
Where there is local demand new facilities will be authorised, subject to

the statutory requirement that NHS patients should not be significantly

disadvantaged as a result. The arrangements are set out in HC(BO)1O.2

Provided that arrangements for admission and treatment are fair to all
concerned, private practice and the income it generates should be to the
benefit of NHS hospitals. In addition to the statutory safeguard, principles
of good practice have been agreed with the medical profession which cover
such matters as common standards of care and services, the prevention of
out-patient queue jumping, and common waiting lists for urgent admissions

and the seriously ill and for highly specialised diagnosis and treatment. If
the present trend towards treatment of private patients suffering from
routine surgical conditions in independent hospitals continues, the
importance of equal access to specialised facilities will increase. Revised
consultants' contracts permit highly skilled medical staff to use their time

efficiently and flexibly both in the public and private sectors.

PRIVATE HOSPITALS

6.3 The Government have retained powers to check that the NHS is not harmed

by large new private sector developments. Health authorities are responsible
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for ensuring that adequate standards are maintained in private hospitals.

Apart from these controls the private sector is free to find its own level.

The growth of independent hospitals shows the demand for their services.

As the Royal Commission on the National Health ServiceB\noted, they can respond
more directly to patients' needs, and provide pointers to areas where the

NHS is deficient. For example, lengthy NHS waiting times for minor surgery
have led to development of facilities in the private sector. A close

working relationship between health authority and private developer from the

planning stage onwards will help to ensure that private facilities complement

those provided by the NHS. In much the same way planning of new NHS hospitals

should take account of private institutions.

6.4 The expansion of the private sector should not be confined to acute
facilities in hospitals. The growing importance of prevention and of the
provision of nursing care for elderly people has been made clear elsewhere
in this Document, and most of it will be outside hospital. There is plenty

of room for growth in this area.
THE NHS AND THE PRIVATE SECTOR

6.5 The present constraints on the resources available to the NHS should
encourage a more imaginative approach to the possibilities of planning and
providing services in partnership with the private sector where it is
economical to do so. Interchange or sharing of private sector and NHS
staffing may eventually be possible. In some places contractual arrangements
for the use of independent hospitals and nursing homes to provide services
for NHS patients are in integral part of NHS services. They provide
flexibility by adding to the options open to health authorities. Where

there is a bottleneck in the provision of health services, the possibility

of temporary or longer term contractual arrangements may be worth considering.
For example, a long waiting list caused by a shortage of theatre facilities
may be helped by a short term contract to reduce the backlog. A shortage of
capital to provide an expensive item of equipment might be met by encouraging
a private developer to provide the equipmentunder contract. In certain
circumstances either party could benefit from the use of facilities at full

capacity, whereas facilities provided separately might be under-used.
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PRIVATE CARE IN THE PSS

6.6 Outside hospital the contribution of the private sector to the care

of our growing number of elderly people is becoming steadily more important,
particularly in areas with high proportions of retired and elderly people,
where the statutory services are already hard pressed. The private and
voluntary sectors provide about 30% of residential care available for
elderly people. ILocal authorities may make arrangements with registered
private homes for the care of elderly or infirm people, and many do so.
Charges for such 'sponsored' residents are assessed on the same basis as for

residents in an authority's own homes.

6.7 local authorities may make arrangements with private concerns and
individuals for provision of holidays, for fostering children and for the
periodic relief of families caring for elderly People; and some individuals
make private arrangements for domiciliary support (such as domestic cleaning
and nursing care). But there is so far little interest in the private sector
in providing a basic range of support services for people living in their own
homes who could afford to pay for it; and only a few private firms have shown

an interest in sheltered housing arrangements.

6.8 Private enterprise plays a useful part in providing children's homes
and here too there is room for development. There are about 170 private
children's homes in England and Wales which, in return for a fee, accommodate
children in the care of local authorities. Many specialise in taking family
groups or the older or more difficult children. Zﬁhe Government favours the
idea, when opportunity permits of private children's homes being brought into

line with other accommodation for children in care, by requiring them to

register and conform to adequate standards:7
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NEXT STEPS

Neither at region nor district in the NHS, nor in social services departments,
will it be necessary to engage in a fresh round of planning, as a result

of these guidelines. Their message will be best reflected in the continuing
re-assessment of services and opportune decision-taking by members and

their senior officers. It is intended that they, and professional groups,
should study the document and consider how its message can best be developed
and implemented for their local circumstances. There is not be be a formal
consultation process for this document but the Department will be pleased

to receive any comments, general or particular, from national or local bodies.

As authorities proceed with assessment and self-audit, and whether in reports

of progress or in drafting and publishing plans, convey to their own community
and staff their assessments and their proposals for action, the Department

will seek to review the overall pattern. It will be able to discuss with
national bodies and representative groups, including the voluntary organisations,
and learn their views of progress. The NHS planning system is being simplified
and its requirements reduced (consultation is going on about this), and in its
modified form this will provide an important means of assessing how the strategy

is generally being applied within the new DHAs. Regular statistical returns
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to the Department, which are to be substantially cut, will provide a

quantified account of some objectively measurable items.

It will be important that those who are responsible for local services,

and those who represent the users, should make sure that local standards are
maintained, especially for the vulnerable groups. Pilot studies of the best
means of monitoring quality and efficiency are being launched. However, much
of the desirable improvement proposed by the present document, such as
developments in the voluntary sector, and in the balance of health and
social services, can only be subjectively and qualitatively assessed. Thus,
responsibility lies especially on chairmen and members of authorities to see
that they carry the strategy into effect. Ministers are conficent that they

will give a good account of their stewardship.
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ROLE OF CHAIRMEN AND MEMBERS OF HEALTH AND LOCAL AUTHORITIES

1a The Chairmen and members of each DHA will corporately be responsible
for the provision, planning, and management of the health care services

in their district within national and regional guidelines. They will employ
full-time staff to carry out these functions on behalf of the Authority,

to whom the officers are accountable. The Authority's Chairman and members
will, in turn, be accountable for their decisions through Regional Health

Authorities to the Secretary of State.

e Advice on the role and functions of health authority members was given
in Circular HRC(73)22. This will be restated .and amplified in a new circular
on appointments to District Health Authorities to be issued in the Spring

of 1981. There is also a useful chapter on the member's role in NAHA's

"NHS Handbook' (published in May 1980).

Je The Local Government Act 1972, sets out in general terms the roles and

function of chairmen and members of local authorities. Other legislation
relates to specific functions of local authorities including their social

services departments.
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SUMMARY

Appendix 2

1« The terms of referemce of the study were

"o clarify policies for the development of community care for the HPSS in terms

of the resources now expected to be available, includimg self-help, the contributiom
of the voluntary sector, and the contribution of the private sector, and focusing
on the patterns of service and interactions between the NHS and the PSS".

In the time available, it was necessary to limit the scope of the study to a mumber of
specific areas. In view of the emphasis in the terms of reference on the interaction
between NHS and PSS provision, one main focus of the study is an assessment of the shift
in the balance of care away from long-term hospital or residential provision for certain
people whose needs put them on the boundary between long-term institutional and other
modes of care. The Study locks particularly at those relatively small groups of elderly,
mentally ill and mentally handicapped people whose level of dependency, circumstances or
frailty require especially intensive care. These groups are referred to throughout the
report as 'boundary groups'. Consideration of much of the work which is carried out in
the community by health and social services staff has been deliberately excluded - for
example, much of the preventive work carried out by general practitioners, health visitor:
and district nurses and the episodic type of intervention undertaken by these staff as

well as by social workers.

2. The other main area highlighted in the report is the contribution of the voluntary
sector. The vital role of the voluntary and informal sectors to the network of community
based support available is striking. The option of home based care is often only
available where voluntary and informal effort provide the major contribution to caring
for people. Given the paucity of data available on the extent of the private (as

opposed to the voluntary) contribution to ;ommunity based packages of care, it was

decided to exclude consideration of this area.

3, Community care in relation to specific client groups has been the subject of
considerable attention but much less effort has been devoted to an overall analysis

of the development of community care. Even within the specific areas chosen for
particular attention in this study, much of the ground was uncharted and it has not been
possible to draw firm conclusions. The report concentrates on identifying those
questions which would seem to require further consideration either by the Department or
by key people in the field. It should be emphasised that it was not the purpose of the
study to question the philosophy of community-based care. There is little doubt about
the benefits to be gained from providing for people's needs in a flexible way which

s5
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maintains their links with ordinary life, family and friends, wherever possible, s
offers greater choice. The intention of the study was to document progress so far
in the specific areas chosen for detailed examination and to indicate possible problem
areas in the implementation of policy which require attention in order to maximise the

potential of community care.

4, The main points which have emerged and the questions raised are:

(a) The concept

The term 'community care' is used in a variety of ways and may be misinterpreted.
It may describe the services and resources which are involved (eg community care
is those services provided outside of institutiems ess) Or an objective of service
delivery (eg community care in minimising the disruption of ordinary living... )
Although it would not seem fruitful to offer one all-purpose definition it is

important to specify what is meant wherever the term is used.

(b) Cost-effectiveness of community care
i. community based packages of care may not always be a less expensive or more

effective alternative to hospital or residential provision, particularly for those

living alone;

ii. their 'cost-effectiveness' often depends on the contribution of informal carers
(relatives, friends and neighbours) who may shoulder considerable financial, social

and emotional burdens as a result;

iii. health and social services authorities need to consider all the public
expenditure costs involved in determining patterns of service for particular
groups although their decisions are likely to be particularly influenced by
consideration of those resources for which they are themselves responsible; and

iv. few studies have compared both the cost and the effectiveness of different
packages of care. More research is needed in this area but it would be a mistake
to underestimate the methodological difficulties.

(¢) Developments in community care: the boundary groups

(i) there seems to have been little identifiable shift away from hospital and
residential care for elderly people on the margins of institutional and community
based care although increased community services such as home helps, meals on
wheels and district nursing have clearly benefited those whose needs are not yet
such as to put them into this group; . . ___.
REc:. . i
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(ii) there may have been a tendency to underestimate the core of elderly people
who will always require long-term residential care and reviews by authorities of

their need for residential home places may be appropriate;

(iii) the average age of admission to residemtial homes, and possibly the level
of dependency of new residents, has risen. No firm conclusion on reasons for
these changes is drawn but one possibility is that they are a consequence of
increasing pressure on residential homes resulting from demographic and social

factors;

(iv) in relation to the memtally handicapped, there has been a shift away from
long-term hospital care to residential home provision but resource constraints
seem to have hampered the development dt the rate envisaged of other alternatives;

(v) for the mentally ill, progress towards the White Paper targets for the run-
down of large, isolated psychiatric hospitals and the provision of community-based
packages of care has been considerable but there are bottlenecks eg the lack of

day centres; and

(vi) For all these groups, community based alternatives to long-term institutional
care require a package of provision with input from health and social services
staff as well as from the voluntary sector. This reinforces the importance of
close collaboration between health and social services authorities and between

these and the different parts of the voluntary sector.

(d) The role of the voluntary sector

(1) It is important to distinguish between the differemt components of the

voluntary sector. A broad classification runs from informal covers (family,
friends and neighbours) through mutual aid groups, neighbourhood care groups
and volunteers to formally constituted voluntary organisations;

(ii) the informal sector is vital to community based care and needs to be

sustained and strengthened;

(iii) however, 1t 1sdimportant not to assume that the amount of informal care can be
rease
11mitleualy‘( The organised voluntary sector and statutory agencies must aim

to supplement natural networks where these are absent or deficient;

(iv) further work is required to identify constraints on the development of
community based services which could be eased by concentrated action by volunteers

and voluntary organisations;
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(v) different ways in which social services departments might organise thamgves
and deploy their staff in order to work most effectively with both the organised
voluntary and informal sectors should be explored; and

(vi) voluntary service co-ordinators in the health service might be encouraged
to give greater priority to voluntary effort in support of community health

services.

(e) Early discharge schemes, day surgery and other developments

A number of issues which are not directly related to the Study's main themes

are noted:

i. BEarly discharge and day surgery schemes require adequate district
nursing support and such schemes should not be introduced without full
consideration of their impact on the workload of district nurse teams. One
of the most important factors in the success of such schemes is the
availability of informal care. In most schemes informal care has been the

gine qua non of a patient's inclusion.

ii. There is some evidence that some district nurse functions might be
performed by other less highly qualified members of the team and that there
may be some overlap between the services provided by the district nurse
team (particularly nursing auxiliaries) and home helps. Both these issues
raise questions for the organisation and operation of district nurse teams
and the latter for the relationship between these teams and home help services.
It is suggested that tney merit further study.

iii. The respective roles of day hospitals and day centres need clarification
in order to ensure that the best possible use is being made of available
facilities. The overall level of day hospital and day centre provision may '

need to be reviewed.

(£) Prospects for future developments

(i) 1If Departmental policies are to continue to seek a move away from long-
term hospital care wherever this is appropriate to people's needs and wishes,
ways must be found to ensure that the balance of resources between the NHS and
PSS reflects the desired rate of change in responsibilities. There would of
course be other factors = outside the remit of this study - which would need
to be considered, not all of which would point in the direction of changes as
between the NHS and PSS. In some cases, for example, it may be more important
to achieve a shift within NHS expenditure from hospital in-patient to
community health services.
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(ii) manpower constraints on the development of community based packages

of care may become as important as financial constraints. There may be
particular problems in relation to trained community nurses and in
recruiting for those groups eg nursing auxiliaries-and home helps

which draw on the same pool of manpower,
particularly female manpower;

(iii) the indications are that demand for all community-based care will
continue to increase over the next decade. The growing number of elderly
people, particularly the very elderly, will present the main challenge to
all those engaged, directly and indirectly in providing care.

More generally, there would seem to be a case for authorities to review the
priority they attach to different aspects of community-based services. It appears
that increases in provision since 1975 have not been geared directly to providing

a genuine alternative to those on the margins of institutional care. It may be

that other objectives of community services are considered more important eg improv-
ing the quality of life for people for whom there is no need for institutional care
or dealing with episodic illness in the community. However, given current and
foreseeable resource constraints, the ability of the statutory authorities to

pursue all these objectives simultaneously must be in doubt. In these circumstances

it is particularly important for authorities to be clear about their priorities.
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EFFICIENCY IN THE NHS APPENDIX 3

Te Paragraphs 4.30 to 4.35 of the handbook consider some of the existing arrangements
and changes in hand to enable Authorities to achieve a better use of resources. Those
paragraphs do not cover in any detail what an Authority might or should do to improve

efficiency.

2. The purpose of this Appendix is to suggest some specific areas where Authorities
might take action. In the main, it is a matter of continuing and developing existing
approaches and extending to other Districts ideas which have already worked well in
particular places. For example:

(a) plain good housekeeping - more efficient cleaming programmes,

review of transport arrangements etc (A handbook for NHS transport managers
will be issued shortly);

(b) reduced catering costs = introduction of continental breakfasts,
reductions in choice of menus, use of vending machines,

elimination of waitress service;

(¢) administrative savings - reduced use of agency staff,

economies in advertising, postal, telephone and photocopying expenditure;
(d) purchase of supplies including renegotiation of btik supply contracts;

(e) stock control, including the possible use of computers in pharmaceutical
stock control;

(f) equipment savings - strict control over replacement and maintenance;

(g) energy savings - use of lower grade fuel, stricter control of room and ward

temperatures;

(h) review of drugs usage and costs, including establishing lists of generic

drugs; and

(i) seizing those opportunities which happen to present themselves for releasing

resources e.g. by the sale of surplus assets such as hospital land.

3. As suggested above, many authorities have already taken measures to eliminate

inefficiency. One authority, for example, introduced a scheme designed to encourage
=0 =
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both staff and patients to make proposals for saving £1 a day. Another launched a

'War on Waste' which included, in addition to measures mentioned in paragraph 2 above:

(a) an automatic one month delay (except in exceptional circumstances) in filling

permanent vacancies;
(b) the employment of temporary staff only in exceptional circumstances; and

(¢) a critical examination of overtime and bonus schemes. The study, undertaken

largely in relation to ambulance staff, has now merged info work on the areas for

savings highlighted by the Clegg Commission.

L, It is important for authorities who have been successful in improving dfficiency

to share their ideas and technigues with others. The National Association of Health
Authorities (NAHA) is planning to produce an Index of measures to reduce waste. Pilot
studies have been completed, and the Index will be available later this year. The

NAHA Index is intended to help people in the NHS to become more aware of what is going
on in different parts of the country and of different methods for tackling common
problems. All member authorities will be asked to inform NAHA of methods for reducing
waste which have been tried, tested and found successful. NAHA will then circulate the
details with the names, in each case, of the officer and the authority who initiated the
study. It is hoped that authorities will make the most of this opportunity both to

contribute to, and draw from,this pool of experience.
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NEW ST. ANDREWS HOUSE
ST. JAMES CENTRE
EDINBURGH EHI1 358X

D Brereton Esq

Private Secretary

Secretary of State for Social Services

Alexander Fleming House

Elephant and Castle

LONDON -

SE1 6BY L& April 1980

Soibe,

WASTE IN THE NHS

You wrote to Tim Lankester on 5.March outlining the efforts being made to
attack waste and inefficiency in the NHS.

My Secretary of State was naturally interested in the extent to which similar
action can be or is being taken in the slightly different circumstances of
the Scottish Health Service, where we have both the benefits and sometimes
the cost penalties of a smaller scale of operating. He therefore asked that
the various points raised in your letter be considered. In practice there
seems no difficulty in keeping closely in line with the various initiatives
that are in hand, and at official level close contact is being maintained
between SHHD and DHSS.

There is however one important issue arising from the Royal Commission's
report which is not directly mentioned in your letter - the possibility of
curbing the drug bill by limiting the range of prescribable drugs. In

spite of the considerable effort devoted to the education of clinicians

on the cost of prescribing (and this effort has been of considerable value)
there is some disposition in Scotland to look sympathetically at the Royal
Commission's approach. Representatives of the medical profession in Scotland,
meeting in the National Medical Consultative Committee{ a statutory advisory
body whose members are appointed by the profession itself and which has no
exact equivalent south of the Border)recently concluded that:-

'"Measures require to be taken to reduce the national drug bill. A
limited list of essential and effective drugs should be prepared.
The list should not be imposed by Health Boards but agreed by
hospital doctors and general practitioners in concert".




We do not know if doctors elsewhere in the UK would be prepared to endorse
that attitude. If the profession as a whole could however be induced to
accept the view that a limited list of drugs - preferably a list which the
profession itself had a major part in compiling - could meet the requirements
of the great majority of cases, the potential saving would be considerable.
Patients could also benefit from a more rational approach to prescribing.
Your Secretary o Statb has of course already indicated that he does not
recommendation for a limited list. I wonder
ich gave the profession a major role, al“cwo
the basis of medical and pharmaceutical
use of other drugs where a doctor was
. judgment to his colleagues, and used the
well as financial saving, would commend
idea would have greater prospects of success if
pursued on a UK basi There would be less point in pursuing it simply as
a Caledoni id]
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I have copied this to Tim Lsnkester and the other recipients of your letter.

l’\w t_ou,-l

Crul/wwh e

GODFREY ROBSON
Private Secretary




10 DOWNING STREET

From the Private Secretary

23 April 1980

Department of Health and Social Services
Northern Ireland: Summary of Health and
Social Services Accounts 1978-1979

Thank you for your letter of 23 April.

We have no objection to the timetable you
propose.

I am copying this letter to Richard Prescott
(Paymaster General's Office), Peter Moore

(Chief Whip's Office) and Petra Laidlaw (Chancello:
of the Duchy of Lancaster's Office).

M.G. Howard, Esq.,
Northern Ireland Office.




NORTHERN IRELAND OFFICE
GREAT GEORGE STREET,
LONDON SWIP 3AJ

N Sanders Esaq

10 Downing Street

LONDON

SW1 23 April 1980

Dear Mr Sanders

DEPARTMENT OF HEALTH AND SOCIAL SERVICES NORTHERN IRELAND:
SUMMARY OF HEALTH AND SOCIAL SERVICES ACCOUNTS 1978-1979

I enclose a copy of the above Summary of Accounts which are
to be laid as a Command Paper on Monday 28 April. I should
be grateful if you would confirm that there are no objections
to this.

I am sending a copy of this letter to Mr Prescott in the
Paymaster General's Office.

Yours sincerely

M

MAURICE G HOWARD
Parliamentary Section
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From the Secretary of State for Social Services 475 ’
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»

Tim Lankester Esq

Private Secretary
10 Downing Street ;
London

SW1 5" March 1980

WASTE AND THE NATIONAL HEATTH SERVICE

You wrote to me on 16 May last about the problem of waste in the public sector,
outside central Government. In my reply of 7 June I explained that the Secretary
of State wanted to follow up our initial response with a more comprehensive report
on the efforts which the Department and the NHS together are making to tackle
inefficiency at all levels in the Health Service.

We have felt it right to delay this further report until we had had time to consider
the analysis and recommendations of the Royal Commission on the NHS. The

Royal Commission was specifically charged with considering the best use and
management of resources in the NHS, and we needed to take their views into account
in reviewing our measures for dealing with inefficiency and waste in the NHS.

The Secretary of State has been urging health authorities to review their efforts
to improve the use of resources in the NHS. The purpose of this report is to
set out:-

a. what the Department and the NHS has been able to achieve so far; and

b. what we are planning to do to ensure that the NHS is run more
efficiently.

WHAT WE MEAN BY WASTE

I should make clear what we mean by waste in this report. The Department has, for
some years, been seeking to ensure that resources are applied where they are most
needed. The establishment of major policy priorities, the introduction of the

NHS planning system, and the implementation of the Resource Allocation Working Party
report are examples of major initiatives designed to ensure that resources are
allocated to policy objectives endorsed by Government after the fullest consultation
with all concerned within and outside the NHS. That is the first step in seeing to
it that the taxpayers' money is well spent.
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The second step - and the main focus of this report - is securing maximum
efficiency in the use of resources once they have been allocated. While the
Government determines the level of expenditure on the NHS, and national policies
and priorities influence the broad disposition of resources, the ways in which
money is spent and staff resources used are largely determined by the day to day
decisions of doctors, nurses and other staff at the operational level. Any
attack on waste has to reach - and influence - those decisions.

ACTION ON THREE BROAD FRONTS

It is against this background that the Department has developed its approach to
reducing waste. Action is being taken on three broad fronts as follows:-

a. encouragement to local management to secure greater efficiency;

b. central initiatives to control particular costs;

c. further developments in management and control systems.

The action under way or proposed on each front is described in the report annexed
to this letter; but it may be helpful to set out the wider policy framework:-

a. Responsibilities of local management

The Government's proposals for making changes to the organisation and
management of the NHS - published last December in "Patients First" - will
simplify the structure of health authorities (removing the area tier) and
strengthen unit management (greater delegation to the hospital and the
community services). Thus the service will be more responsive to local
needs and greater responsibility will be placed on staff at the operational
level, where most decisions on the way money is spent are taken. In the
meantime Ministers and NHS management have increased their efforts to
foster local initiatives designed to improve the running of the service.

b. Central initiatives to control particular costs

Greater delegation to the operational level requires central Government and
the Regional tier to withdraw from detailed intervention in local matters.
But the statutory responsibilities of Ministers and the functions of the
Accounting Officer put an obligation on the Department to take the lead in
introducing major measures to encourage a better use of resources. Recent
examples of this are the target of £30 million savings from streamlining
the NHS; the tighter guidelines for controlling management costs; and the
decision to establish the NHS Supply Council. The Department must also
identify and disseminate examples of '"good practice" (as in the drive to
achieve energy savings).

c. Developments in management and control systems

The Department, in partnership with the NHS, is continuing to develop systems
to give managers better information and better budgeting and control
mechanisms - better information systems is the goal of the Steering Group on
Health Services Information; better budgeting and control mechanisms through
locally based budgets and experiments with incentive budgeting. Much of the
work in this area is directed at administrators, but health professionals,
particularly doctors, must be - and are - involved.




The Secretary of State hopes that this letter and its enclosure set out clearly
the 'efficiency strategy' the Department is following. The Government's pledge

to maintain planned expenditure on the Health Service brings with it an obligation
to ensure that every effort is made to cut out waste. There is still much to be
done on all three fronts referred to above:-

- fostering to the full local initiatives;
- giving priority to curbing the growth of particular costs; and
- maintaining the best possible systems for effective management.
But - as summarised in the Appendix - there are special factors which distinguish

the NHS from other large organisations, and it is relevant to make what comparisons
are possible with the health services of other countries.

The Secretary of State and his colleagues will continue to keep a close personal
eye on progress.

I am sending copies of this letter to John Wiggins (Treasury), Geoffrey Green
(Civil Service Department), Godfrey Robson (Scottish Office), George Craig
(Welsh Office), Sir Robert Armstrong, Sir Derek Rayner, and Sir Kenneth Berrill.
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DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SE1 6BY

Telephone o1-407 5522
From the Secretary of State for Social Services

Mike Pattison Esq

Private Secretary

10 Downing Street ;

London SW1 ‘1 November 1979

I,‘DP_,#-W:‘ Y\

NHS OUTPUT INDICATORS

I thought I had better write to you about the correspondence you have been
having with Zoe Spencer about input and output indicators (the latest being
your letter of 12 October) as we see some danger of the underlying issues
becoming confus&d in our exchange of data.

There are two main issues:

the measurement of health service output and its relation to changing
inputs; and,

value for money, better management and reduction of waste.

On the second we are preparing a response for you on avoiding waste and promoting
effectiveness and efficiency in the NHS. Our response will broadly be in terms
of the right role for central government (maintaining accountability without
detailed intervention and "nannying") encouragement of local initiatives (through
incentives and the lessons to be learned from research and the private sector)
and the criteria for assessing effective management (better rather than nessarily
cheaper management). Linked to this, is action on the structure and management
of the NHS following the report of the Royal Commission. The objective is a
simplified and streamlined NHS, with responsibility for day to day management

at the lowest effective point; and by strengthening management at the operational
level, while keeping control of management costs, through a continuation of the
cost-cutting exercise which we have been running for the past few years.

Turning to the first issue, is it clear that we are using words in the same way?

I do not think you mean to imply that the final output of NHS can be adequately
measured in terms of deaths/discharges and outpatients. Measures of final

output are very difficult to come by, as the vast literature on this subject
demonstrates. And even where they exist, eg perinatal and other mortality rates,
major factors besides health care contribute. A few outputs are in terms of
improvement of quality of life (eg for mental handicap) where some simple measures
of, for example, ability to perform certain tasks have been devised. But there is
a long way to go and the problem becomes all the more difficult if we try to link
results to the level of financial resources. An output measure implies a casual
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.elationship between output and the activity related to it. For example,
for NHS hospital services it should link activity (in terms of treatment or
care given to patients) efficiency (in terms of the throughput) and outcome
(in terms of the results of the activity taken); and should properly reflect
such issues as the quality of health care and the interaction of hospital
services with other related sectors, such as primary health care and personal
social services. This is all complicated enough without making heroic assump-
tions on the impact of particular inputs such as administrative and clerical
staff. But, taking the example you quote of discharges and deaths, it is
possible to show that available beds and the average duration of stay dropped
while discharges and deaths (total and per available bed) for most acute
specialties in NHS hospitals and day care and outpatient attendance all rose
between 1972 and 1977 by varying amounts. Such changes could be taken as
indications of efficiency but they are far from adequate indicators: for example,
they do not answer the question, what is the "right" level of resources for the
NHS; and they say nothing about what is the right marginal input. Using beds
more intensely requires more intensive use of professional and managerial skills
but no one would expect the link between changes in activity rates and the
numbers of staff to follow a simple proportional relationship. All of this
underlines the danger of making quick, superficial comparisons.

You asked about possible comparisons between the NHS and the private sector and
with other countries. Because the nature of the service delivered is all
important, comparisons with the private sector (which deals only with a small
range of conditions) are not very meaningful. Even on the internmational scene,
the different ways of collecting statistics and delivering services make
comparisons difficult, as WHO, the EEC and the Council of BEurope have recently
discovered to their cost. But we are involved in a number of internmational
studies relevant to this; and even at this early stage it might be worth recording,
for example, that within the EEC we have fewer doctors per 100,000 population,
fewer doctors per bed and probably more hospital cases per doctor than any other
country, with lower administrative costs.

You seem to be particularly concerned about the growth in administrative and
clerical staff. In our view, the overall A and C figures combine so many different
elements as to make them a very unreliable indicator. But we do look at all
increases in staff, including doctors and nurses which you seem content to accept.
And, as I think Tony Smith has already explained, the reasons for growth in the

A and C sector include:

transfer of work from professional staff (eg more secretarial support
for clinicians, more ward clerks and more appointments and record clerks
in surgeries and clinics);

new functions following NHS reorganisation (eg new management responsi-
bilities for NHS authorities and servicing of CHCs);

improving managing capacity (eg more finance staff to provide greater
financial control, more planning and management services staff to secure
improved efficiency and more industrial relations staff to cope with the
changing industrial climate).

The report of the Royal Commission on the NHS puts the more ill informed comment
about administrative numbers into perspective.
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.erhaps you will let me know, in the light of what I have said, whether you
will be pursuing any of these topics further. I might add that questions of
performance, efficiency and the like are frequently discussed between DHSS
and Treasury. I understand that Treasury will shortly be putting out for
discussion in PESC a general paper describing present approaches to output

measurement, commending this kind of activity and drawing attention to some
of our detailed work.

I have deliberately replied in general terms. While I would be happy to
comnission further work in the Department on particular matters, it really
does seem to me important to clarify the hypothesis we are trying to test
before exchanging data and conclusions (if only to ensure we get value for
money for the time of our own administrative and professional staff in the
face of increasing pressure on financial resources and staff cuts!).

ConCmd

Yours sinecsrely

A

[ =

D BRERETON
Private Secretary
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Thank you for your letters of 5 and 8 October, with
statistics quantifying aspects of input and output im the
N.H.8.. As you will know, I have discussed some points
arising from this material with your colleagues #sbis week.

As a result of these conversations, we have agreed
that the most appropriate fipures to use as a measure of
cutput are those for discharges and deaths, coupled with
the outpatients figures. In respect of staff numbers,

I have taken note of the comments in the Merrison Report
about the requirement for and performance of adninistra-
Tive and clertcal staff. It is clear from this that none
of these figures can be used in isolation as a commentary
on trends in the haalth service,

Nevertheless, there are still some questions which
we would like to try to pursue further. The table enclosed
with your letter of § October showed, on the manpower
side, an increase in the latest four year period of around
<0 per cent in administrative and clerical staff, whilst
tie medical staff and nursing and midwidery staff showed
roughly 10 per cent increases. The Department has pointed
out tihat some part of the increase in supporting staff was
designed to release time of the professional staff for
professional duties by eliminating administrative demands
on them, It is further argued that there were significant
shortages in professional staff which remained to be filled.

The increases in staff overall still seem significantly
larger than the inecrease in output, to the extent that the
figures you have offered provide some mough and ready
measurement of output, Are there comparisons which can be
drawn between staoff resources and output in public and
private sectors? 1 appreciate that it may not be easy to
find this, given the demands on H.H.S. hospital staff for
out-patient services which may not be mirrored in the private
sector. Are there comparative statistics for staff compared
with output in one or two other industrialised countries?
Any further points of comparison which you could @Gffer
would be of considerable interest to us,

/ As you know,
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As you know, these questions were initiated by the
article in "Now' magazine about waste in the N.H.S..
fhat I have in mind is whether recent performance in
the N.H.S. demonstrates that management rather than money
should be the top priority. Given the growing vociferous-
ness of the "anti cuts" groups, it would be very helpful
to be able to show that there is no simple correlation
between the level of finance available and output at any
one time. Increased finance in recenlt years cannot be
shown to have produced equivalent increases in output.
The arguments in the Merrison Report point in this direc-
tion, although their statistics tend to be'a snapshot of
a particular time, not time series.

NGans o/

Mk [ om

Miss Zoe Spencer,
Department of Health and Social Security.




DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SEI 6BY
Telephone 01-407 5522
From the Minister of State (Health)

Mike Pattison Esq

Private Secretary

10 Downing Street 3

London SW1 %/ October 1979

PDeny Mk

You asked for some further statistics quantifying the work done in the NHS. I
enclose a copy of a table which I hope will be helpful:-

The first line is the total number of beds in the NHS.

The second line is the total number of patients who pass through
hospital in-patient services.

The third line is the total out-patient attendances (including double
counting for multiple attendances).

This is of course not a complete picture of the NHS eg we do not have the figures
quickly available for attendances to GPs, but I hope it will be useful.

5t S st P

Z0E
Private Secretary

ENCER




IV NHS HOSPITAL ADMINISTRATIVE STATISTICS

Hospitals: Number of beds and patient flow for broad specialty or departmental group

Great Britain

Thousands

1969

1970

Ail specialties
In-pauents
—>Beds—allocated .. .. .

1976

1977

Lo3

—average available daily
—average occupied daily
— Discharges and deaths

459
318

6.391

Waiting list
Day cases
—> Attendances
Outpatients”
New patients
-—2Total attendances

9,113
37,393

9,279
38,085

9,319

468

9,246 | 8,30} -

692

633

q.,051

| 38,678

38972 | 3,11
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Alexander Fleming House, Elephant & Castle, London SEI 6BY
Vv
Telephone o1-407 5522 )

From the Minister of State (Health)

Mike Pattison

Private Secretary

10 Downing Street e

London SWA ) October 1979

D? WV M/L(@P y,

You asked for a brief summary of NHS staffing levels broken down into
categories of workers. I attach a table accordingly. It should be noted
that this applies to Great Britain only and omits N, Ireland, figures for
which are not readily available and if required will I am afraid take
time to assemble.

You also asked for a note on the article about NHS "overspending" in "Now"
on 28 September. The attached background note covers the examples
mentioned in the article in the order in which they occur, pointing out
where it is inaccurate.

In addition to these examples, Dr Vaughan has asked me to let you know of
an instance of expenditure on administration facilities by a Health
Authority, which was not reported in "Now". Correspondence with a Community
Health Council in June drew attention to Lincolnshire AHA's plans to
rationalise office accommodation in Lincoln by extending existing offices
at a cost of ¢c. £100,000. Their plans were intended to give them greater
efficiency and were expected to release revenue resources in the longer
term. Dr Vaughan asked the Area Health Authority to reconsider their
decision in the light of the heavy pressures in the current year on NHS
resources which make it necessary in some places to reduce patient services.
They abandoned their scheme, and are now looking at ways of providing other
necessary office accommodation without making unnecessary inroads into
resources needed to treat patients.

In addition, a point that has struck him in going round hospitals is that
extravagances of expenditure resulting from decisions taken in the past

are now coming to light as new hospitals are brought into use eg some

computer facilities. Dr Vaughan is determined that the NHS should now look
carefully at the implications for the future of decisions which have to be taken now.
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1. The reference to "a report in a provincial newspaper" is in faect to an
article in the Daily Mirror dated 13 September (copy enclosed). The plan is
for the provision of a multi-storey car park providing 770 places (together
with surface parking providing in all 868 places). It forms an integral part
of the modern Queen's Medical Centre development at Nottingham.

2ok King's Lymn

The King's Lynn reference is to a development at the North Cambridgeshire
District Hospital which East Anglia Regional Health Authority propose to
develop from a 92 to a 140 bed hospital. The first phase of this redevelopment
was the replacement and enlarging of the kitchens to take account of the
hospital's increased number of beds. The kitchen redevelopment was partly to
be met from non-exchequer funds. Dr Vaughan visited the hospital and was shown
wards which while cramped appeared to be in good repair. As a part of the total
redevelopment, he questioned the need to demolish and replace these wards given
the present financial state of the NHS.

The "Now" article says that the proposals have been dropped. This is incorrect.
The level of expenditure put at around £2 million puts the project below the
level normally controlled by the DHSS and so is for the Region to decide.

5. 'Oxford

The article refers to a £2 million scheme dropped as the result of discreet prodding.

Neither the Department nor the Region has any knowledge of this., It would seem
to be a case of straight misreporting.

4. Newham Health District were planning to move accommodation. This would
have cost around £1 million but was vetoed by the RHA who are currently considering
other options,

5e Wessex

This Region proposed to provide additional accommodation on its existing HQ site
at a cost of some £840,000., However, Dr Vaughan wrote to the RHA expressing
concern at the proposed expenditure, and as a result, and on receipt of tenders
for the work the RHA has decided not to proceed with its original proposals but
to examine alternative solutions to its accommodation problems. The "Now"
article is correct on this.

6. South Western RHA

The £500,000 quoted for the RHA's plans to undertake adaptations to an office
block, the freehold of which was purchased last year at a cost of £1 million, is
a budget figure and not a costed proposal. When the proposal has been properly
costed, the RHA Chairman will discuss the matter with Dr Vaughan. The article
is not inaccurate but could have presented a truer picture had more detail been
included.




Te Cheshire Area Health Authority

In July 1978, Mersey RHA approved a scheme for alterations to existing office
accommodation with some extensions for Cheshire AHA HQ at a capital cost of
£400,000 to be provided from the 1978/79 and 1979/90 AHA revenue allocation
under the terms of the flexibility arrangements. This approval was subject

to the provision that a permanent reallocation of resources be made from
administration expenditure to patient care expenditure from 1980/81 onwards.
Work is currently in progress and is expected to be completed by early next
year. The article is incorrect in suggesting that this scheme has been dropped.

g5 West Midlands RHA

The RHA has now approved a proposal to lease additional accommodation close to
the existing HQ (at a cost of £80,000 pa and a capital outlay of £250,000) in
order to rationalise existing accommodation and relieve overcrowding. The
article is incorrect in suggesting that this scheme has been dropped.

9. Oxford Area Health Authority (Teaching)

The facts as reported are broadly correct concerning the £100,000 expenditure.
The proposals relate to complicated NHS/University manoeuvring of office
accommodation associated with a plan to provide recreational facilities for
clinical medical students. The AHA has decided to further consider this

scheme,
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[l MANPOW'

Health and personal socizl services manpower summary
30 September :

TABLE 3.1 (continued) Great Britain

Unit | 1971 1972 1976 | 1976 - | « 1977
J .
I

Family Practitioner Committee services:
Prafttionamsilotal © 1L wnn B o i sl 5 il s No. !44,402 45,142 : i 46,688 | 47,4%9| 48,283

General medical practitioners™®: Total .. .. .. .. .. .. .. .. No. 24,668 | 25,183 : 25, 26,127 | 26,418 | 264870
Unrestricted principals e, s PN  Ca i LS e 23,252 | 23,722 ; : 24,464 | 24,657 | 24,939
ROStECted Drincindls e A 5 T i e whe Tl RSy W, © np 455 423 340 323 315
Assistants R R L R A e BT 657 B33 |\ 441 450 L35
Trainees PO s e i VO Y S e Lo g 304 405 882 988 1,121

General dental practitioners: Total .. .. .. .o v e oar oae .. . 12,054 | 12,332 : , 12,921 | 13,254 | 13,564

Principals e I N s g S 11,592 | 11,911 |12, : 12,620 | 13,015 | 13,359
Assistants o o e SO R S T | s e 462 421 301 239 205

Ophthalmic med:cal practitioners'® .. .. .. .. .. we o0 ws ‘a. : 986 988 943 948 9k9
Ophthalmic opticians:: T A, e 1 . 5,384 5,281 ; " 5,184 5,218 5,235
Dispensing opticians Tl i) olk s LB et SRR g 1,310 1,358 ; ; 1,509 1,601 15229

Dental Estimates Board staff’>: Total .. .. .. .. .. .. .. .. .. te. 1,479 1,454 - | 1, 1,598 1,611 1,588
Professional andtechnicalstaff .. .. i v o5 %o 5o e 0v s 4 4 4 6 6
Administrative and clerical $tafl.. ... .. oo e v’ we iae L g8 e me 1,438 1,410 L v 1,548 1,507] = 4,538
Ancillary and other staff TR e TR PR, s 8 N » Yo - 37 40 46 48 Lh

Presciption Pricing Authority/Prescription Pricing Division staff'*: Total L 3 2,184 2,127 ; ; 2,435 24533 24501
Administrative and clerical staff g s A R R O 2,196 2,087 : 2,386 2,475 2,448
Ancillary and other staff R e R i Ny 38 40 43 49 58 55

Note: See Appendix | (Section Ill: Tables 3.1-3.4). : Department of Health and Social
' Common Service Agency Staff in Scotland are included from 1974 onwards. Security. Scottish Health Services
. Figures exclude locum staff, hospital practiticner appointments and doctors holding paragraph 94 appoint- Common Services Agency. Welsh
ments and oentists holding paragraph 107 appcintments under the Terms and Conditions of Service of Office.
Hospital Medical and Dental staff.
Includes staff working in Blood Transfusion Centres and Mass Radiography Units.
Flgures for 1971-1973 exclude cornmumry health staff in Scotland.
5 Includes community health service doctors, schoo! health service doctors and, up to 1973, Regional Hospital Boards’ administrative medical staff; figures for the
school health service 1971-1873 relate to 31 December; figures from 1974 exclude occasional sessional staff for whom no w.t.e. was collected. From 1976 locum
and temporary staff are excluded.
8 Includes community health service dentists and school health service dentists; figures for the school health service 1971-1973, relate to 31 December; figures
from 1874 exclude occasional sessional staff for whom no w.t.e. was collected. From 1976 locum and temporary staff are excluded.
Fugures relate to 31 December for community health staff in Scotland for 1971-1973.
Hcspltal social workers are included up to 1973—responsibility for these staff was transferred to Local Authority Social Service on 1 April 1974.
F:gures exclude ambulance officers.
lncludes Family Practitioner Service administrative and clerical staff.
F:gures relate to 1 October.
F|gures relate to 31 December.
3 The figures for the Dental Estimates Board in Scotland for 1971-1973 are numbers instead of whole-time equivalents. The figures for England relate to 31
December for 1975.
* The Prescription Pricing Authority in England and Wales is synonymous with the Prescription Pricing Division in Scotland. Figures for the Prescription Pricing
Division relate to 30 November and are numbers instead of whole-time equivalents.
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Health and personal sacial sarvices manpower summary
30 September

TABLE 3.1

Great Britain

&

|
l' Unit

1971

1972

1973

1974

1975

1976

1977

ith Service staff and practitioners: Total

RC“ICI‘!SI ‘_nd Area Hczlth Authoritics/Boards and Boards of Govemors
staff: Total’

Medical staff; Total

Hospital medical staff: Total?>
Consultants e
S.h.m.o. with at!owance
S.h.m.o. without allowance
Medical assistant
Senior registrar
Registrar
J.h.m.o.

S.h.o.
House officer
Other staff

Community health medical staff*®
Dental staff: Total

Hospital dental staff: Total?
Consultant
S.h.d.o. with allowance
S.h.d.o. without allowance
Assistant dental surgeon
Senior registrar
Registrar =T LD
Senior house offsce:
Dental house officer
Ciher staff

Community health dental staff*®
Nursing and midwifery staff: Total’
Qualified nurses and midwives i
Student and pupil nurses and ﬂ"lldNIVES
Other nursing and midwifery staff
Nursing cadets MWL
Professional and technical (excluding works) staff*®
Works and maintenance staff
Administrative and clerical staff*%'°

Ambulance officers, ambulancemen/women and other ambulance staff

Ancillary and other staff

(, ‘whole

W.t.e.

W.t.e.

| 799,673

Lorre & vyald

|
i W.te.

751,608

27,958
10,133
87

288
1,040
1,997
5,627
12
5,888
2,961
26

2,524
2,419

907
325
12
50
52
76
141
92
140
20

1,512
343,642
175,839

87,494
73,606
6,703
48,368
26,844

: 78,796
18,207

202,850

30,482 |

831,753

| 783,030

31,952

29,372
10,510
81
278
1,068
2,147
5,595
7
6,573
3,085
28

2,580
2,478

938
333
12
47
60
87
141
97
142
19

1,540
364,434
183,388

92,955
81,560

6,532
51,028
27,042
83,708
18,757

203,631

843,119
784,023

33,328

30,584 |

11,064
22
244
1,039
2,248
5,661
3
7,361
2,941
10

2,735 |

2,535 |

942
354
4
41

65 |

96
145
102
135

2

1,592
370,595

185,119
85,321

84,246 |

5910
63,552
26,656
87,406
19,164

200,791

| 859,468
809,681
34,338

31,486
11,463
14
203
1,065
2,327
5,626

7,762
2.996
30

2,852
2,745

996
373
3
32
59
91
152
134

152
1

| 1,749
377,633
189,567
93,285
90,219
4,563
52,828
27,445
94,7568
19,255

200,639

914,068
863,347
36,217

33,017
11,781
12

189
1,106
2,419
6,036

8,396
3,051
27

3,200
2,935
1,057
381

3

27
78

1,878
405,817
202,464

95,461
103,679
4,212

57,025

29,457 |

105,781

20,425

205,690 |

k5,877
894,294

37,257

33,909
12,221
10

30
1,072
2,530
6,165

8,67'6 !

3,119 |
23

3,348 |
2,957

1,078
3385
2

19
83
109
160
150
158
1

1,879 |
|

hﬁh,961i

213,225
98,961
99,822

2,953

634539

30,042

| 112,982

950,498
898,127
38,224

34,821
12 4392
8

85
1,069
2,639
6,266
9,111
54237

15

34403
2,019

1,118
417
2

16

86
108
175
157
157

1,901

415,694

1219, 900

94,939
99,675

1,181
65,405
30,493

113,757

20,170 20,383

212,386

211,153




yith public sector economies very much in the ai

A HOSPITAL MEDICAL SECRETARY suggests how. .

¢ In the NHS, we could
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F my typewriter was used 24
hours a day by a series of
shift-workers, it would still not

require servicing three times a
year. Yet not only has our hospital
a typewriter maintenance contract
but when my typewriter needed a
couple of minutes of a technician’s
time I was presented with a “ job
completion” form that quoted a
charge of £36 + VAT.

The job had been simple: to re-
connect the tensioning band (a
bit of elastic). I knew where it
fixed on, but neither I nor a num-
ber of doctors could discover how
it should be routed in order to get
the correct balance. :

I had therefore asked the Prin-
cipal Medical Secretary if I might
borrow another machine and if,
when there was a typewriter tech-
nician in the hospital, my machine
could have its tensioning_band
fixed. Some days later I was
greeted by the news that “ there’s
been a man to look at your type-
writer — he was in and out again
in a couple of minutes.”

I queried the £36 bill and was
told it was “in order.” I insisted
on further investigation and was
told the bill was “quite correct.”
My consultant then joined in and
asked for an explanation. We were
told that my machine was going
to be taken away at some unspeci-
fieg date in the future for a full
overhau!. But the form was a “job
completion™ form. What was more
the typewriter didn’t require any-
thing else. I said so. That, I was
given to understand, was indicative
of-my-ignorance of such matters.

“ Right,” 1 said. “I hold the cer-
tificate for:the fastest typewntng
test there is. I am quite prepared
to take that test again, using this
machine. Perhaps that wilt indicate
whether it requires further work?”

The bill was cancelled. -

omGEGEAeY - de iR E

What“dismayed me more than
anything else was the total lack of
interest 'displayed by the great
majority'‘of : people to whom I
spoke about this matter. There is
an apathy’ throughout- the Health
Seryice which has led to people—
even those in responsible positions
—being ready to sign anytling and
to accept anything without protest.
“That's the way things ar
You ¢an't fight t

" y dayiwe see evidence of

profligacy beyond belief. To start
witiﬁ;jg_a,_nm--g:ave some Seven j
Admministrators “where not ‘very
long ago we had one (male) Hos-
pital -Secretary assisted “'by, his
incredibly-efficient (female) secre-
tary. Such problems as did "not
come under Matron were solved,
within a matter of hours at the
longest, by reference to the Hos-
pital’ - Secretary. Now, weeks,
months and quite often years g0
before anything happeas at all:

is no-one “with whom the

- ¥

ere 1
buck stops.”

.

‘ment for wirich hospital stafl are

.~ can-see ‘that it invol
e system e:;‘%‘;g&han an

-typist sent to the post

Unlimited money is apparently
available for such idiotic schemes
as a fitted carpet (“of top quality
because of the wear it would get”)
in a casualty department, and for
gimmicky office equipment such as
a twirly stand for rubber stamps.
One finds, over and over again,
that almost any thing can be re-
placed, but if the doctors need

. some new instrument, or some-

thing additional to their establish-
ment, this is said to be “impos-
sible.” ]
‘The bottomless well of replace- .
ment funds is such that no effort
is made to teach staff how to care

-

_ for anything. What is more, old

machinery is- sometimes deliber-
ately installed in a new hospital
simply because there are no funds
for new egquipment unless it can
be from the “replacement” funds.

Restoration of old equipment is
something that might well be done
by the youngsters who have for a
long time now been going round
the hospital, in pairs, working
under the Job Creation Scheme.
To date I have found them doing
many strange things, including
measuring every door in the
hospital. Another job which roused
my interest was couniing man-
holes. The door-measurement was
a lovely winter job, they told me,
but counting manholes is ideal for
summer. “It’s doing a lot of good
for me,” said one youth. “I'm
really enjoying myself. You see, I
have a psychiatric problem.”

In one hospital Job Creation in-

_cluded counting the--number of

lights and light switches in each
room. Ask any Ward Sister about
the wastage that comes within her
orbit and about which she is power-
less to take action.

There is only one new appoint-

crying out. That is the appointment
of someone who is there solely to
prevent waste and to encourage
economy. Someone to whom we.
can go, in our despair, and know
that action will follow. Someone
who will start by cancelling that
contract for servicing every type-
writer in the hospital three times
a-year! (Indeed, haviog watched
the “mechanic” doing the job; I
ves no more
ary do

B AT ,
A

v competent.secret
herself.) & T:'."-;MJVW
‘We want someone to make sure
that adequate instruction is given
to staff so that'one does not see,
as I saw recently, 1,100« ]etters
intended for the normal second- :
class post being franked 97p: This
was done by an untrained young
room to help
out in a crisis, She had been frank-
ing stick-on , Jabels' for parcels,
which needed an expensive stamp.
‘When some one gave her a late.
batch of letters ehe shoved them
through - without adjusting “the
machine. 7 . g

“~ folder on its next internal journey.

‘these play their part, but

Eatch of mew envelopes in the

instance, that we quite often
- gperafing

es . uUrses,

She simply had not appreciated
that the franking which appeared
on each envelope or sticky-label
was totalled inside the machine
and the cost came out of Health
Service funds. by g

We have no system of instruc- & &%
tion or training for incoming staff. g

There is a Handbook for House ¥ #

Officers in which the young doctors ¢
can find information on the entire

spectrum of their work. Why is .5
there nothing of this sort for medi- g8
cal secretaries and clerks?

Patients’ record folders go from
one department to another in
specially - produced  envelopes
which are box-printed for re-use
up to 108 times. The ecounomy-
conscious will reuse them, but
most staff simply discard each one
as it comes and pick another new
envelope to send the same record

Lack ' of instruction; lack of
thought; lack of team-Spirit — all
articu-
larly demoralising is the lack of
example. Such economies as one
may oneself institute — re-using
ordinary old envelopes for internal
letiers, for example — seem preity

ointless when one receives a

internal mail from “Admin.” Often
they could come not in envelopes
at all: more than half don’t need
any covering. Why saste time
folding and enclosing?

And we don't even collect our
waste paper for sale!

=y

Meanwhile there are so-called
economies in the hospital service.
It is because of “economy” in the
employment of nursing staff, for
ave
theatres, surgeons,
anaesthetists and equipment stand-
ing idle. It is illegal for any pro-§

B i S S, AT e T

.cedure to take place under genera

anaesthesia without three nurses
in the theatre. Thus the actual cost
of saving one nurse’s salary can
very easily run into tens of thous-
ands of pounds if a theatre nurse§

is off and there isn't a spare nursef. "4

to be found.in the hospital — asj
is often the case. LB

Because we employ too fewfHS

wards: stand empty. Thejg
story. is that the wards are due fo
re-decoration, but painting ‘a ward
and ils environs wouldn’t take an
“do it yourself” team the full six]
weeks that_is+the normal closure
period in our hospital. And it is
quite often two wards that are
standing empty. Rotatory closure
of wards enables the quota of
nurses to be trimmed.

. And 'so the waiting lists grow.
We can’t admit patients because
swve have too few beds; we can't
operate-on a “daycase” requiring
general anaesthesia. We can onl

' sjgnd by_gmd apologise.
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DEPARTMENT OF HEALTH & SOCIAL SECURITY
Alexander Fleming House, Elephant & Castle, London SE1 6BY
Telephone 01-407 5522

From the Secretary of State for Social Services

~/June 1979

Tim Lankester Esg
Private Secretary
10 Downing Street
LONDON

SW1

WASTE

I am sorry that I am a little late in replying to your

letter dated 16 May about the problem of waste in the public
sector, outside central Government. My Secretary of State is
convinced that there are opportunities for improving the use

of resources in the National Health Service and has asked the
Department to make detailed proposals covering the main areas
of NHS expenditure. He would like to provide a more comprehen-
sive reply on the strategy for tackling waste later this year.
The paragraphs below set out in broad terms the direction

which a strategy to cut out waste might take. :

We know of no evidence, other than the anecdotal sort which is
told about any large scale enterprise, that there is much

"sheer waste" in the NHS. But efficiency can undoubtedly be
improved in every aspect of the organisation. For example,
considerable attention has been paid, in the past, to improving
efficiency in "support services" uuch as supplies, works, energy,
catering and domestic services. There have been some remarkable
results. For example in 1978 the cost of energy consumption of
the NHS is estimated to have been about £150 million. Without
energy conservation measures put in hand over a number of years
we egtimate that this figure would have been £30 million higher.
Another example has been the review of management costs oOVer the
last two years, through which expenditure on management has
fallen from over 5.6 per cent of total revenue, to below 5.2 per
cent. In real terms this has freed at least £16 million per annum
from expenditure on management, making it available for services
more directly concerned with patient care.

Looking to the future the following factors will be important:-

(i) The continuing restraint on cash limits, reinforced
by the contribution of £24 million that NHS Authorities
have to make this year towards the cost of pay awards, is
exerting a steady pressure to cut waste.
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10 DOWNING STREET

L]

From the Private Secretary 6 Y L '} / 16 May 1979

-

-i\) ...
local . ﬁhﬁﬂhnz
Phxt3'7q v Wast

Waste

The Prime Minister has been considering the problem
of waste in the public sector outside central government.
She regards this as an important area for study, in its
own right, and as a way . of helping the local authorities
and the NHS to absorb the costs of recent pay increases
while still living within their cash limits. As you know,
she has appointed Sir Dare< Rayner to adviser her on the
general question of 'waste': but he intends to concentrate
initially at any rate on central government. The Prime
Minister would therefore be glad to have .your Secretary
of State's own views on thz best way of attacking the
problem,

I am sending copies of this letter, with a similar
request, to Don Brereton (Department of Health and Scocial
Securlgx) “Kenneth MacKenzie (Scottish Office) and
George Cralg (Welsh Oifice).

K.E.C. Sorensen,Esqg.,
Department of the Environment.
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MR, LANKESTER

Pay and Cash Limits

In your minute to me of 8th May in which you

conveyed the Prime Minister's comments on Sir John

Hunt's brief of 4th May on pay and cash limits, you
asked for draft letters to the Departments of the
Environment and of Health and Social Security
commissioning reports on ways in which the problem
of waste in local authority and NHS expenditure might
be tackled.

I attach a draft herewith,

14th May 1979




DRAFT LETTER FROM TIM LANKESTER TO
ERIC SORENSEN, DOE

Waste

The Prime Minister has been congidering the problem
of waste in the public sector outside central government. She
regards this 2as an important area for study, in its own right,
and a2¢ a way of helping the local authorities and the NHS to absorb
the costs of recent pay increases while still living within their
cash limite. Ae you know, she has appointed Sir Derek Rayner
to advise her on the general question of 'waste': but he intends
to concentrate initially at any rate on central government. The
Prime Minigter would thevefore be glad to have your Secretary
of State's own views on the best way of attacking the problem,

I am gending copies of this letter, with a similar request,

te Don Brereton (DHSS) Kenneth Mackenzie (Scottish Office) and

George Craig (Weleh Office).




o e e T | _ Stowe
Wolfson
Ridley
Ryder

10 DOWNING STREET

From the Private Secretary

MR. VILE

- PAY AND CASH LIMITS

The Prime Minister has now read Sir John Hunt's brief of
4 May on the above subject. She has made_the following comments:
(i) On teachers' pay, she thinks the previous
Administration were quite right to oppose
the teachers' request that their comparability
study should be no more than an up-date of
Houghton. She thinks the previous Administration
were quite right to insist on "an honest
comparability study done with full weightgiven to
the non-pay terms and conditions of teachers

service'".

On PAR, she has commented that the PAR studies
were well nigh useless and took up a lot of time.

On paragraph 7, the Prime Minister agrees that it
would be highly desirable to conduct early reviews
of local authority expenditure and NHS expenditure
with a view to identifying - and getting rid of -
waste. I will be commissioning reports from DOE
and DHSS respectively on these; but no doubt

Sir Derek Rayner will also have an important role
to play here.

On comparability, the Prime Minister cannot confirm
that comparability is the key to establishing
public service pay. (She has of course already
commented on this - see my note of 6 May.)

/The Prime Minister




The Prime Minister agrees with Sir John Hunt's conclusion -

that Ministers or Ministerial Committees will need to be asked

at an early stage to produce papers and proposals on the various
jssues touched on in the brief, but she would first like to have
a general discussion in Cabinet, and with this in mind she would
be grateful for an annotated agenda which could be circulated to

colleagues.

-

1L

As regards the reports from DOE and DHSS ( (iii) above)
I would be grateful if you would let me have drafts of the
commissioning letters for me to send.

8 May 1979
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