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Government proposals for speeding up the
transler of long-stay patients from hospital
to community care have been welcomed by
major charities for the elderly, mentally iif
and mentally handicapped — Age Concern,
Mencap and Mind.

An estimated 15,000 mentally
handicapped people (a third of the toual)
and a possible 5000 mentally ill patients
could be discharged from hospital
immediately if appropriate services in the
community were available, according to the
Government's figures. There are also
considerable numbers of elder)y people in
hospital who do not need to be there,

The Government sees getting mentally
handicapped people out of hospital as a top
priority. AL present there is no incentive for
local authorities to provide care in the
community for people now being cared for
by the NHS. So the Government has
brought out a consultation paper * selting
out proposals for transferring NHS
resources to local authority social service
departments. The specilic suggestions
include: .

@® Extending joint finance arrangements —
for example, 100% NHS funding for 10
years and then a “tapering ol to local
authority funding over a further five years.
® Health authorities to pay a lump sum or
annual payments for each patient
discharged into a local authority's care.

@ “Leaseback” — the sale of a large
hospital to a private owner before it is
closed. The new owner leases it back to the”
health authority which uses the proceeds of
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the sale to fund the development of
alternative services outside the haspital.

® Closer cooperation between the NHS and
the personal social services — [unds
available for particular client groups might
be pooled and services planned jointly.

@® Central transfer of funds [rom the NHS
budget to local government — with some
kind of guarantee that they would be
*“earmarked"” for the development of
community care.

® A pool of NHS (unds at central or
regional level for use by local authorities for
particular projects.

@ Giving one of the authorities — health or
local — all responsibility for providing
services for a clicnt group, eg mentally
handicapped people.

Junior Health Minister Sir George Young
has made it clear that whatever is decided no
extra resources will be available. However
he is equally adamant that this is not a cost-
cutting exercise — good communnity care is
often no cheaper than hospital provision.

The document is being widely distributed.
The Government says it has sought to
reassure unions that although the kind of
skills needed may eventually change, people
will still be employed to care for the
mentally handicapped and elderly if they
are living in the community. The goodwill
of local authorities is aiso crucial. They
usually see “earmarking’ of funds for
particular services as unwelcome
interference in their affairs — although the
Association of Metropolitan Authorities
has already agreed its members would
accepl it in this case,
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Comments have to be in by 30 November.
Depending on the response, and on
ministers’ final decisions, it should be
possible to bring in any necessary
tegislation, orders or regulations quite
quickly as the Government does not
anticipate opposition to them in
Parliament. This document applies to
England but a similar one is being issued for
Wales. '
*Cure in the community: A consuliative
document on moving resources for care in
England. DHSS July 1981 (free).

Rules are
madeto
be broken

In spite of the Parients first ruling that there
should be no more than one CHC for each
DHA, two exceptions have already been
allowed by the DHSS. Announcing the new
district health authorities for the South
Western Region, Health Minister Dr
Gerard Vaughan said. “Exceptionally, we
have also decided that, contrary to the
normal pattern’of one CHC per DHA, the
Isles of Scilly shouid retain a sunably-sized
community health council. We are also
minded to retain the Weston-Super-Mare
CHC™.

® See Reorganisation rownd-up, page 14.




Your letters

The challenge of the
Advocacy Alliance

Robert Sang, Co-ordinator, Advocacy
Alliance, 16 Chenies Street, London
wcC1

The central challenge posed by the
Advocacy Alliance project (CHC NEWS 68
page three) is that, in a society which does
not normally expect to provide full
representation for residents of closed
institutions, we propose to introduce.
independent lay advocates nto long-stay
mental handicap hospitals to work with
patients on a one-to-one basis. This runs
contrary 10 most traditional views of
hospital care, and exposes us to the charge
of well‘intentioned interference.

Nothing could be further from the truth.
A divisional nursing officer at one of the
hospitals involved in the project put it very
well when he told me that he saw our
relationship as a partnership. We shall be
working together to develop good
communications and cooperation at all
jevels and in all spheres of activity,
especially training. But the most important
feature of this partnership lies in the nature
of resident advocacy as we envisage it.

An advocate is an ordinary member of
the community who befriends a2 mentally
handicapped person. The advocate will
learn to express the mentally handicapped
person’s wishes, so that he or she can obtain
a better quality of life. Thus advocacy
becomes more than {riendship, for it allows
mentally handicapped people a measure of
self-determination they can rarely hope to
achieve alone. Although some of our
proposals are new to this country, we hope
that they will come to be seen for what theys
are: humane and positive, and offering hope
to the most isolated residents in long-stay
hospirals.

We have already received some very
helpful advice from CHCs, and would
welcome further comments.
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1982 and after

Jack Hallas, Nuffield Centre for Health
Service Studies, The University of
Leeds, Clarendon Road, Leeds LS29PL.
Tel: 0532 459034.

For some years now the Nuffield Centre has
run seminars for mixed groups of CHC
secretaries and members. Two more such
events will be held during 1981/82, on 24-26
November and 9-11 February, around the
theme of “CHCs — 1982 and after™.

The DHSS funds tuition and residential
charges, and the only cost to CHCs is that
of travel. Because there are only 18 places
on each seminar, only one representative
from each CHC can be accepted. Interested
individuals should contact me at the above
address as soon as possible.

Building Regulations and
access for the disabled

Clifford Vardy, Secretary,
Kidderminster CHC

‘Tt is to be regretted that the recent

Department of the Environment
consultation paper The future of building

. control in England and Wales (Cmnd 8179,

HMSO £2.10) makes no mention of the
special needs of disabled people. Architects
and planners have been criticised in the past
for showing a lack of understanding and/or
consideration of the access and mobility
needs of the disabled, especially with respect
to pubtic buildings. In view of this criticism,
the basic technical requirements for the
disabled should be written into the
proposed new Building Regulations before
they are presented to Parliament as a White
Paper.

Season ticket refunds

J W Murray, Secretary, Renfrew District
Local Health Council

The prescription prepayment certificate
clearly states that “This sum is not
refundable in any circumstances™. That
might have been reasonable in 1968, when it
was introduced, but now that annual
certificates cost £15 there should be some
leeway allowed.

On 25 June the Association of Scottish
LHCs passed my council’s motion “thata
scheme be instituted whereby refund, or pro
rata refund, of fees paid for prepayment
certificates, be made if the certificate is
surrendered on the death of the holder™.
The Scottish Minister for Health, Russel!l
Fairgrieve, has now said that he will
**consider the point with English
colleagues™, so CHC members shouid be
aware that réfunds, either total or pro rata,
are now a gistinct possibility. Patrick
Jenkin has to be persuaded by our Minister
to alter the rules. Perhaps some CHCs will
take up this matter?

Correction: Going loopy
John Hart, 36 Exerer House, Watermill
Way, Hanworth, Middlesex TW13 5NH
Unfortunately my letter “Going loopy”
{CHC NEWS 67 page ten) contained two
errors introduced during sub-editing. My

letter related only to transistor radios and
radio-cassette players, and it could be very
dangerous for readers to try to connect
loops to a TV set — as well as disastrous for
the set.

The sentence ‘‘Parents of hearing-
impaired children often regret the fact that
although special equipment based on the
inductive loop principle is used at school, it
cantnot help with their child's education™
should have ended with the additional
words “at home™. The school loop already
helps very much in the education of
children, and my point here was that
parents want a simple and inexpensive
means of helping with their child’s
education at home too.

Hospital information
booklets for children

Priscilla Alderson, Chairman, National
Association for the Welfare of Children
in Hospital, Exton House, 7 Exton
Street, London SE1

Southend District CHC's survey of
hospital information booklets (see CHC
NEWS 63, page 12) should prove very
useful to CHCs and others planning
hospital booklets.

However, at least one quarter of the
patients for whom the standard booklets
are intended is likely to find them
inappropriate and misleading. Information
for child patients should be quite different

-from that given for adults on eg visiting

hours, possessions to bring into hospital
and overnight accommodation {or
relatives.

CHCs could do much to help local
children by checking that children’s needs
are remembered, either in the standard
hospital booklet or in a supplementary
children’s leallet — such as the one that
can be provided by NAWCH.

This association is making a survey of
hospital information booklets sent to
children, and we would be very gratelul to
any CHC which sends us a copy of exactly
what is given to their child pattents.

We often publish letters from readers asking
other readers for help of one kind or another.
In future such requests will be published in
shortened form, as shown below, in this

special “Wanted” section of the Letters page.

Information on the effectiveness of
“immediate care” or “*flying doctor”
schemes, particularly in rural areas. How
many GPs are involved, and whar are their
relationships with the AHA, ambulance
department, police etc?

- Salop CHC

Do any CHCs know ofl local plans to set up
centres for assessing industrial deafness?
- Kidderminster CHC

We welcome letiers and other contributions,
but we would like letiers to be as short as
possible. We reserve the right to shorien any
contribution.
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Comment

“An amazingly inventive list” was one
verdict on the Government’s new
proposals for transferring resources
from long-stay hospital services to
community care (see page one). Thisis
probably the first time health service
proposals from this Government have
received such a positive welcome from
the voluntary organisations and pressure
groups. However, after the
congratulations a few doubts creep in —
can the admirable intentions of the
document be implemented?

If funds are going to be diverted to
local authorities for the care of
particular groups the authorities will
tiave to accept that these funds are
“earmarked” and cannot be used for
any other purpose. At a time when rate
support grantis being cut the
temptation will be to sink the extra
funds into the general pool of council
spending. Government action to
prevent this will have to be diplomatic if
itis not to atienate the authorities,
whose goodwill is s0 necessary.

Within the NHS itself there may also
be doubts, despite the enthusiasm for

- any proposals which would bring
patients back into the community.

Because the cold reality is that NHS
jobs will be lost and NHS funds will be

" cut. It will be a gradual process, and the

Government assures us that although
the type of skills needed may change,
the overall number of jobs will probably
not alter. And it insists that thisis not a
money-saving exercise, merely a

. transter. However, unions and

administrators may have doubts about a
policy that in the short-term will mean
yet more cuts, perhaps without
equivalent savings, especially during
the interim period when large hospitals
are stili being kept open. The National
Association of Health Authorities
{(NAHA) survey on joint finance (see
Health News, below) shows that half
the responding AHAs did not favour the
transfer of resources to local authorities

No more money will be available —
the Government is quite clear about
that, This is worrying some people too,
because underfinanced community
care could be disastrous. As well as
caring staff and well-equipped
premises,good community care requires
anintricate web of back-up services —
all of which have already been hit hard by
cuts in local authority spending.

Also we must not forget those who
are left behind. For the foreseeable
future, some patients will remain in
long-stay institutions, and what
resources will be available for them?

The Government's proposal to extend
joint finance arrangements also raises
several unanswered questions. As Tim
Booth reminds us on
page 11, joint finance was itself
intended to help safeguard the strategy
of switching resources from long-stay
hospital services into community care
during a period of severe restraints on
council spending. But 60% of the
responding AHAs in NAHA's survey
have found that councils are fimiting
theirinvolvement in joint finance
because of the resource implications. A
number of them are refusing to
participate in any new revenue-
incurring joint finance projects at all.

We have stressed some of the
difficulties that may lie in wait for the
Government's proposals. But if the will
is there — and the funding — they can
become a reality. This is a chance for
CHCs to make sure that these proposals
are not allowed to gather dust quietly

in filing cabinets all round the country.

Health News

Abolish the quota?

The quota scheme for employing disabled
people will be ended if the Government
accepts the recommendations of the
Manpower Services Commission (MSC).*

The MSC has carried out a review of the

- quota scheme and suggests that it should be
replaced by a statutory ““general duty” on
employers to give disabled people *“full and
fair™ consideration for vacancies, and
opportunities for career development. An
accompanying code of practice would
elaborate on this duty. The legislation
would apply to those employing more than
20 people, like the present quota under
which 3% of employees should be registered
disabled.

In making the case for abolishing the
quota, the MSC discusses the decline in the
number of those registering as disablel, the
difficulties in enforcing the quota and the
ease with which firms gain exemption. It
looks at alternatives to the quota and
admits that many organisations for the
disabled wanted “more comprehensive and
strictly enforced provisions™. And certainly
voluntary groups have not reacted
favourably to the MSC'’s review. The
Disability Alliance calls it “*a totally
inadequate response to the serious and
growing problem of unemployment among
disabled people’ and criticises the
vagueness of the proposed new duty on
employers.

The Government is giving interested
organisations and-individuals until the end
of the year to comment on the MSC’s

proposals. [t says that it will not come to
any decision until then.

*Review of the quoia scheme for the
employment of disabled people — a
report available from Mr M Houghton,
Room W10/23b, MSC; Moorfoot,
Shelfield S1 4PQ. ‘

Joint finance surveyed
Joint finance has received a vote of
confidence from area health authoritiesin a
recent survey carried out by the National
Association of Health Authorities (NAHA).
"Of the responding AHAs in England, 98%
(two thirds of all AHAs) wanted joint
finance to continue.

However, only 35% of the AHAs wanted
to see an increase in the available funds for
joint finance, NAHA suggests that this may
reflect the problems some AHAs are
encountering with local authorities who
place restrictions on joint finance schemes.
60% of the responding AHAs reported that
resource constraints were limiting local
authority participation in one way or
another — councils were either refusing to
participate in future revenué-incurring
schemes, introducing reduced limits on

™ levels of revenue costs, abandoning existing

schemes or renegotiating previously agreed
tapering arrangements.

The idea of local and health authorities
sharing long-term costs [or certain schemes
met with approval from 70% of responding
AHAs. Likely projects would be on the
border between health and social service
responsibilily such as **very sheltered
housing” for the frail elderly and

community services for the mentally
handicapped. Such schemes already existed
or were being planned in 37% of the areas.
In view of the new Government proposals
(see page one) it is interesting to note that
half the AHAS in the survey were not in
favour of the transfer of resources from the
NHS to local authorities. And many of the
38% who favoured this idea qualified their
approval with demands for contractual
agreements and arrangements for
monitoring the use of transferred resources,
Several AHAs mentioned their lears that

joint finance would be seriously affected by

restructuring — loss of coterminosity and
small budgets might lead to *‘a multiplicity
of relatively small and unrelated schemes™,

Copies of the survey report are available
from Sarah Head, NAHA, Park House, 40
Edgbaston Park Road, Birmingham B15
2RT. Tel: 021-454 2669.

" Regions “must be more

positive” about health
service supplies

A wider role in planning and monitoring
NHS supplies arrangements has been given
to regional health authorities in the first
circular from the Health Service Supply
Council. “Unless a more positive role is
played by RHAs, the supply function, in
which there is need for so much
improvement, will not improve but will
deteriorate”’, the counci{ warns. On (he
other hand a ““much stronger
commitment™ to efficiency and economy
Continued on next page
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Continued from previous page

could cut the £100m NHS supplies bill and
release resources for direct patient care, says
the circular.

The supply council was set up as a special
health authority in June 1980 (see circular
HC (80) 1 for details), and its circular Future
organisation of the supply function in the
NHS in England. SCC (81) 2,can be
obtained from 14 Russell Square, London
WCIB 5SEP.

CHCs’ help with drug
reports rejected

The Commitiee on Safety of Medicines is
adamant in its refusal to take account of
reports of patients’ adverse reactions to
drugs, sent in by anyone other than the
patients’ own doctors. The CSM

monitots the safety of drugs, by relying on
doctors to report untoward side-effects.

When the Association of CHCs first
suggested that CHCs could help the CSM ir
its monitoring task, the CSM replied that
no-one but a doctor had the knowledge to
judge whether a patient’s condition was
caused by drugs or not. ACHCEW
persisted, trying to persuade the CSM that
what it dismissed as “anecdotal” reports
from CHCs might just be valuable, “as one
piece of such information may corroborate
another”. But the CSM insists that nothing
can be fed into its system unless it has first
been checked out by doctors and such
scrutiny of CHCs’ reports would be
disproportionately costly.

ACHCEW has had better luck with
another aspect of drug policy ~ double
prescription charges. The British Medical
Association has weighed in with the
Association against the DHSS ruling that
patients should pay two prescription
charges for *“‘duo-pack™ medicines (see
CHC NEWS 64, page six).

Another voice tor NHS staft

-Anew NHS *‘trade union™ — representing
most of the professions supplementary to
medicine — has been formed. Called the
Federation of Professional Organisations, it
will hold 14 out of the 22 stalf side seats on
the relevant NHS negotiating body, the
PTA' Whitley Council,

The FPO’s member organisations
represent clinical biochemists, occupational
therapists, dieticians, orthoptists,
physiotherapists, hospital physicists,
chiropodists, radiographers and remedial
gymnasts — some 50,000 people in all,
mainly working in the NHS. The FPO will
provide a common voice for its member
organisations, and a forum for consultation
with Government and other bodies. The
federation’s secretary is Peter Bennelt, c/o
the British Association of Occuptional
Therapists, 20 Rede Pilace, London W2
4TU.

Citizens need more
advice thanever

Citizens’ Advice Bureaux are busier than
ever before. Last year enquiries increased by
1265 — the bureaux handled (our million

new queries. Requests for advice about

Health News

social security were up by almost a third,
and there was a 9.5% increase in enquiries
about health,

Two new health bodies.....

Health Minister Dr Gerard Vaughan has set
up a new health service quango, the
Maternity Services Advisory Committee, to
*“advise on matters relaling Lo the maternity
and neonatal services”. The new body will
represent medical and nursing interests,
along the lines of a recommendation of the
Short report on perinatal and neonatal
mortality.

The major mental health charities have
launched the Independent Council for
Mentally Handicapped People, to agitate
or faster progress in improving mental
handicap services. Its chairman is Brian
Rix, the secretary-general of Mencap.

..... and a third bows out

The last report from the Advisory
Commuttee on Services for Hearing
Impaired People {ACSHIP), axed by the
Government last autumn, has now been
published (1).

ACSHIP’s Children’s Sub-Committee
recommends that all children should be
screened for hearing at least three times —
by health visitors at eight months and three
years, and through the school health service

. atfive or six. A further screen at eight or

nine would be justified where a child had
missed earlier screening, in children
receiving special education, or in “high-
risk’ groups such as children in inner-city
areas or with retarded language
development.

The report recommends that the DHSS
should make enquiries wherever the
proportion of one-year-olds screened falls
below 90%. It also lends strong support to
the DHSS campaign to encourage women
of child-bearing age to accept vaccination
against rubella, which is the cause of 20-
24% of all congenital deafness.

Screening personnel should have their
owy hearing tested at least once every two
years, and because of the monotony of
screening children for hearing impairment
health authorities should not employ staff
solely for this purpose.

+ Inlarge cities the audiological service for
children should be organised on a multi-

district basis, but elsewhere a single-district

service is recommended, provided there is a
catchment population around 250,000.

1. Finalreportofthe sub-commitiee appointed
10 consider services for hearing impaired
children, DHSS June 1981, £1.35.

London’s post-grad teaching
hospitals to remain aloof

The future of the 12 specialist post-graduate
London teaching hospitals is sealed. And
the Government has taken most of the
advice proffered by the London Advisory
Group (see CHC NEWS 66, page three). Six
boards of governors will become six Special
Health Authorities. Two hospitals will be
taken over by regular health authorities and
four more will later come under DHA
management, when London University has
resolved the future of their associated
institutes. There will be three year’s
protection for the funds of the hospitals
which enter the NHS structure.
Hammersmith Hospital, with its
associated Royal Post-graduate Medical
School has not previously had a board of
gaovernors, but is now to become a seventh
Special Health Authority (see
Reorganisation round-up, page 14),

Maternity statistics

CHCs want more detailed statistics
collected on antenatal care, acceleration of
labour and who performs deliveries than is
intitially recommended by the official body
looking into health service information °
systems.

Earlier in the year the Natjonal Perinatal
Epidemiology Unit (NPEU)sent ail CHCs
the draft list from the official body, the
Korner Committee, of items of information
needed to be gathered around maternity. It
asked CHCs what they thought of this list.

So far 60 CHCs have replied to the NPEU
— 48 of them say that maternity careis a
major interest of the CHC.

Many CHCs would like to see extra items
collected about antenatal care, and Say that
knowing the date of the {irst antenatal
assessment is particularly important. The
NPEU says this shows that **CHCs share
the widespread concern’ about the lack of
information about antenatal care.

Another major area of interest was
around labour itself. More information was
required about acceleration of labour, drugs
given during labour, analgesia and
epidurals. Some wanted Lo know what
choice mothers were offered about the place
of delivery.

The NPEU has sent a summary of the
CHCs’ views to the Korner Commitlee,
which is publishing a (inal report on
maternity statistics in the autumn. And an
analysis of the CHC responses is being
written for CHCs by the NPEU.

Time to beltup

At last seal-belt use is to be made
compulsory for car drivers and front-seat
passengers. The measure should come into
force in mid 1982 after the Department of
Transport has consulted wilh retevam
organisations and drawn up regulations
about exemptions and enforcement.

Compulsory seat-belt wearing was
approved by a majority of 77 in the House
of Commons in a free vote on a House of
Lords’ amendement to the Transport Bill, It
will be brought in for a trial period of three
years.
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Over the past two years our
district has appeared near the
top of the “league table™ in all
adverse reports about inner
London’s health care problems,
from poor primary care through
to double the national average
for mental illness admissions,
But now an exciting new social
experiment may begin in a small
way to tackle some of these
long-term historical problems.

The experiment is the result of
an initiative taken by the CHC
in April 1979, following a
lengthy consultation exercise on
the district’s long-term needs for
hospital provision. This was
carried out in response to an
AHA plan to rebuild St Mary's
Hospital, Praed Strect (the
teaching hospital), to close St
Mary’s Hospital, Harrow Road
(in the centre of the district),
and to upgrade St Charles’
Hospital (in the north of the
district). Following
consultations with the public the
CHC rejected the plan and then
obtained a three-month delay in
order to formulate an ¢
‘‘altermative” strategy.

This gave the CHC time to
carry out a random survey of
1000 people, selected from the
electoral register across all the
wards in the district. We also
interviewed patients in
outpatient departments of the
three hospitals, clinics and GP
surgeries, as well as members of
local community groups and
voluntary organisations. Ina
questionnaire we asked people to
consider four alternative plans
and to say which they preferred.
These plans were based on
earlier discussions with the
public during the first stage of
the consuitation.

The vote was overwhelmingly
for the plan which suggested the
retaining of St Charles’
(including its children’s ward),
the rebuilding of St Mary’s,
Praed Street, and the replacing
of the general hospital at St
Mary’s, Harrow Road, with a
community hospital on the same
site. A community hospital was
defined as a hospital where GPs
could admit their own patients,
and where there might also be
facilities for pre-convalescents,
geriatrics and mentally
handicapped adults, a health
centre, provision for the young

chronically sick, and a minor
casualty centre.

This plan was presented to the
AHA as the preferred
alternative proposal of the
community. We urged the AHA
to shift resources away from the
acute hospital services, towards
providing low-technology
hospital services which would
more appropriately bridge the
gap in provision between
hospital and community
care.The AHA was impressed
with the evidence, and agreed in
principle to adopt this plan and
to explore with us how it might
be implemented. But although
the AHA welcomcd the concept
of a community hospital, and
saw it as an extension of
primary care,it had doubts

The birthofa

hospitals. It considered every
aspect of a community hospital,
eg the payment of GPs, methods
of funding the hospital, the level
of nursing and ancillary staffing,
the range of services and the
catchment area for patients.

Meanwhile the CHC held two

large meetings with GPs. At the
first, hosted by the DMT, a
doctor from the Wallingford
Community Hospital described
its operation, and this was very
influential in persvading GPs to
join in further discussions. A
second meeting with local
doctors was held at the CHC
office, and this also included
GPs from St Thomas’ and Brent
districts, who were also trying to
establish community hospitals.
These two meetings proved

by Naomi Honigsbaum, Chairman, North West
Kensington, Chelsea and Westminster CHC *

about the support that would be
forthcoming from local GPs.

The CHC then adopted a two-
fold strategy: to canvass GPs’
opinions and encourage their
support, for without their
enthusiasm and commitmeant the
plan would founder, and to seek
a broad band of support from
the relevant local agencies,
including voluntary
organisations and the statutory
social services.

Between April and September
1979 the CHC was involved in
delicate negotiations with the
District Management Team,
during which it established the
terms of reference of a joint
working party, its membership,
and the time-scale for
discusstons. The working party
consisted of myself and two
other CHC members, the CHC
secrelary, three DMT members,
one RHA officer, two local GPs,
two social workers, two
members from voluntary
organisations and one staff
representative. 1t began meeting
in the autumn of 1979 and
presented its final report to the
AHA in October 1980. It met 16
limes, made visits to other
community hospitals, invited
experts with particular
knowledge to its meetings, and
read much of the official
literature on community

crucial in gaining GP support —
25 local GPs were identified who
wished to participate in
establishing a community
hospital. These GPs formed
their own working group, and
fed their ideas and suggestions
into the working party through
their GP representatives.
Similarly the CHC held
meetings with a range of local
voluntary organisations, and
encouraged them to make
suggestions about the likely
needs for services alongside the
community hospital.

Early mecetings of the working
party were rather tense and
cautious. The CHC and DMT
both needed time to establish
confidence and trust in each
other. The GPs were guarded
too, suspecting that the hospital
might be just a device to exploit
them by discharging patients
earlier to their care. What
interested them was the concept
of an extended and improved
primary care service to their
patients, But over a period of
time the atmosphere of caution
and hesitancy gave way to
enthusiasm and growing trust.
The CHC and DMT worked
hard between meelings keeping
all interested parties informed
and in touch.

As the original ideas were
explored more throughly,

typlan

compromises inevitably had to
be reached. The doctors decided
that they could only admit their
own patients to the hospital, so
the CHC’s plans for a “walking
wounded’’ minor casualty
service had to be abandoned.
The GPs had done a survey
which identified an immediate
need for a 25-bedded unit, so
they asked for a two-year “‘trial
run” prior to the opening of a
larger community hospital on
the Harrow Road site in 1986.
The CHC proposals for a health
centre, outpatient clinics. a unit
for the mentally handicapped,
rehabilitation services, day-care
provision for psychiatric
patients, and day-care services
for elderly patients were all
endorsed by the working party.

In the end the working party
agreed on a two-year “trial run”
GP hospital of 25 beds at
Chepstow Lodge, a small unit
used for pre-convalescent
patients, about half a mile from
the Harrow Road site. If this
trial is successful the DMT will
be cominitted to using some of
the buildings remaining at
Harrow Road (o provide the
nucleus of a larger community
hospital, with day-care facilities
to be developed alengside. The
CHC could not agree to the
closing of the children’s ward at
St Charles’, and this issue is
awaiting further discussion.

The AHA accepted the
working party’s
recommendations in October
1980. The DMT has now set up
an operational working party,
with the CHC, GPs and the
DMT all represented, to
establish the “trial run™
community hospital. A separate
monitoring group, witha CHC
representative, has been set up
to evaluate the trial, which
should begin this autumn.

The CHC has been surprised
by the enthusiasm with which its
ideas have been taken up. The
original plans have already
undergone changes and some
watering down, but many of
them may well be achieved. The
working party certainly
introduced a new era of
cooperation and communication
for all the groups involved, and
il remainsto be seen what fruit
this will bear in terms of greater
involvement in the future
planning of community services.
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More than sympathy
by Richard Lansdown,
Tavistock Publications
£3.50.
The content of this book is
summed up in its subtitle The
everyday needs of sick and
handicapped children and their
families. It is a practical guide
10 the emotional and practical
problems faced by chronically
sick and handicapped children
— and their parents, brothers
and sisters. The author
discusses family tensions,
behavioural difficulties,
probtems facing children in
hospital and sex education. He
gives a full list of organisations
which can help families with
handicapped children in all
kinds of ways — with
counselling, practical aids and
information, legal advice etc.
He also includes detailed
descriptions of the various
conditions that children may
suffer from — from autism to
cerebral palsy to leukaemia.
This book might be uselul
for some parents with
handicapped or sick children
but many would find that it
covers too wide an area to be
helpful in their particular
situation. 1t would be of much
greater value to those who
come into contact with
handicapped children and their
families and want to
understand their problems
betier and learn how they can
offer more effective help.

Images of ourselves
— women with
disabilities talking,
edited by Jo Campling,
Routledge and Kegan Paul,
£3.95

The twenty five women who
contributed to this book paint
a vivid picture of living with a
serious disability. As their ages
range from adolescence to old
age all facets of disability are
touched upon and real insight
is gained into personal
relationships, education and
employment.

Common themes that
emerge are the desire to live as
independently as possible and
the desire to be able 1o make
the most of one’s abilities. As
one contributor says ‘““There is
a very firm belief by those in
authority that a disabled
person should at all costs have
a ‘secure’ although boring and
dull job, and once this has been
secured then that is one’s niche
for life.”

Book reviews

Readers will, I'm sure,
quickly gain the impression.
that this negative, protective
attitude is quite widespread
and extends across all aspects
of life, even — or perhaps
particularly — into personal
relationships.

Everyone has the right to
make their own decisions and
mistakes and there is a great
deal in this book which will
help CHC members when they
are discussing the needs of
people with disabilities with the
wide cross-section of people
with whom they come in touch.
Joan McGlennon, Secrerary,
North Surrey CHC

The office workers’
survival handbook

by Marianne Craig, British
Society for Social
Responsibility in Science,
£2.35.

For the last 18 months I've
been working every day under
two fluorescent strip-lights in a

window-less office — and
during this period my eyesight
has sharply deteriorated. Is
there a link? Probably not. But
in this book Marianne Craig
{who hersell works at Brent
CHC’s office) describes in
admirable detail the damage
caused by the familiar
equipment of the average office
— and that includes
fluorescent lighting,
photocopiers, chairs and
correcting fluid.

She makes it extremely clear
that work hazards aren’t just
found in factories and on
building sites. Office-workers
suffer considerable physical
and mental stress — even
illness — from their work
conditions. And in a separate
chapter on the new technology
Ms Craig looks at the new and
disturbing problems caused
by its use — in particular the
introduction of word-
processors and VDUs (visual
display units).

Most office workers are

women — except in the higher
echelons of the average
organisation, This book
emphasises the particular
problems facing female office
workers — conflicting
demands from management
and children, [ack of creche
facilities — even sexual
*harassment.

Howeverdon’'t think thisis a
negative book. It has alot to
say about how to improve
conditions — by working
through unions, enforcing legal
requirements and taking direct
action. Despite the need
sometimes to go into quite
technical detail the book is easy
to read and gives plenty of
useful real-life examples of
both problems and solutions.
Anyone who works in less than
perfect office conditions would
probably find it interesting.
Jenny Keating, CHC News

In and against
the state

by the London Edinburgh
Weekend Return Group,
Piuto Press £2.95

Most CHC people will
probably not get on too well
with this book, which is written
from an explicitly marxist
point of view by a group of
eight authors, including
Jeannette Mitchell of Brent
CHC. It looks at the plight of
socialists doing “professional”
work [or agencies of the state,
such as teachers and social
workers.

Their predicament, the book
explains, is that although they
would prefer to have socialism
the services they provide help
to smooth over some of the
worst deficiencies of capitalism
and to side-track people who
might otherwise be persuaded
of the need for drastic changes
in society.

Interestingly, the book
includes five pages of interview
with “Joan and Kate”, two
CHC workers who **know that
their job for the state is to
channel protest into
manageable forms”’, but also
feel that they can “‘use their
position to support the struggle
for better health™. Other
allusions to and examples
drawn from CHC work crop
up regularly throughout the
text.

The book does suffer from
that irritating sense of
infallibility which seems to
pervade marxist writing, but
even CHC readers not

~

sympathetic to its politics will
find that it strikes plenty of
familiar chords in relation to
their own everyday problems
within the NHS.

Dave Bradney, CHC News

Our elders

by Muir Gray and Gordon
Wilcock, OUP £4.50

The book is succinctly but
aptly titled, as it examines
every aspect of the physical,
emotional, social and legal
needs of “‘our elders™. The
authors are seeking to awaken
a deeper understanding and
awareness of possible new ways
ol helping this growing
population and in this they
succeed, although as usual the
problem is implementation.

Chapters on the pattern of
services for the elderly will be
of particular interest Lo new
CHC members — these
highlight some of the
continuing service shoriages.
eg chiropody. Medicines for
the elderly and their regular
review is also a topic Lo which
CHCs might usefully pay
attentton, -

The authors consider social
attitudes towards old age and
old people and the effect on
their status in society due to
their lower income, immobility
and political impotence. There
are informative chapters on the
history of pensions and
allowances with prospects lor
the future. Housing problems,
the traumas of retirements,
bereavement, dying and
isolation are sensitively
discussed as is the stress on
families caring for aged
relatives.

The people of this generation
who will be our elders in the
2|st century — having been
brought up to expect much —
will certainly demand more
from social services, housing
and health authorities. They
wilt already be better housed
and nourished than their
preédecessors and, having more
organising power, they will
undoubtedly have more
political “*clout”. It follows,
theretore that the more
powerlul the ¢lderly become
the stronger will their voice by
heard for improvements.

I found this an interesting
book although, due to its
scope, there is a wealth of
information to digest and each
topic could be the subject of a
book on its own.

Wenonah M Hornby
Assistant, Hull CHC
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““When the time came to
choose the glasses, the optician
pointed to a show-case of
flatteringly-lit frames. I had to
insist that I wanted to see the
NHS glasses. With obvious
resentment, she opened a
drawer of frames, all higgledy-
piggledy. I felt like a pariah,
but really, it's a racket, isn't
i?”

It certainly seems like a
racket to a worrying
proportion of the people who
buy new glasses. Every year in
England about eight million
people have their eyes tested
and over six million buy new
spectacles. This article
explores the reasons why
glasses cost so much, the range
of conflicting interests and why
the public is so confused about
what opticians have on offer.

At the start of the NHS,
glasses were free — private
specs were regarded as a
luxury. The Opticians Act in
1958 set up the General Optical
Council 1o regulate opticians’
work and to establish their
status as independent
professionals. It also made it
. Hlegal for anyone except an
optician or an eye doctor to sell
spectacles *.

The range of NHS spectacle
frames for adults and children
has hardly changed since 1948.
The DHSS admission that it is
not a “wide fashion choice™ is
anunderstatement, NHS
glasses are no longer free, the
lenses are slightly subsidised
and patients have to pay
almost the full cost of the
frames (from £1.84 to £9.27).

Although 78% of children
have NHS frames (free to those
under 19 and still in full-time
education), adults are often
tured to the more Nattering
private frames, which today
cost anything between £40 and
£100. Frightened by friends’
tales of exorbitant prices,
people delay going for an eye-
test, even though there is no
charge for this. A survey by
West Birmingham CHC found
that many spectacle-wearers
did not know whether they had
received a private or NHS
service and many who intended
to obtain NHS glasses ended
up with private frames for the
NHS lenses. About half of all
spectacles sold are now private.

The opticians’ monopoly on
sales was investigated in 1976
and 1978 by the Price
Commission. The 1976 report
found people paying £18 for

An eyeful
~of trouble

spectacles which cost less than
£4 to make and both reports
noted the lack of competition
in the sale of private spectacles,
said that dispensing them was
very profitable, and vainly
recommended changes.

If dispensing spectacles is
such a good deal for opticians,
why do we not see them all
riding around in Rolls-Royces?
The professionals bristle at the
suggestion that they actually
“sell’” spectacles (“‘we supply
them”, CHC NEWS was told),
yet all acknowiedge that itis
impossible to make a living
out of NHS practice alone,
because the eye test and
dispensing fees from the NHS
are 50 low.

The NHS pays an optician
£4.50 for conducting an eye
examination. This is supposed
to cover practice overheads
and includes £1.82 professional
fees for a procedure which
takes 20-40 minutes. The
current dispensing fee for NHS
lenses and frames is £4.45 and
this drops to £2.65 if the
patient chooses private frames
for the NHS lenses. About 25%
of patients tested do not
require a prescription for
spectacles. It is easy to see why
opticians have been setting
high fees for private dispensing
and why in some practices the
NHS specs are kept under the
counter.

The opticians’ justification
for their monopoly is that
before every purchase it is
essential to check that there is
no damaging eye-disease —
such as glaucoma. At present it
is an offence to sell glasses
without an examination by a
qualified person. The
monopoly has been defended
by the Government in the face
of repeated pressure for a
review. A Government
spokesman told the House of
Lords recently, ““The
restrictions on the testing of
sight and the supply of
spectacles which the Opticians
Act lays down ensure ... that
patients’ sight is tested by
practitioners who are qualified

to 'recognis:e signs of eye or
other disease and refer patients
for early medical advice and
treatment.” .

. The system for supplying
spectacles has come under
increasingly widespread attack,
particularly in recent months.
The Jekyll and Hyde
combination of the caring
professional, offering a
diagnosis and prescription,

with the appliance-oriented
commercial operator is
becoming increasingly
unstable. The commercial
element threatens to swamp the
“patient” relationship. Now
there is news that Tesco and
Woolworths are considering
setting up concessions within
their stores, where an optician
would test eyes and sell glasses.
Already about haif the high
street opticians are corporately
owned — Doliond and
Aitchison, the biggest chain,
belongs to the tobacco firm,
Gallaghers. Several

" drug companies also have a

financial stake in the business. .

There are worries that the
NHS will slip from just being
subsidised by the private
interests to being completely
overwhelmed by them and that
excessive pricing is already a
temptation to excessive
prescribing.

The solution which will
satisfy all parties is far from
easy to find. There is provision
for help with the “basic NHS
charges™ for people on
supplementary benefit and
other low incomes. DHSS
leaflet Your sight and the NHS
explains that basic charges are
for glass lenses and NHS
frames. Plastic NHS lenses are
generally only available for
bifocal glasses and if you need
very thick specs the NHS
“choice™ is non-existent.
Children under 19 and still in
full-time education can get
NHS children’s glasses free.

Several CHCs have been
advising local consumers to
“shop around” for their-
private spectacles. You may
take a prescription from the

optician who has examined you
and go elsewhere for the
glasses. But as North West
Leicestershire CHC warns in
its leaflet Serting your sights,
*‘Please note that the cost of .
the NHS [rame alone will not
be the cost of your spectacles®’.

Last year the General
Optical Council narrowly
voted to lift its ban on
displaying Lhe price of frames,
following veiled threats by the
Office of Fair Trading to refer
the whole optical industry to
the Monopolies’ Commission.
Few opticians have taken up
the option to show price tags.
The Price Commission reports
urged this move and so did the
Royal Commission on the
NHS.

CHCs which have looked
closely at the ophthalmic
services seem agreed thata
system must be found which
encourages a professional
relationship between patient
and optician and does not
require subsidising by private
dispensing. Consumers and
opticians alike agree that the -
place to start is a decent NHS
fee for sight tests — £10-£15 is
a figure now being bandied
about.

. “There is scope for
improvement in the range of
NHS frames”’, as the DHSS
drily admits and the
Department is discussing this
with the manufacturers and the -
profession. Whether contact
lenses are also on the agenda is
not known,

But both these
improvements would cost a
great deal of money. Increasing
patient charges would be very
unpopular and increased
Government spending is highly
unlikely. In many ways the
encroaching of the big
conglomerates into the retail
end of the optical industry may
actually suit Governments, or
at any rate their Exchequers,
and it becomes more and more
expensive to halt this trend.
The choice for the patient
seems Lo be *‘cheap and nasty”
or ““nice but pricey”.

* The term opticians is used
here to cover what are strictly
three different types of
ophthalmic practitioners, in
the General Ophthalmic
Service — opkithalmic opticians,
ophthalmic medical
practitioners, and dispensing
opticians. For delails of what
each does, see CHC NEWS 55,
page six.
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Over Lhe past few years, we have grown
" used to headlines such as “*Rural services
declining”, ““Our villages are dying”, in the
local and national press. Frequently rather
exaggerated stories paint a pessimistic
picture. But it is not so surprising if we look
at some of the figures.»

Tn Suffolk 33% of villages with a school
in 1961 had lost it by 1978 and over the
same period 25% of villages had lost their
only shop. There is no chemist’s shop in
96% of Wiltshire villages; in
Nottinghamshire 85% of villages do not
have a surgery; and in Gloucestershire(with
a relatively high level of provision) 68% of
thé villages do not have a surgery.
Combined with dwindling public transport
the pattern is one of increasing isolation for
many rural dwellers.

The higher level of car-ownership is
partly a response to this decline and partly a
cause of it. It is those least able to afford or
Lo use a car who are most dependent on
local services — the elderly and disabled as
well as young people and those households
where the husband takes the car 10 work
leaving his wife and children trapped and
isolated. Clearly the problems of mobilitiy
and accessibility are especially serious when
it comes to health facilities simply because
those most in need are those least able to
drive, or wait a long time for public
transport or for a surgery to open.

There are two main reasons for the
decline in services. First the providers of
services have wanted Lo reduce costs by
operating services most centrally — by
closing village schools, pubs, garages and
doctors’ surgeries. Secondly, improved
personal mobility, changes in behaviour
such as shopping patterns, and changes in
the social and age structure of the rural
population have all led to a decline in the
use of local facilities.

There are also more specific forces at
work. For example rural pharmacies have
been closing because of competition for the
profitable sideline products from
supermarkets and larger town-based
chemists. The growth ol group practices in
health centres has forced Lhe centralisation
of dispensary [acilities.

The centralisation of GP services in
health centres where the cost of expensive
equipment can be shared has dramatically
reduced the number ol small practices. In
addition many doctors believe that there is
insufficient financial support for the single-
handed rural doctor and that the Rural
Practices Fund (1) which aims to help such
doctors is simply inadequate.

The decline of services in the countryside
has been going on long enough to show that
there is a limit to how far wraditional forms
of service delivery can cope with the
changing demands of rural communities,
and with large-scale social and economic
trends. We have to turn to unconventional
ways of organising services and facilities in
rural areas. The task need not be so difficult
for these alternatives already exist and
information on them is becoming
increasingly available(2).

Doctors’ surgeries
For a village without its own surgery the

Photos: British Tourist Authority
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Department of the National Council for
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most practical proposition is for the
community itself to try to establish a part-
time or branch surgery. The most common
way is lor the surgery to be linked with the
village hall. The surgery can be a self-
contained annexe to the hall or it could be,
as {or example in Appleton, North
Yorkshire, a separate room within the hall
which has been adapted for use as a surgery.
In Elham, Kent, villagers formed a
community trust, gave their labour and
raised money to build a doctors' surgery. In
Orlord, Suffolk, the village managed 1o
keep the surgery by buying the property

whehn the owner decided to sell up. Through
voluntary contributions the parish council
raised £11,000 required to purchase and
renovate the property and have since
established a charitable trust which now
leases the surgery toa GP.

These examples reflect the importance of
community ownership. Itis clear thata
community which owns a facility, through
the parish council or village hall committee
for example, has considerable control over
how it is used. This encourages local people
to have some commitment to using the
place and ensuring it 15

improved and adapted.

Parish council involvement is another key
issue. For example in Burgess Hill, West
Sussex, the parish council has used tts
power to levy a local rate 1o help a GP get
started in the village. Elsewhere a parish
council has contributed 1o the running of a
mobile physiotherapy unit and paid {or the
instatlation of a doctor’s car radio.

Pharmacies
Few villages are able to support a full-
time pharmacy. Current estimates suggest

that a population of 7000 1o 8000 is required
before a pharmacy becomes viable, Those
communities [ucky enoygh to have a
chemist's shop ought Lo support it as much
as they can. There may be scope for an
existing business, such as a general store or
sub post oftice, to be combined with a
pharmacy but this depends on willing
proprictors and suitable premises. It may be
possible 1o establish a part-time pharmacy
operating a limited number of days or hours

per week by a pharmacist from a nearby M
town or village. :

For villages in remote areas dispensing by’
GPs is the onty practical alternative.
Current NHS arrangements enable patients
living in a rural area and more than one
mile from a pharmacy to ask their doctor to
dispense medicines. In addition patients
who can satisfy the FPC that they would
have “sertous difficulty™ in obtaining
medicines may ask their doctor to
dispense(3).

Another solution may be a prescription
collection and delivery service. Normally a
collecting point such as a shop, post office
or pubis agreed on and prescriplions are
taken to the pharmacy and the medicines
returned to the village to be picked up.
Alternatively prescriptions can be collected
and medicines delivered direct to individual
residents.

Transport

In many villages the only means of
improving access to medical facilities will be
through improving transport. In the
Waveney Valley, Suffolk, and in Cuckmere,
in Sussex, volunteers drive the community
bus and are responsible for day-to-day
management and organisation of services
and routes. In Shropshire and Cumbgia
there are **social schemes™ where car
owners prepared to use their own cars for
regular or occasional journeys are linked
with people requiring transport. Such
schemes appear to be particularly suitable ,
where a small number of people require
fairly infrequent transport to a specilic
point, such as a surgery or hospital. and the
1980 Transport Act has lifted many of the
licensing, insurance and advertising
restrictions.

Others alternatives include the use ol
shared taxis and hire cars and hired village
buses. In-all cases local people are actively
involved in arranging,running and perhaps
financing the service. They can ensure that a
bus service co-ordinates with surgery
opening-hours and that tocal people, by
having a stake in the service are more likely
to use it.

Villages fight back

Community initiative in the countryside is
not confined to the health and transport
field. Some villages which have lost their
only shop have established a community
shop run by voluntecrs on a simple no-
profit basis — in many ways a logical
development of the bulk-buy ¢lubs common
in urban areas.

Village halls are increasingly being used
to house part-time services such as
community shops, sub post offices, clintcs,
playgroups and surgeries. As village schools
come under threat of closure more and
more communities fighung o save this .
essential tacility are suggesting the local
people directly put finance, voluntary
labour and expertise into the school.

Action by CHCs

CHCs can rake an active part in making
communities aware of these pianeering
initiatives and helping them 10 take action.
In 1978 Aylesbury and Milton Keynes CHC
undertook a survey of rural health facilities
in 148 villages. Among its recommendations
were the establishment of a mobile
Continued on nexi page 1
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Healthline

On the starting line
How do I {ind out where my
tocal CHC is?

Look in the phone book. In
1977 the Association of CHCs
arranged with the Post Office
for every alphabetical
telephone directory to include
details of alt CHCs in its area,
under the heading,
*Community Health
Councils”. Some CHCs have
also arranged entries under
their names, so if you know the
council’s name, you can look
there. You could also try
Yellow Pages. CHCs are
entitled to a free Yellow Pages
entry, under “Consumer
Consultative Organisations”,
but not alt have contacted their
local telephone area office to
claim this, so the histing is not
complete.

No beds for elderly
mentally ili

Maost of the psychogeriatric
patients admitted to our locat

patient any more?
The legal department of MIND
has advised that the contract is
not legally binding but nor is
the NHS acting ilfegally in .
seeking such agreements before
admitting a patient. There may
be a medical policy or a need to
share out scarce resources
amongst a great many people.
Only if refusal to continue
hospital treatment amounted
to neghigence would the patient
have a legal case to bring. If
refatives are adamant that they
do not wish the patient to
return home, then they cannot
be forced. However the patient
may wish to return and may
have a legal right to the
accommodation. On the whole
this sort of dilemma'is not
solved by recourse to the
courts. It is better for the
_family to try to persuade the
GP, social worker and the
hospital that a local authority
place should be provided.

Dentists,

practitioners, from British
Dental Association, 64
Wimpole Street, London W1,
Pharmacists refer (o
“Statement upan matters of
professional conduct from
Pharmaceutical Saciety of
Great Britain, ! Lambeth High
Street, London SE . Opticians’

. code of practice is still being

reviewed following a merger of
various professional bodies to
form the British College of
Ophthalmic Opticians. Contact
the BCOQ at 10
Knaresborough Place, London
SW5. For information about
the terms of service of these
members of the family
practitioner services, jook at
CHC NEWS 54, page 11
(dentistsyand CHC NEWS 55,
page six (opticians and
pharmacists). GPs were in
CHC NEWS 53, page six.
Home confinement

My GP has refused ta have
anything to do with my wish to
bave my baby born at home, He

mental illness hospital are onl ‘ is on the list of doctors providing
accepted on a fong or six- ! pharrpacists, obstetric services, Is he allowed
week “contract”. Obtaiaing a optic:ans . to refuse to fook after me?
fong-term bed is almost Do deatists, pharmacists and Yes, GPs often refuse to give
impassible. Is such a contract oplicians have codes of medical cover to women

legally binding and what advice
can we give o relatives who
clearly cannot care for the

professional practice?
Dentists have Ethical and legal
obligations of dental

wanting home births. The
Society to Support Home
Confinement's advice is don’t

waste time looking for a more
sympathetic GP, bu wrie
straight away to the Area
Nursing Officer who has
responsibility for organising
midwives in the area. Ask the
ANO to make the necessary
arrangements and state, “‘¥
accept full responsibility for
my decision to give birth at
home™. For more information
contact Society to Support
Home Confinements, 17
Laburnum Avenue, Durham.

Nucleus hospitals
Where are these kinds of
hospitals being built?

One has been opened, at
Pinderfields General Hospital,
Wakefield, Yorkshire. Seven
other projects are under way at
Newham, Maidstone, West
Cheshire, Macclesfield,

Redhill, Croydon and Ipswich.

Holistic medicine?

What do people mean by holistic
medicine?

This is an umbrelfa term,
covertng all those types of
“naturaf” medicine whose
phtlosophy is based on treating
the whole person, rather than
concentrating on the symptoms
as Wesiern conventional

‘medicine does,

A countryside survival Kit

Continued from previous page

pharmacist (currently illegal), the
development of a new practice for a group
of villages, the setting up of prescription
collection services and arrangements for a
part-time surgery in one village. Many
CHCs have been involved in trying to
tmprove and maintain transport facilities.
Among these are Southend CHC which has
run a publicity campaign to encourage
people to use and thus safeguard a bus
service runt from outlying villages to a
hospital and Worksop and Retford CHC |
which has been involved in setting up a
community bus scheme in North
Nottinghamshire.

Burnley, Pendle and Rossendale CHC
managed to get the district council to
reverse a decision to refuse planning
permission for a vital new surgery in
Crawshawbooth. Durham CHC challenged
an FPC decision not to advertise a vacancy
{or a rural practice, South East Cumbria
CHC helped (though unsuccessfully) a local
Campaign fo stast a surgery in the Lake
District village of Grasmere,

Making their services accessible to and
known by the rural dweller is a problem
which many CHCS must experience. In
Oxfordshire the CHC has an “'agency™
irrangement with information centres and

imilar orgaaisations tor these Tagents” to
upply information to help the CHC fulfil

Notes

Central goverament, local authorities,
health authorities, CHCs, and voluntary
organisations need to recognise that with
their support (not necessarily financial,
advice, information, and a flexible attitude
communities can not only {ill gaps lefi by
services which have been lost, but mare
importantly can improve the quality and
accessibility of health care in rural areas.

1 The Rural Praciices Fund compensates GPs
for the extra costs involved in runaing a rural
practice. The money is distributed by FPCs on .
a DHSS scale, according to the proportion of
patients living beyond a certain distance from
the surgery. Last year about 20% of GPs in

its monitoring role. The CHC is provided
with statistics on health queries aad the
agents supply information {rom the CHC

- about health services. The CHC makes a

contribution towards the agents’ postage

" “and telephone costs.

-Itis encouraging to see that there is such
innovation and imagination by peopie in
, fural commuaities (o seek solutions to
probtems which they have identified.

England and Wales claimed the payments and
received an average of £1400 each.

2 Alternative rural services: a community
initiatives manual by Stephen Woollett, Bedford
Square Press £3.50 or £3.95 by post {rom
Macdonald and Evans, Estover Road,
Plymouth PL6 7PZ.

3 See Statutory lastrument 1974 Na 160 (Part
VI, reg 30).

Correction

In Ann Shearer’s article “Institutions don't
have to be this bad”, published last month,
the third sentence on page ten should have
read: “Without such support the abuses and
the dehumanisation can creep inagain,
unbidden™,
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Joint financing began in
England in 1976/717, in Wales
in 1978/79, and 1n Scotland in
1980. Through the scheme,
limited NHS funds are
available for spending on local
authority personal social
services where this can be
expected to yield a better
return to the community than
if the money was spent directly
on health services.

The scheme builds on the
interdependence and overlap
between the health and social
services especially in fields such
as the care of the elderly, or
mentally handicapped or
mentally il people. [t
acknowledges that
improvements in health care,
and better use of health

.resources, may depend
crucialty on the level and
quality of the social services
provision.

Joint finance may be used to
support either capital
development or revenue
spending (running expenses).
Health and local authorities
normally share the costs of
capital projects, with 60%
being regarded as a reasonable
contribution by the AHA,
though occasionally a higher
proportion or even the whole
cost may be met from NHS
funds. in the case of revenue
schemes, the AHA
contribution is calculated on a
tapering scale with the local
authoriry gradually paying a
greater share until, generally
after five years, it assumes full
financial responsibility for the
project. This period of support
may be extended up to seven
years by agreement between
the two authorities or even
longer with the approval of the
Secretary of State.

It was intended that joint
finance shoutd mainly be used
to help local authorities fund
new developments likely to
benefit the heaith services,
expand those services given
high national priority, and
maintain services at risk
because ol expenditure cuts.
However, it may atso be used
to finance projects proposed by
voluntary organisations, or for
primary or community health
care purposes where agreed by
both the heaith and local
authority,

How much money?

The money available for joint
financing is determined

*

there for
the taking

nationalty and AHAs are
informed each year of their
allocation. It is calculated
according Lo a formula based
on population and weighted to
take account of the numbers of
mentally ill and mentally
handicapped and the
proportion of elderly aged 75
and over. In 1980/81 £54m of
NHS money was set aside for
joint financing in England, a
sum increasing 1o £56m in
1981782 and £58m in [982/83.
Set against the total budget
for health and personal social
services, currently about £9,600
million, the joint finance
programme is clearly very

Joint finance is supposed to
help to smooth over some of
the long-standing conflicts
bewween the health and social
services, which erupt where
their responsibilities clearty
overlap — for example, in the
care of old people.

Finally, it is intended ta
promote innovation and
experiment in service delivery.
Because joint finance is not tied
to traditional spending
categories within social service
budgets it ¢can be used to
support nove! ideas which are
normally difficult to finance
under conventional accounting
practices.

by Tim Booth, Lecturer in Social Policy
University of Sheffield

small. Yet it represents a key
source of uncommitted money
in council budgets otherwise
starved of growth. Indeed, for
many locat authorities it is now
a vital source of finance for
new construction and building
work, given the squeeze that
successive rounds of spending
ctts have exerted on their
capital programmes.

The aims of joint
finance

Joini finance was intended to
help safeguard the national
strategy of switching resources-
from the long-stay hospital
services into community care at
a time of severe constraints on
local council spending. It
enables the DHSS to earmark
extra resources for the social
services without upsetting the
local authority associations
who are opposed to specific
grants.

It can also be seen as
providing a stimulus to joint
planning by offering a financial
incentive to local authorities 1o
coflaborate with AHAS in the
development of their services
and by easing some of the
difficulties in funding joint
planning proposals.

Achievements

Joint finance certainly has
helped joint consultative
committees (JCCs)to find a
role for themselves, JCCs,
usually made up of local
councillors and AHA members
whose responsibilities cover the
same area, were set up to
promote collaboration, joint
planning and joint delivery of
services of common concern
{see CHC NEWS 50, page five).
Without joint finance many
would have little to do, and in
some places joint planning
consists entirely of deciding
how 10 spend the earmarked
ajlocation.

Undoubtedly it has also
helped to imprave
understanding and
communication between health™ ,
authorities and local
government. And it has
cushioned the social services
against the full impact of cuts
in local government.
expenditure, and even brought
about an improvement in
services for “‘priority” groups
such as the elderly and the
mentally handicapped.

Shortcomings

The scheme has been used by
some local authorities as a

JOINT £INANCE

pretext for curbing social
services spending, in the
expectation that the shorifall
would be restored by the NHS.
This has Jed to resentment by
some AHAs who see
themselves as subsidising the
rates, and has damaged
refations on JCCs.

Joint finance arguably has
given health authorities a direct
influence over social services
policies and priorities by
enabling them to reduce the
costs to local councils of
providing certain services. Al
the same time, it may divert
NHS expenditure away {rom
sectors which would have been
favoured if the money had been
available for spending directly
on the health services. The
danger is that both sides end up
supporting projects that
neither really wants.

Finally, joint finance has
encouraged a preoccupation
with short-term decisions, on
how to spend the atlocation for
the year ahead. [t has deflected
joint planners from taking a:
longer-term view of objectives
and priorities, In this way, joint
financing has tended to squeeze
out precisely those strategic
issues with which joint
planning was supposed to be
concerned; though it is
doubtful whether joint
planning would have survived
at all without 1he baift of joint
finance.

The next step

On balance, joint finance must
be judged a success. But the
programme is not expanding
fast enough to sustain the
momentum of earlier years,

_and as commitments build up

the flexibility of the scheme will
diminish. Indeed, the
Gaovernment’s plan to find
additional ways of transferring
NHS resources to the personal
sociat services undoubtedly
anticipates the impending
reorganisation of the NHS,
which will fracture existing
Jinks between the bealth and
social services and severely
impede joint financing. There
are widespread doubts aboul
whether the system can survive
the Joss of the area tier, doubts
which it seems tite Government
also shares.

Nextmonth Tim Booth will
discusy the problems of joint
Sinance collaboration beiween
aythorities.
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by Joan Burn, Secrelary,

Trafford CHC

Last September Trafford CHC held a study
day to consider the provision of care for the
young mentally handicapped in the
community. It was attended by parents,
members of voluntary organisations, CHC
members and a representative from the area
health authority.

The group was small but vocal, and the
day was organised through informal small
group discussions to enable participants to
express and share their ideas. Several main
issues emerged from the day:
communication, information, and the
relationship between parents and the
professionals who provide the services.

Arising from the report of this study day,
the CHC was asked to host a fofow-up
meeting of parents and professionals to
discuss several of the recommendations —
particularly the one relating to the setting
up of a'volunteer parent counselling scheme.

Two main problem areas for parents were
identified: information and support.
Various ideas were discussed for providing
a counselling and support service which
might ““bridge the gap” between parents
and the professional services already in
existence, and so meet these unfulfilled
needs.

After considerable debate it was generally
agreed that parents themselves would be
able to provide this service, since they had
the day-to-day experience of caring and
could identify with both parents® and
children’s needs.

The scheme was defined as a service which

could be provided by parents for parents,
additional 10 and linking with the professionai
agencies for mental handicap services. It was
felt that much informationisgleaned through
hard-won experience, and only parents have
access to this information.

The idea was subsequently discussed in

IS YOUR CHILD SPECIALY
NOW WHAT DO YOU DO?

Wa are a group of parents of manially handicapped chsldren
ard rermater how we firel felt mbout our epecial chuld.

Changes may naed to
How did we wtart to tackla problemd wa nover

Thers (8 ouch to think and talk about.
be made.
sapucted?

If you think 1t might halp to Lalk to ope of ua

cenfidantially ring 928543 or tall your Hesltn Visiter
anl we will eoon b 1n touch.

SERYICE

Tulophons:

PAREWTS' TOUNSELLINRG

This card will be enclosed in a revised
handbook for parents of mentaily
handicapped children, now being prepared by
Trafford Social Services Department.
Parents involved in the counselling scheme
Seel thar an up-10-date handbook about
services is a vital communications link.

greater detail, and advice on the role and
function of a volunteer counsellor — as
distinct from the professional carer — was
sought from professionals concerned with
the care of the mentally handicapped. A
steering committee was appointed to
consider the functions of the parent
counselior, and to establish criteria for
selecting and training volunteers (or the
scheme.

The main functions of a parent

counsellor were defined as:
@ Providing a link with the professional
agencies,

@ Assisting parents to tap existing sources
of knowledge and information , and

® Answering the basic questions: Whatdo |
do? Who do [ go to? and How do I ga about
it?

One of the senior clinical psychologists in
our area advised the steering committee at
each stage, and was responsible for the
training programme.

One crucial question emerged from the
discussions on the launching of the scheme
— how should it be introduced to parents?
It was obvious to all who were involved that
this musi be done with sensitivity, and as
part of the total service. Confidentiality s
another very important factor.

We were all very fortunate at this stage to

have the cooperation of one of the senior
nursing officers, who agreed to include a
card giving details of the scheme {(shown
above) in a handbook specifically prepared
for parents of mentally handicapped
children by the AHA and social services.
The first point of contact with the scheme
for parents will be the health visitor.

Our involvement with this scheme has
brought the consumer face-to-face in an
informal setting with the providers of the
service, giving parents a new understanding
of the role of the “professicnal”. It has
demonstrated that cooperation is the
keynote for a more comprehensive service,
and it has shown that extra resources in
hard cash are not always needed to “pluga
gap” where there are untapped resources
within the community. Finaily it has
highlighted the role of the CHC in acting as
an “honest broker", by bringing together
various groups.

Further reading
Report on study day: Caring for the young

handicapped in the community, Trafford CHC.

It is a common belief that the NHS offers
free hospital treatment to all who need it,
regardless of means, and indeed when it
was set up it was intended to be “free at
the point of delivery™.

Yet there is one group in the population
-— the elderly — whose members are
required to pay should they occupy a
hospital bed Tor more than eight weeks.
Their DHSS pensions are reduced
regardiess of any commitments to the
maintenance of their homes, and no
account if taken of the fact that rent, rates
and household bills still have to be met.

The elderly owner-occupier necding a
long-term NHS bed is particularly
disadvantaged. One of the {irst questions
asked after — and sometimes before ~—
admission of an elderly patient to hospital
or leng-term Part {H accommodation
provided by social services is whether the
patient is an owner-occupier. Should this
be the case, it is suggested, sometimes not
very kindly, that the house be sold and the
proceeds used 1o pay nursing home fees.

PENALISING

by Marie Dukelow, Secretary,
Sutton and West Merton CHC.

But for those who live in rented
accommodation, whether council or
private, local authorities and the NHS
have a duty to provide appropriate
facilities.

For elderly owner-occupiers there are
no geriatric long-stay beds. They are
people who have been ruggedly
independent throughout their lives,
nurturing the hope that there would be
something to pass on to their children
when they die. Had they depended on the
local authority for housing or spent their
income on pleasures many take for
granted — such as holidays — the state
and the NHS would have taken care of
them in their declining years. Most have
borne the burden of a mortgage and its

related expenses and now their thrift is
penalised. They are faced with the cost of
a bed in a nursing home of at least £100 a
week — and for an indefinite period.

This latter aspect is even more
disturbing for how long will the money
last? The interest on capital is unlikely to
cover the fees, and capital itself has to be
used. Even at £100 a week this represents
£5000 pa and many elderly people can live
for years in nursing homes.

In Sutton and Merton, with 21% of the
279,000 population over 65, there are
several patients in private nursing homes
whose capital will become exhausted
during the next few months. The DHSS
claims that this is not their responsibility.
and Social Services has no funds 10 bridge
the gap between pensions and nursing
home fees. One hesitates to envisage the
attitude of nursing home owners (who are

0)

e e ——— e ———————
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by David Mumford, Convener,
Mental Health Sub-Committee,
Darlington CHC

Darlington CHC's first open meeting about
mental handicap services was held in March
1980. Around sixty people attended, the
majority being parents, but with people also
coming from health, education, social
services, the CHC and voluntary
organisations.

We had decided to call the meeting as a
result of some members attending a
conference in Northumberland in late 1979,
which opened our eyes to what other
authorities were doing in the field of mental
handicap. The CHC had been visiting
Avycliffe Hospital, the local mental handicap
hospital, and had assisted individuals, but
we also wanted to establish a “shopping
list™ of further proposals as a basis for
further discussions with the statutory
authorities, and Lo gain some idea about
“‘consumer” priorities.

At the March 1980 meeting the need for
adequate counselling and support for the
parents of mentally handicapped children
was stressed, as was the need to produce a
booklet which would give details of all the
services available locally, and to appoint a
‘““key worker" to coordinate services for
families. It was also felt that a district
planning team should be established for
mental handicap services.

Problems of full involvement of parents
in the assessment of their children were
mentioned, and the need to inform parents
in writing of the results of such assessment

was undcriined. The need {or short-term
“respite’’ care, to give parents a break, was
expressed very sirongly by some of the
parents. The local adult training centre had
too few places, and concern was expressed
at the shortage of further education
opportunities. These and other points
provided clear guidetines for the CHC as to
the areas where we should be pressing for
action.

During the summer of 1980 we found that
we were pushing against a health authority
door that was already more than half open.
Aycliffe Hospital produced a forward
planning document which included the
establishment of a community unit in
Darlington, with short-stay beds as part of

the unit. A district planning team, with a
CHC representative, was seLup inspring
1981, and a working party to produce a
bookiet on local services is now in being.

The second meeting was held in October
1980, and this coincided with a.visit from
the Development Team for the Mentally
Handicapped. Having had the [irst meeting,
we were able o present to the team a clear
picture of needs in the district, and we are
currently awaiting its report.

By spring 1981, when the third meeting
was held, the meetings had become an
established and invaluable aspect of the
CHC's work and we agreed to continue to
convene them every six'months. By this
stage the CHC had also established a
mental health sub-committee, and the
mental handicap work of this committee
was greatly strengthened by these meetings.
‘At our last meeting discussion ranged from
the need to attract funds to develop a
horticulture section at the adult training
centre, to educating ourselves by hearing
about ways in which mentally handicapped
children can live in small groups in ordinary
housing, instead of hospital.

Although some of our aims have been
achieved or are being worked towards,
others are being held back because the
statutory authorities are not persuaded of
their value. Recently the CHC expressed its
disquiet at the very disappointing result of a
working party between the AHA and the
count counctl, on the possibility of
appointing a “key worker”. The working
party had taken three years to report, yet
was still unable to recommend that this post
be creared.

The CHC now has a clear strategic idea
about how mental handicap services should
develop in the district, based on the direct
experience of users of the service. Some
parents:are unwilling to criticise
shortcomings lor fear that their criticisms
would be personalised, and that in some
indefinable way their children might suffer
if they spoke out. Yet the CHC can pursue
these problems without any such fears,
provided it has good communications with
users of the service.

THE THRIFTY?

invariably not philanthropists) when told
that there are no more {unds. There are
waiting lists for nursing homes and no
shortage of paiients; there are limits to the
generosity of chanities; the patients® home
has been sold; the NHS and local
authorities have waiting lists for their
places — so what will happen to these
patients who have contributed to the NHS
throughout their lives?

While most GPs can find a bed
somewhere if immediate treatment is
required for an elderly patient, this is
usually in a medical or surgical ward, and
a few days later the patients are reminded
that they are “blocking beds™. Pressure on
them 10 return home or to a nursing home
continues even if the house is shared by a
spouse or son or daughter. 1t may be
suggested that the latter can live elsewhere
and sell the property — but why should

they? It is their home as well!

Another problem is the shorwage of
short-term care for the elderly in Sutton
and West Merton. This means that if one
period of short-term care has been
provided during the ycar, an application
for a second short period of care made as
a result of a family emergency (such as the
carer being admitted to hospital) might be
refused on the grounds that the patient
has already had that year’s “‘ration” of
geriatric care.

The marked deterioration in meeting
geriatric needs in recent months has
attracted the attention of the media and |
accepted the BBC's invitation (o speak on
You and Youwrs about the discrimination
against the elderly. 1 pointed out that
there were no other groups in the
population subjected to such pressures —
for example the young chronic sick. Those

in Part Il accommodation pay according
to their means (for which any house they
may own is taken into account). Should
they refuse to sell it a charge is made
against the estate after their death for the
cost of their care. An elderly owner-
occupier needing NHS care is not even
offered this option — there is only a
private nursing home.

[ was then invited 10 appear on
Nationwide. As a result ol (hese
appearances the BBC and ACHCEW
received many letters confirming this
situation all over the country, and I was
inundated with telephone calls and
approaches from people in the sireet
asking how this discrimination against the
elderly.owner-occupier could be halted.

As far as the clderly are concerned it
seems Lthat the private sector is welcomed
by the NHS — effectively relieving it of
some ol its statutory responsibilities,
Doubtless, while elderly patients are in
private nursing homes they are “out of

sight, out of mind™.
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REORGANISATION
-the story so far |

As the dust settles, the shape of the new
district health authorities is more or less
clear. At the time of writing the Secretary of
State has yet to announce the chairmen’s
names, and at all levels of the NHS mighty
confusion still reigns — about liaison with
FPCs, local government, what has to be
done before st April 1982 and whatcan be
left till after. The fate of CHCs secems low
on the list of decisions Lo be made, and the
regions are mostly waiting for the DHSS to
pronounce on role and membership issues.

There is only room to give a round-up of
the picture for CHCs, whatever the merits
of the mergers and boundary changes. The
ministers’ ruling has been one CHC to each
new district health authority (DHA). Sofar
the only exceptions to this have been made
in the South West — Isles of Scilly CHC
and Weston CHC are to stay, giving two
CHCs in their respective DHAs. East and
West Somerset will follow the rule and
merge. Since 1974 in the Northern region
there have been two CHCs in one Cumbria
district — SE and SW Cumbria CHCs.
These two are {ighting plans to merge them..

Extra CHCs will be needed to monitor
new DHAs in Oxford, East Anglia and
North Western regions. Aylesbury and
Milton Keynes will split, Huntingdon DHA
will emerge from part of Cambridge district
and Preston will divide to form a new
Chorley and South Ribble DHA.

In Mersey some boundary juggling means
that South Sefton CHC will be renamed
Walton and Fazakerly CHC. The districts

of North and South Wirral have already,

. merged, leaving an “extra’ CHC -——a CHC

merger will tidy things up. In all,
Mersey will lose one CHC.

In Wessex, West Midlands, and
Yorkshire the CHCs will remain
undisturbed. The same goes for Wales,
though the Welsh reorganisation is a special
case. But there is turmoil in parts of Trent
and in London. Five CHCs are under the axe
in Trent. Central Derbyshire is paired with South
Derbyshire, North and South Nottingham
are to form one DHA, as are North and
Soulth Sheffield. A monster DHA (pop
840,000) is in store for Leicestershire — a
three-district merger.

Away from London, the four Thames
regions look much as before. But in and
around London, the old sores of inner city
deprivation and the teaching hospital have
been strangely treated. The DHSS decision
overrules its own enjoinder to RHAs not to
tamper with regional boundaries. Two
CHCs' patches are to cross regional
boundaries. London will see few stunning
gains for the principle of co-terminosity.

Kensington-Chelsea-Westminster NE
CHC (NW Thames RHA) will pair up with
South Camden CHC (NE Thames RHA).
North Surrey CHC, reprieved from a
merger with North West Surrey, leaves SW
Thames and will merge with Hounslow
CHC to shadow a new Hounslow and
Spelthorne DHA (NW Thames RHA). In
SE Thames the merger of Guy's with
Lewisham gets the green light and the

region loses one CHC. NE Thames also
loses one, as Barking and Havering merge.
North Hammersmith CHC's fate after
1 April is in the balance, due to the creation
of a temporary Special Health Authority for
Hammersmith Hospital. This post-graduate
teaching hospital will be run by a board of
governors, which will also run the former
North Hammersmith district’s services until
a permanent solution is agreed. Potential
for chaos here seerns unlimited, and the
monitoring and patient’s friend role of the
CHC is unclear. But the CHC thinks the
decision is a progressive one, in the interests
of eventual co-terminosity. Also in NW
Thames, Barnet/Finchley CHC is Lo merge
with Edgware/Hendon. Edgware is pleased,
Barnet is dismayed. Views also differ about
the virtues of mergers in Sheffield and
Nottingham. On the other hand the three
Leicestershire CHCs are putting up a solid
fight against the idea of just one CHC for
the whole county,

CHCs have clearly paid a key partin,
influencing the outcome of reorganisation.
Weston and North Hammersmith lobbied
successfully, and Redbridge and
Roehampton also got more or less what
they wanted, in the teeth of RHA
opposition. Where the DHSS has overruled
RHA proposals local (Tory) MPs® pressure
is sometimes detectable.

Where there are to be mergers, CHCs are
worried about the increased workload
which they are likely to have to face with a
reduced membership. Where boundaries
have shrunk, CHCs are all anxious about
the dangers of losing resources in the annual
hand-outs.

If no more Weston-type exceptions are
made by the DHSS, there may be as many
as 12 fewer CHCs at the end of the day.
Major change will hit around 25 CHCs.

Parliament

Delay for overseas
charges plan

The Government’s plan Lo
introduce regulations for
charging overseas visitors lor
medical care has met a setback.
Instead of implementing
proposals in October the
DHSS has set up a working
party to advise on ““how best to
operate a scheme combining
simplicity and fairness while
minimising abuse” {Dr Brian
Mawhinney, Peterborough, 30
June).

Pensioners on the
poverty line

In 1980, 21.4% of retirement
pensioners in Britain were
receiving supplementary
benefits, including
supplementary pensions (Tony

Speiler, North Devon, 29 June).

Cash from
prescription charges

In 1980/81 financial year, an
estimated 7% of the cost of

NHS pharmaceutical services
was recovered through charges
for prescriptions. In 1979/80

'4.9% was recouped this way

(Dr M S Miller, East Kilbride,
9 June).

Homoeopathic
hospital to stay

The Government has renewed
its commitment to retaining the
Royal London Homoeopathic
Hospital asa “general
homoeopathic hospital’. If the
operating theatre has to close
for safety reasons, surgical
facilities will be available at a
nearby hospital (Baroness
Jeger, 1 July).

Half a loaf for the
disabled

The Disabled Persons (No 2)
Bill has completed all its stages
in Parliament, butin a very
different form from the way it
began. lts sponsor, Dafydd
Wigley MP, originally sought
to make enforceable the

sections of the 1970
Chronically Sick and Disabled
Persons Act which require
plans for public buildings to
incorporate access. The Bill
also sought to make Section 1
of the 1970 Act legally binding,
requiring local authorities to
keep a register of disabled
people.

But the Bill no longer
contains such provisions — Mr
Wigley withdrew the clauses
under heavy Government
pressure. The legislation now
makes it an offence to misuse
the disabled drivers’ orange
badge (maximum fine £200)
and increases the fine for
wrongfully parking ina
disabled drivers’ space. New
public halls must be wired with
induction loops to help, deaf
people. .

Finally, if developers
provide no access for the
disabled in plans for public
buildings, the burden of proof
is 10 be on them to show that

such access would be
unreasonable or impracticable.
The Government is to appoint
a body to decide on such cases,
but there will be no sanctions
for flouting the law.

Death grant

A 500% increase in the death
grant would be needed to
restore its value to the 1949
level. The present grant would
have to rise to £180, costing
£85m a year more than at
present. (David Young, Bolton
East, 16 June).

Generic prescribing
The proportion of NHS
prescriptions written in generic
form (approved name rather
than trade name)is:

1976 . 19.9%
1977 ' 19.7%
1978  19.6%
1979 19.6%
1980%  20.1%

* Ten months only
(Lewis Carter-Jones, Eccles, 8
June).
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Scanner

After IYDP — what ?

An excellent summary of the
facts and figures of disability in
Britain makes a gloomy
forecast about what the 1980s
have in store for disabled
people. The Office of Health
Economics predicts that
economic recession and social
service cutbacks may reverse
the limited gains which
disabled people have enjoyed
in the last ten years. It is
sceptical about the hopes that
charities will be able to stop the
gaps. The report stresses the
plight of the elderly who
become disabled, but sre
regarded “merely” as elderly.
Disabiliry in Britain. the
processes of iransition 30p from
OHE, 12 Whitehall, London
SW1.

Help for
children in hospital

“To a toddler three days in
hospital seenis much the same
as three months”, says the
National Association for the
Wellare of Children in
Hospital. This handbook could
help ensure that a child
remains confident and co-
operative while in hospital and
is a guide to the rights of
parents and children. Your
child in hospital: a parent’s
handbook (40p + 20p post)
from NAWCH, 7 Exton Street,
London SE1 8UE,

Mental handicap
books

The Campaign for Mentally
Handicapped People has
published a reading list,
divided into sections which
trace the course of a mentally
handicapped person’s life. The
list summarises each book and
says why CMH thinks it worth
including. From CMH (40p inc
post}, 16 Fiutzroy Square,
London W{P SHQ.

Meeting mentally
handicapped people
There are so many enquines
from school students [or
information about memal
handicap that CMH has
published an excellemt
straightforward leaflet which
deals with the most frequent
sorts of queries, It also explains
how you might go about
geuting (o know a-person with a
mental handicap. For a single
copy, send a stamped
addressed envetope 10 CMH
(address above).

Mental health
blockbuster

MIND has published a 600-
page reference book,
combining directory
information — health services,
social services, voluntary
organisations — with stalistics,
reading lists, summaries of the
law, articles about mental
illness and services for the
mentally ill and mentally
handicapped. The book will be
updated each year. Menial
health year book 1981782
£12.95 (inc. post), MIND
Bookshop, 155/157,.
Woodhouse Lane, Leeds LS2
3EF.

Always say goodbye
**Remember to say ‘goodbye’
when you leave a blind person
50 he is not left talking to
himself.” This is one of points
made in two leaflets which aim
to bring home to the able-
bodied during IYDP some of
the problems facing deal and
blind people — and some of
the simple ways in which life
can be made easier for them,
such as facing the light when
taiking to a deaf person to
facilitate lip-reading. Avaifable
from [YDP, 26 Bedford
Square, WC1B 3HU Tel: 01-
636 3464,

Hot off the press
Community newspapers come
and go, but with the help of
this book, your publication
could come to stay. Thisisa
guide to editing, printing,
funding and running a
community newspaper, but 1s

fuil of tips for anyone planning
a bulletin, newsletter, etc.
Community newspapers by
John Rety, £1.15 (inc. post)
from Inter-Action Inprint, 15
Wilkin Street, London NWS.

Affairs of the heart

Coronary heart disease is the
most frequent cause of death in
middle age (and beyond) in the
United Kingdom. Numerous
reports from Government and
the medical profession have
pointed to the need for changes

CHC Directory: Changes
The tatest CHC Directory was published in November
1380. it contains details of Scottish Local Health
Councils and the District Committees in Northern -
{reland, as welil as CHCs. Singie copies of the CHC
Directory are avaifable free from CHC NEWS — ptease
send a iarge (A4) self-addressed envelope with 25p in

stamps.

Changes to the directory are published on this page
-— please tell us of any alterations in address, phone
number, chairman or secretary of your CHC.

Page 2; Northumberland CHC Chairman: Coun. Mrs E Tully.
Secretary (from 1 October): Patrick Conway.
Page 3: South Tyneside CHC Chairman: Mrs B Bolam.

Secretary: Mrs Carof A Knock,

Page 3: Beverley CHC Chairman: Mrs P M Byass.

Page 7: Mld-Essex CHC Chairman: G Bowden

Page 8: Enlleld CHC Chairman: John Billings

Page 11; Exeter and District CHC 94 Sidwel| Street, Exeter EX4

6PH. Tel: unchanged.

Page 14; Halton CHC Chairman: Father Oliver Simon.

Page 16: Clwyd North CHC Chairman: Mrs.Barbara Howeli,
Page 16; Pembrokeshire CHC Chairman: W R Stocker. .

Page 16: Rhymney Valley CHC Chairman: Mrs C A Norman.
Page 17: North Gwent CHC Chairman: Coun. D W Puddie.
Page 19: West Midlands Assoclation of CHC Secretares c/o
Walsall CHC, Third Floor, Permanent House, 1 Leicester
Street, Walsali WS1 1PT. Tel: Walsali 33970. Secretary: Miss -

June Smith,

Page 22: Dundee LHC Chairman: Mr J Martin, .
Page 24: The Assoclatlon of Welsh CHCs Chairman: Desmond

Perkins,

Page 24: Scottish Association of LHC Secretaries renamed The
Society of LHC Secretaries. ¢/o Stirling and Clackmannan
LHC, 62 Upper Craigs, Stirling. Tel: 0786 71 550 Secrelary Mrs

S W Eunson.

in our djet, smoking and
lifestyle, which could reduce
the deaths. Now the Coronary
Prevention Group has been
formed to campaign for action
on prevention. lis leaflet gives
more detail. Coronary
Prevention Group, Central
Middlesex Hospital, London
NWI0 7NS.

The Ombudsman’s

year

Complaints to the Health
Service Commissioner, Mr
Cecil Clothier, went up by 15%

- last year, though the

proportion which he had to
reject as outside his jurisdiction
fell. The 1980-81 annual report
records the first formal enquiry
by a Health Ombudsman, with
the parties legally represented
and evidence taken on oath.
Highlighting individual cases
of particular interest, Mr
Ciothier notes the importance
of giving parents fuif and clear
explanations of what is
happening Lo their children. He
also urges health authorities to
check that they are following
the DHSS guidelines on
handling patients’ money.
Health Service Ombudsman
Annual Report 1980-81, HMSO
£2.90.

Congenital
hypothyroidism
screening: HN(81)20
Asks health authorities to
adopt a screening policy for
this condition in babies. It can
be treated and the screening is
simple. A national screening
programme could prevent
about 50 cases of mental
subnormality.each year.

Who's holding the
baby now?

Is the title of the Spastics
Society’s highly critical report
on the Government’s maternity
services policies. It attacks the
DHSS for not increasing
spending as was recommended
last year by the Short Report
on perinatal and neonatal
mortality. Taking issue with
the Government's reply to the
Short Report, eleven baby care
specialists assert that “‘the
arguments for an immedjate
allocation of special funds are
overwhelming and
irrefutable™. The report covers
the neonatal intensive care
service, midwifery, and
prevention of handicap. From
the Spastics Society, 12 Park
Crescent, London WIN 4EQ
(75p + 20p post).
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[ODid the enforced move from
St Benedict's Hospital in South
London last September
increase the death rate among
its elderly ex-patients? The
AHA commissioned a study
about these patients which
shows that after the evacuation
the death rate was
**significantly higher than
usual’ but says that ““it is not
statistically proveable that this
pattern was determined by tthe
closure”.

Wandsworth and East Merton
CHC was so concerned about
the AHAs dismissal of the
increased death rate that it
commissioned an independent
commentary on the AHA’s
report from a medical
sociologist, Geoff Rayner. He
made severe criticisms of the
methodology and analysis in
the report and said that it
“confirmed the view’ that the
move led to an increase in
mortality, although it was
“presented in 2 way liable 1o
obscure this basic fact”. The
CHC sent Mr Rayner’s
comments to the RHA, which
it says has virtually ignored
them. The CHC is now worried
that the AHAs report on St
Benedict’s will be used to
justify other enfosced
evacuations of geriatric
patients.

[ODespite the short
consultation period many
CHCs sent comments to the
Government on its proposals
for charging overseas visitors
for NHS treatment. Opinions
varied — some thought the
measures would be divisive and
impracticable, others generally
accepted them. North and
South Camden and Islington
CHCs are so worried about the
regulations that they are
sponsoring a public conference
on |2 September to discuss
ways of opposing them. Dudley
CHC on the other hand agrees
with the Government’s **basic
premise’” and has strongly
criticised the Association of
CHCs for making adverse
comments about the measures
without finding out what the
majority of its members
thought.

DOSwansea and Lliw Valley
CHC has discovered that an
implied threat to CHCs from
the Government was really just
a “misunderstanding'’. The
CHC took exception o the
proposal in the English and
Welsh consuliative documents
on CHCs that CHCs should

not “'extend their role formaily
to providing an individual
service to complainants’. As
secretary Brian Maunder
pointed out in CHC NEWS 65
page 12, there is no question of
CHCs extending their role to
assist complainants — thisis
atready part of their role. The
CHC complained directly to
the Government and to a local
MP who has now had a letter
from Welsh Under Secretary
Wyn Roberts admitting that
the Welsh document *“might
have been worded differentiy
to avoid misunderstanding”
and was intended to state that
it was not proposed to extend
CHCs role atong the “patient
advocate™ lines discussed by
the Royal Commission on the
NHS. '

News Sfreom CRCs

[} Cambridge CHC had strong
critictsm for the geriatric wards
at local Fulbourn Hospital.
After several visits members
said “Few of us would be
happy to contemplate
admission or to see one of our
relatives cared for there”. Staff
were “‘gentle and courteous’
but “bad ward environment”,
washing and toiletting facilities
that are sometimes “little short
of being disgraceful™, lack of
nursing aids and an acute
shortage of staff *‘make their
already difficult task even more
demanding and unenviable”.
There has been considerable
press and public interest in the
CHC's report and the AHA
will be discussing it in the
autumn,

NORTH TYNESIDE COMMUNITY HEALTH COUNCIL

O VUnemployment and health is probably the first published review

UNEMPLOYMENT

and HEALTH

MALCOLM
COLLEDGE

1981

of the research into the links between the two ~ and it has been

produced by North Tyneside CHC. The CHC commissioned medical

sociologist Malcolm Colledge 1o carry out the survey. He looked in
general at the current literature on unemployment, and in particular
ar health and social problems in North Tyneside. Unemplaymenu is
Seen as one aof the factors involved in deprivation - though Colledge
says that “'it is almost impossible 1o derermine single cause-and-
¢ffect relations”. He concludes that **1he clear message of all the
studies is the need for positive action in certain specific geographical
areas of multi-factor deprivation™ such as North Tyneside.

[ When Bromiey CHC
contacted other CHCs who
have been active in promoting
well-woman clinics it found
that despite all the publicity the
clinics have received they do
not appear (o have taken root
as part of standard NHS
provision excepl in Islington.
In other districts they seem to
be barely more than cytology
clinics — counselling sessions
arc only provided outside the
NHS, for a fee. Bromley found
this “*a most disappointing
result” and notes that “‘earlier
impressions that such clinies
were a fairly normal feature
must be wrong"'.

[J Expectant mothers who are
working should be given a
hospital leaflet to give to their
employers, drawing attention
to the legal rights to paid time-
off for antenatal care. This is
the priority recommendation
by Macclesfield CHC. which
asked 126 maternity in-patients
for their views on antenatal
care. The CHC's survey also
brought to light delays for
patients between visiting the
GP and first clinic visit. Ot 28
patients who were not seen at
the clinic until after 20 weeks of
pregnancy, 22 had wisited the
GP before 12 weeks. The
survey Aatenaral care in

pregnancy was done with the
cooperation of the hospital and
staff handed out the
questionnaires,

{J For a long time South Gwent
CHC pressed its area health
authority to publish a strategic
plan of services for the
mentally ill and mentally
handicapped. Last year there
emerged what CHC secretary
Emrys Roberts describes as a
*flimsy document, full of good
intentions, but in no sense a
plan”. The AHA called thisan
area policy. The CHC has now
obtained the help of a siudent
from Brunel University, who is
preparing a set of suggestions
which the CHC will ask the -
AHA to consider for a strategic
plan. The CHC will be looking
at referrals, assessment,
treatment and rehabilitation.

1in Scottand the Orkney
Local Health Council has been
pressing for a replacement for
the resident doctor on the tiny
island of Papa Westray (pop.
98). LHC secretary Mrs HD
Moaore commented “If [ lived
on the island with children, I'd
want a resident doctor. Last
winter there were 46 days when
the weather was too bad to
cross over to the main island by
boat and fog often prevents
aircraft flying”. The islands
have been promised a resident
nurse.

Publications

{TOxfordshire CHC has
produced a Guide ro NHS
denial treatment in Oxfordshire
which explains about how to
get NHS treatment and who
has to pay for it. From North
Devon CHC comes a Directory
of facilities for the health and
welfare of children in North
Devon. This is a comprehensive
guide which covers educational
and social service provision as
well as health services, and
provides a separate section on
services for handicapped
children. Haringey CHC has
produced a leaflet called
Community health clinics
explaining the dif(erent services

they provide and where they are.

Disabled pcople living or
holidaying tn Weston can now
get a very thorough guide to all
the town’s facilities. It lists
door widths, number of steps,
parking factlities and accessible
toilets at all the shops, pubs,
cinemas and hotels. Weston
CHC has co-published Weston
made easy with the local
district council. It costs 50p.
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