THE IMPACT OF CHCSION NHS ADMINISTRATORS -  Erica Bates, Fh. D

AIMS & OBJECTIVES

 LIMITATIONS OF THE PROJECT oL

The alm of this research project was to see whether CHUs had any-
impact on the NHS adminigfiators with whom thev dealt; and if so,
just how that impact was effected, and if not, where the CHC failed.
It is clearly one of the aims of the CHCs themselves to influence
the administrators, since it 'is only the administrators who can
make changes in the heaTth services which would make them more

eéponclve to consumer needs and wants,

Past research (see ref. 1lst) has not generally dealt with the
interface of CHC: administrator relationships, but, inéteéd, has
mainly dealt with the composition and the activities of CHCs, and
argued the gquestions of their legitimacy and representativeness.
For the sake of coﬂprehensiveness I also included some questions
along these lines, but my main interest was 1nbthe "upward" iook

towards administrators rather than the "downwards” look towards the

CHC itself and its community. - 7 . .

'Since'my‘resources consisted of six months time for the whole
project, and only my own labour, it was obvious that I wou‘d have
'to restrict myself to a reasonab1v comLact Feographﬂcal area ana

"fsample w1th1n that. Afher discussion with a number of peoplv,,I‘-

decided to follow Profossor Brian Abel-Smith's sugg=st10n that I

v:studj the CHCs in the four Thames Reglons, choosing a random sample
) - stratified into inner urban, outer urban and rural CHCs. In this
way I would obtain an idea of how three types of CHCs funétioned’v 
- .and though the'resulﬁiné survéy is vu1n°rable‘tofthe cfiticism,‘
- often made by Northernerq, ‘that London"_s believe that hn land endqii
1viat watford (or, in my case, Hemel Henp tﬂaﬂ), there are manJ -
_ commonalities batwnen urban, outer nrban and rura!cUHLs all over  }f’j
’v»f“ngland . Indeed, my n?serience at a numbpr of Aﬂﬁpﬁﬁ mPP 1nés,"
v;taLkJn& to FHC nﬂmherq and beo?etzrles from all over mngTand and
'ﬂfwa1e_, ha% 5=en that though each oooretary ben1nu bv saying "Cf
f"ﬂéourse; we're quzto different from all other CHUs vn the wav'we

nifworP"v,NHen it actu17]y comes down to a descrlptlnn of 'naf

'5isncr9tnr19q,and Fpmhﬁrs/do and - on“ r@ads their AnnuaA Heudrta, ;fj3}3x7 




CHCs are quite similar in how they et ahout their tasks though of

conrse, they differ in the Aatai’ of their actlv;tle:, personalltles

and relationships. Hence I feel reasonably confident in saying that ’
my sample is typical within the limitations described, In particular,

District and Area administrators do not say that they go about their

husiness quite differently from every other District and Area, éﬁd

3t is o0 their reactions, rather than to the CdCs, that this reseaxrch

is focused. The methodolégy is described in Appendix 1.

DESCRIFTION OF H-SUITS

In describing the results of this survey, I shall, whereVer possible,
tahulate the various responses together, so that the comjarisons and
contrasts bstw~en the various interviewees can be seen clearly. In
the case of those questions that were asked as broad questions and
niot as a series of fov"ed choices, I have had to CO‘Ille the data
into meaningful Lnlts. in general, this has not bfcn difficult and
the responses fell into reasonably clearly defined categories.

1. AIMS OF CHOs

¥hile the CHC Secretaries had little trouble in answering this
question, the Administrators found it very difficult. - Almost
invariably the response began with a value judgement, "well, I
aprrove of their aims"”, or "They're qﬁite compatible with ours, and
it was only after some repetition-of‘the question that they were able

to begin to formulate some answers ‘ Perhaps as a result of this

difficulty, their answers are more diffuse than those of the CHCs,

and fall into a larger number of categorlesf




'-lilocaily and to represpnt hhp{:u%llv s needs and views to tﬂm

,.gaﬂnlnlsurato“q and S0 make thpm more I spon31ve.', Indeed 1f one add

ATVS OF CHCs, ~-. MAIN ATM QITED
Ain CHC - DA AL FiC
No. % No. 7 MHO. % No. %

1. Improve service |
locally 12 506 4 17%

2. .Reyresent public's

needs and views to

“administrators and

make them more v : -

responsive 10 L, 5 21% 3 17% 5 30%
3. Infiuence the

public to be more : -

aware 2 &a 2 &a

: 17 3 1%

At

L, Speak for special
groups

=~

pWe]

13% 244
5. Make managers
© aware of sexvice
defects as the
~community. sees. W o S
them T : . 7 2.

6. roiitics, mischisf - T g 30 1%

T Thedeon‘t know -
- themselves, try to

N

be managers, . o ' -

intexfere S 2 G 4 28 2 11

- 8. Support patient - - o L e e
vis a vis ' S L v

bureacrat | 5 30%

9. I don't know S o oz 1

vThus the main priority as seen by CHCs was not seen as sucH by the
fV??lous Admlnlqtvators “thaugh DAs\canP very close to the Jeneran CH“

. view.  CHCs had two quite clearly dnflned aimss: to 1mnvove thn service

Cthe DA's tuo mogt 31m11ar rpsponge% to;e*n r, i. e“ to p esant the ,
'{'ub“lc'c VIPU to adanlst”ators, dnﬁ ma&e man { TS aware of the :erv1co s

"de190u% as the communltv een,them, ,hen the UA s rquons becomesﬂvery.?-

similar to the CHCs' -an*vieWs,Of,Lhelr almm, TheAF?UAadminis{rators




saw the CHC nartially in these.terms; but also in terms of the rale
in which the CHC most often confronts the FPC ~ that of patients'
friend in complaints. The AAS on the other hand, see the CHCs
mainiy in the role which the& assume via their Voluntary Body
nominees, that of speaking for the special and nerlected grouis.
And'a comparatively high proportion of AAs gave negatively slanted

““onqes saying that CHCs were mainly interested in politics, or
were trying to interfere in management's role, or that the CHC

really didn't know its own aims.

The zecond part of this question asked whether thes CHC was succeeding

in the aims it had set itself.

TAW 2,
CHC ™A AL _ FEC
Yes 8 3% 31 L& 5 30 b 2hiy
Yes,'
to ‘
. SOme ) :
=y extent 11 4&5 9 37% 5 30% 2 114% W S
No 5 2% 4 17% 7 405 7 . 39%;
Don't .
know ‘ by 2435

In all cases, the positive resgonses here outweighed the negative.'
But it is worth looking at the negative side toe, vhich shows that
of the 4 groups, the DAs are the most positive in their assessment
of the success of CHCs, even more positive than the CHCs themselves.
And the FEC Administratovs, who had least contact with CiCs, have .
~the highest "don't know" score. ‘

Some of th° comments, bOuD positive and negatlve made nv

aamlnlstrators, are worth noting here. On the p051t1v, side, are

such statements as fﬁitﬁout someone protesting azainst ambulance
?*  réﬂrﬁanisation‘anﬂ closures: and. so on'vfhinESf"ou?d'be far worsé} .
 Somebody has to scream against the automatic decisions of o
‘ dmlnlsuratoro that could have adverse effects on thn hpalth service”

ﬁf(nru), and” "CiCsAhava mature*, tqey ve bacoma cata‘y*tq The GHEe

. na° bpcone mo*e Ilvely and qoarphlng 1n thﬁ Last 12 months. , $hey->




‘highlight the issues we administrators would otherwise ignore.
They force us to look awvay from hosviltals sometimes, towards the
~_community, and the Authorlty members are coming round more to the
 eng v1ew"._(00mb1nat10n of 2 AAS oommnnts\ ‘and "They»brlngbthlngs  :
to nOulce that we haven't aiequately thcught about. They make us
aware that thlngs aren't as they should be". (2 DAs). On the A
negative side, "They can't seem to grasp that doctors are independent
¢ontractofs and we can't force them to do things" (Almost every FRC
Administrator said this).. "They can't £ight us and succeed - they
haven't the résourceé, the expertise, or the insight". (Aa) and
"They can't seem to deal with priorities. They want everything”.
(A number of DAs and AAs)., "ie are unable to make any impression

on the NHS manazers; they just write polite letters and ignore us".(CHC)b

2. IMPACT OF CHCq ON DECISION MA{IVG

Ferhaps the most important series of questions related to the impact
on NHS decision making. Tablé 3 suumarizes the results brlefly arl

, the dlocu331on b“low elaborates the resthn
CTABLE 3
 DUES THE_CHC HAVE AN IMEACT ON DECISION MAKING OF YOUR DNT, AHA, FECY

¥Coded out of 24 AAs and F¥Cs because at times they‘wantéd td ;'

" differentiate between CHCs. in their area, so referred to them separately.

© Yes,definite impact 20 8% 15 63% 9 3% 3 12%
. ~Some, mimor 1 4 2 & 8 3% 1 kb
‘ J Nb,_ o i R 2 8% & 25 7 30% 20 :v “ 8(45;:0 ‘:

'lfﬂIn 5. cases th° AA sald that the CHC had no 1mpact while tnc DA sald 1t
- T}hnd an imgact; 1n 3 cases the dA sald tho CHC had no 1mract nhlle the
g".AA s2id 4t 4id. |




In general, a 2/3 majority of DAs consider that ihe CHC does have
3 “efinite imiact, with a small additional number who say there is

only a minor impact. This opinion is oniy half as strong at Area

i—l

evel, vhere only about 1/3 of AAs consider that the CHC has a
definite im.act, and at FIC level that imiact shrlnao to only about

~Zm believing that the CHT has any 1nfnct on rPC dec1szons.

D

Thiz general opinion is not to say that Administrators believe this
effect is always beneficial for the health service. Four AAs who
aid the CHCs did have an dmract, said that this was the problenm,
and that time had to be spent an educating CHC members and the CHC

wecretary, explaining why decisions were necessary and had to be
nade even if bvaoth Administrators and CHCs did not like them; and
that sometimes the CHC's rressure was counterproductive and mexrely
“anrnoyed Area members,  However, the great majority of Administrators
who helieved that CHCs 4id have an impact, believed that it was an
imiact that worked for the benefit cf the health service and the
ratienls, and spoke strongly in favour of the CHC's contribution.
(i) Iniact at District level.

The DAH, as usual, were the most positive in their ~omments, saying
that the CHCs had a strong and beneflicial influence on the DMT and
giving a numbar of reasons why this was so. They said that the CHC
influenced planning and the need to explain the reasons behind the
DNT's decisions pervades all planning that is done. The DAs
bﬂlleve that the CHC helps the members of the DMT foxrmulate thelr
views and provide more of a service the public want. Such a service

may not always be the most efficient from a management point of view, .
but it will be closer to what the public prefer. Two examples will
illustrate that point. - In one District, at the CHC's insistence, a N

Nursing First Ajd Station was retainmd vhen the Hospital's casualty
- dejartment closed. - Administrators see this as irritating, '

' ,aﬂnlnlstratlvely untldy, and even dangerous, and 1nvonven19nu for the

udiic too since uhey can't get treatment there - but the public ot11l »
) wanu 1t ana 50 the, admlnnstrator° put up w1th it, In another 81tuat10n, _
’f.an AA discussed tqe Cher“ﬁ 1y. sorvlﬂe from thls v1ewpoznu, saylng that . |

n'h-vnaa wanted thm Cﬂer”OdlSt to "tay in the central town so that he

could see mora patlentb. - Ths CHC wante ed hinm to trave1 round the




. There is, of course nntﬁer slde to t is iner aslnp o'1tlnaT~'
- Ang , , : P

(fairly large) area so that the ratients in more outlying districts

could' get attention more easily’” The decision was made in favour
of travsl for the Chiropodist, but this means, of COurse, that tho

shortage of chiroj ody services shows up even more acutely.

The DAs rﬁgarded the CHCs as being a very useful early vwarning system
for problems about to surface, Their very existence was said to be
verhaps their most important éffect,'because they made the DHT
~continuously conscious of the public view and the public interest.
Naturally, thére is sometimes an element of fear in this reaction;

one DA said "Thé DNT is slightly afreid of the CHC - they're intelligent,
well informéd, have élose ties with local groups, and can find out

all our weaknesses and force us to straighten our ideas and clarify

our thoughts."”

Fany DAs had previously been hospital administrators and said they
found that they often uncsnéciously reverted to the hospital model in
their thinking.  They appreciéted being forced by .the CHC to widen

their ﬁbrizonq‘ They said that thers is now fav more emphasis on . the .~

2

DYev1ona1y neglected %anIPes banausn of CHC ,TQSSure being kepf up
month after month, so that Pventua=1y the DMT be§1n to feel guilty

at CHC meetings if they yet again have nofhing to report.

In some cases the DMT was beginning to use the CHC more IOlltha 1y

“and tactically, in the;r own battles with the Area and Region.  The

CHC has the power to sée the Jocal Members of Pariiament énd the

Minister, if the,issﬁe is important enough, . On occasibns, when CHC

‘and DMT are at one in feeling badlw done by, for examplé in a non-teaching
~District in a teaohinﬁ'Area, thp DMT will make common cause With that

»'j CHC to- Ualn what they regard as a mors equltahle dlstrlbuulon of

OID"CES »

f[So;hiétiéation. "‘-'rncp DA haV“ had fo 1Qarn to dca* w1th L”Cs, tnp v
'1;fDA%vHave-béPom° much more ~adept at rﬂpnras1n their vla‘qi at keening

’ﬁtber things qulet, and at clever mﬂnm*m’atlon of Tanguaan,i The_cﬁcgvf,-’

knnw anﬂ rvupnt this ‘_bnt are: rnwpr‘ngc to Lmevpnt it S0 if -

Srsfatinn°h 3 are not vood eSDGCTP'Tv betr een thp GHL bocretarv aﬂﬂ o

“the DA, and the CHC ﬁhnavnan and’ thP DHT mnmhpr%,,the CHL 19w1n’a.very,_ib"
“'poor position to exert influence.  The CHC's powers are Teal but very




limited, and their resources meacre, and if the DHT will not pilay vall,
the CHC ends up frustrated acd almost totz_'y inaffective.  In such
~=22es, the CHC can either relapse into apathy - as had happened to one
or ivo in ny =amp'e - or reach out into the community and attempi to
stir up actioa there, in tha belief that concexrisd community action is
vary hard for a-Health Auth-rityv to ignore, Even if the CHC's
representations are not taken seriously, ¥Fs take notice if many voters

se~r to be Aiszcontented.

Indead, a great deal of the imiact of CHCs is clearly dependent on the
qunlity of the working relationship between the CHC Secretary and the
various pecple at the Distrini 1.ith i#hom she or he has to interact.
A1l the administrators who spoke in favour of CHCs mentioned the
importance of their working relationship with the CHC Secretary.

Gualities appreciated in the Jecretary and Chalrman of the CHC were

fup]

reasonableness, willinguess *to lezarn and listen, and an interest in
patients rather than politics. Indeed, when DAs were asked what they
liked best about the CHC with which they had to deal, the most frejuently
mentioned quality was tha sood working relationship the DA had built up
with the Secretéry;.aiﬂAéecond the CHC Members' genuine concern for
ratients regardiess o. politics. ¥%hat was disliked most was when CHC

members were superficial and ignorant.

One important and freguently mentioned way the CHCs have of influencing
the planning process, is by their membership of the various District
and Area Flanning Teams. Membership is most common at District level,

and a number of Areas did not even have planning teams as such. Table

‘%4 shows the representation of CHCs on Flanning Teams. . S

TABLY 4
Represented on-all DiTs _ 18 CHCs 755
On most DFis ' . 3 135
On one or two LFPs } Ly,
C 2 Eo

Not at all

L ;Tnaq all but 2 ¢ Cs were abie to 1nf‘uenco the plannlng process at tne_f"

' oufcet. The sfﬂfuq of the'44ﬂ deiebaLe varlpd nuu uas no tly referred

0 28 "Obse”ve“" ctatu yoand °omft1ﬂ9% a”;""uLL ne moPr .ouever,;“

-u'

‘i(.

'?Qtiﬂcthﬂ Lne@n tneﬂe wo cateﬁorles N&u ‘not very cLear, as al

:’Aqmlnl"Fratnrn said that suo h tpan“ aid not. vote anyhay; and.. ‘the Cﬂb




"v»ana toxpn aﬂﬂ CH“

- member was free to speak and contribute»as.much.as~any-oﬁher}memberr
However, apart from this contribution, the CHCs' contribution to the
NHS Planning cycle seems particulariy ineffective, CHC “ecretarlea,
“as a grour said this; they felt the plans are tno complicated for

" their members to understand ( "we are rather bemused by the planning
cycle” ) they felt that nost plans were not being implemented anyway,
because there was no money available; the final plan is too set fo be
influenced and can be itwisted into almost anything by Administrators
if they don't want to take notice of the CHC. One CHC's comments in
its Annual Hepoit are tyﬁical: "Informed comment is impossible when,
in addition to plans belng constantly modified, insufficient time is
allowed for consideration of proposals ... tﬁe whole sxercise seems
farcical ... a planning exercisé that is so complicated and so rushed
that it is grossly wasteful of tha time of the %taxf "0, Herts.,

Annual Report 1977).

(i1) Impact at Area level. ' o B b

At Area level, it Qé§ o1 ear that there was é'fér more remote
relationship and a leiser impact by (Hds. This is obvious from the
figures in Table 4%, where only a third of AAs said a definite "Yes"
and a third said that the CHCs impact vas only marginal. The main
impact at this level was the CHC's power to prevent avhospital‘ ‘
,fcloSure‘whiqh'the Area wanted, and this'power forced the Authoritias
“to think very'carefully'béfore:squesting aYCIOSUre;'to test outba11>’
‘vp0351b1e alternatives, and to see what compromises and comansatlons
could be offered to the CHC to induce it to agree. Thp CHC's
vagreeﬁent was seen’as'very important byrthe AA, because if that is

- forthcoming, the whole closure procedure is speédéd,up_énd this_can ‘

'-fmean considerable saving.in money as. well as time., chevmr; the Ads

" spoke of the effect of the CHOU in LTPnaral as be ing ve11ed or 1nd1r=0u% -

as belnv 1mnortapu durlns 1nf0*ma1 stages. be;or; daclslons are reache&

“-ALZ AAs aﬁreed that the formal conoultatlon procedure was largely rout:nﬂ

could have }1ttie 1mnact ow 1ncwslonb other than

[
© ciosures at the f rmal conqultatloﬂ 3tabe..-
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Th2 CHC observer at-AHA ﬁeetings can have considerable impact if she
or he cares to use the opportunity, although the CHC has no vote.

Zut in all cases the CH( observer siis with the Area members, has a
fuil agenda and minutes for rarts I and Il of ths meeting, and can
speak, quite forcefully, on issuss in vhich thz CHC has an interest.
One Administrator referred to the CHU influence as beineg a decided
one, on the marzin; but this can te negated if there are several CHC
observers from different CHCs in the one Area and they do not agree,
as sometimes happens vhen the interests of different Districts conflict,
In 3 cases, the CHCs' arguments were felt by the AA to be counter-
productive, because the CHC was sald to base its case on prejudice

and emotion and not fTacts, and the AHA membars sometimes felt the CHC
vas trying to take over the management role. It was also counter-
productive to he seen, as thres CHCs were, to oppose any reduction

or rationalisation of the services. If the CHC totally opposed all
rationalisations and reductions of service; defended what they had and
only asked for changes in the form of more services, the AHA members
hecamne all the more determined to ma’w the changés they thought were

B " . needed, regardless of CHU opinion. ~+ -~ Ces ' e

However, those AAs who d4id believe that the CHACs had a significant
impact were very gositive in their comments, saying that the GHC
produced influential papers, that its presence forced Areas to think

R - and rethlnk, and forced Administrators to give a little less welght to

hoopltal matters and more to community prodlems.  when asked what they

1iked best about CHCs, the most common answer was that the CHC was

constructlve, 01v111°ed prepared to listen and be responsible; and

the least liked were those occasions when a CHC took up a political,
conflict stance, as if the NHS administrators were trying to wreck the f
service and the CHC alone stood -to protect it. - AAs frequently p01nted
out that CHCs fail sometimes to realise what can be achlnved with - _
avallable resources. The CHC tnough* that if only the Area would flght:

»harder, more rasouxrces would become available, whereas AAs vere not

.. interested in making fools of thenne1veo by ”rltlna a serlen of thllﬂﬁg

.ietters,ﬁo,ﬂegion and DHES. Ho"mvcr # AAS mcntloned tbao CHCs had

< matured over time; that they fow uﬂuGMSbood some of the AHA's prooiembg

“and that thsy no longer a sked for uqreascnab or.useiess services.



Llu) Impact_at the FEC level o S

3

‘h overs Ho-mlng magorlty of FIC Ainlnlstratoro said that CHCs hai
no effect on the decision making of their KRG, Any effects that
were mentioned were minor, such as impact on branch surgeries, or

- on leaflets that the FPC issued; or thatl.the CHC gave. tackground

- information to tho FFC. Indeed the imjact and contact between FiCs
and CHCs was so slight that my interviews with FPC administrators

at times became embarra531ngly short; the FPC Administrators had no
comments to make, thsy neithef 1iked nor disliked the CHC, and in
fact the existence or not of the CHC was a matter of general
indifference at this level of the NHS. No'FPG Administrator had

built up any sort of working relationship with CHC Secretaries.

(iv) CHCs! Own view of their Impact

The CHCs themselves had quite a realistic view of their own impact.
Although the overwhelming majority believed they had some_impadt'on
- NHS Administrators, they were ell gHare that their maiﬁ inpact was
- at the District level. Their view.as. that the DMT ﬁaé.wilﬁing;ﬁo.
*1lsten and discuss Jdeas, and that the bHL'” role was ‘mainly
preventlve, in that CHCs stop some de01slons from being made, and
reduce the scale of reductions of services. CHC'Secretaries said
that by now, more people in the District Office; and at AHA meetings, _
talked. of "the COmmuniﬂy" rather than concentrating exciusively on IR
‘hospital services. A subtle process was mentioned‘here; CHG,reports v
~and papers afe'written,‘and gradually ovér time, similar suggestions
occur in DMT rapers. It is not a matter of whose idea it was originally
- (both sides would probably lay claim to it), but as a result of frequént:*
v disCussions,3a general synthesis of ideas occurs, which is eventual1j
incorporated into Districﬁvand Area pians,‘ The CHC becretarles too,v-

" valued sreatly thé gobd“WOrkiﬁg re1atidnships they Were bulldlng.w1na -

" District officers. The qualities tbeygiike@ bhest in their‘DMTJWero"”
f‘acces31b1 ity, approachahljtty, .i;lingnéés~ﬁd=discuos issues with uhe ‘

;CHC, and an openncss tn new 1deaq, wnlLe the least lvked - and thls V&a‘#
'ffoVerwhélmingly the case - were those occaatons - and thosc aamlnlgtratorb,
;Sann were seen as 09V1Oha, wiﬁy} dishonést, hJLHﬂO‘le relevant 1nfornat10nii
‘1 ani letortlnb the truth by tejlingfbﬁly a rar-1L of it ( "the caﬂe s to

. find the risht question” ).




(v) kxamples of CHCs' impact

A1l interviewees were asked to give specific examples of services
“influenced by CHCs. My aim was to see whether the same examples
were mentioned by the CHU, DA and AA. This did indeed happen in 11
nasses, or 45, which is reallv a very high propnrtion. These cases
]PCLudFd thrao Day Care Abo*tlon serv1cas, changes and repianning of
2 maternity services; the 1nc1ug10n of a casualuj section in a new ‘
hospital; the provision of extra psychiatric beds because of a CHC
recpori; the provision of a walk-in clinic to deal with druz problems
as a result of a CHC survey; the CHG's contribution to the planning
of two units for the young chronic cick: these were all examples
cited by CHCs and NHS administrators. The following examples were
cited by DAs, AAs, and FIC Administratnrs, as being particular

examples they credited to the interventicn of the CHC.

In one district the plannine and development of a complete community
centre was tntally credited to thas CHO, sinee it had been begun over
the oppoasition of the NRS administrators who vanted thne site for gtaff
accomnodation, but were now in favour »f the commun .ty centre concept,
In anothexr distfict[ the DA said that the QHC had aénelerated the
provision of a VD clinic by about 3 years. "hvery “ime I went tn a
CHC meeting I felt guilty when I had t» say I hadn't dene anything
about 3t,"  One CHC did a detailed survey on the deficiencies of the
local hospital's accessibility to the disabled, and the DNMT is
modifying the hospital in total accordance with their suggestiohs,
including some major modificatinns. In anotherx caée, the DA to0ld4

the fbllowing story: the DNMT claimed that they had a nurse night-sitting

service, but GPs were not using it because they said it was inade@uate.

The DMT would not improve it, saying that it was their policy to provide
‘1t and the sexvice was thpre and was just not being used.-v The CHC ' -

_broke throush this knot by advertising the existénce,of'the service,
saving it was DNT policy to provide it and urging GFs to use it,

Then the DUT was forced to provide the aervice effectively,

' ‘The visits‘made by CHUs to lonsg-s tav ins twtntloqq were praised by AAM

© and. DAG, who zaid that they were E,,orr' for stalf mnraﬂn and often

showad up probloms that had oven ml sed. In nne dlatrlPt ‘”,10*1t1°s”; R

uhe yguna-chro vy,ric& WeTE. np:rqﬂod as a- reau’t oP'CZC ar:umonta-f

-

“The DA

and in anouhe - the CHC Ler%i‘ 'uqfll tne DHT prOVLJVuiageauatu o

ren,

afovmatwon for parentq o10 menta y,handlcappeu chil
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here séid "Without the CHC, the identification of such needs would not

be so clearly made, or so firmly pressed."

This last example in factvdemonstrates one of the main strengths that
CHCs have, and a wain value they have for administrators. Administrators
want to know what particular needs there are in the Community, and
especially if these needs can be met without incurring much expense,
Those CHCs vho do accurate, relevant survey work within their District
and comz up with information the DNT can use, are greatly valued by

their District and Area administration

3. HO: IS THIS IMPACT ACHIRVEDY

- results,

As shown in Table 4, almost all (MOs are represented on District

- Plamnin~ Teams. A smaller proporition (only & CHCs, or one-third) are

represented on the Joint Care Flanninz Team which sbans ‘the AHA and
the Tocal Authority. OF the 16 CHOs notb represeited on the JCPT, all
but two have asked to he represented bui have been re;uued for unstated
reasons. At the. DPYs, the CHC delegaie is ucually the nominee from the
Voluntarv Orvanlsatlon which is most connected with the particular topic

- e.g. when the DPT is plannlng for the elderly, uh& menna?sy

~ handicapped, the mentalTy i11, the d qabTed ‘ete., there is a*wavs eltner

a relevant CHC membex or a copted member who is knowledwpaole on the

subject.. The situation is not always probiem—free, of course; there

are times when the CHC delesate v19v dnes not coincide wlth the view
 of the CHC as a whole,:and then the matter requires exten31ve discussion,
‘jBut on the who]e, CHCs and DMTs are verv satisfied with the wayvthevﬂﬁﬁ

‘ memberm have performed on HPTS.’

a ,Lontaot optwpen CHOs and the varwouq NH3 offices proceeds on many fronf@
fﬁilvadmlnlstratorq were aqkpd how muach twme ﬁhﬁy SPend on or wntn ”H”q

7ﬁganﬁ ‘how t%ey Tat tha VunP of that time. T&Oleb 5 ant 6 ﬁnow uhp
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TABLE

TIME SIENT ON CHCs TER WEEK

DA AA FPC

Less than 1 hour 17 71% 9 52% 15 88%
1 to 2 hours 3 12% 8 L8% 2 12%
More than 2 hours L 17%

TABLE 6
VALUE PLACED ON TIME SFENT WITH CHC MATTERS

DA AA | FEG

Very worthwhile 9 37% 1 &% 5 2%% )
Worthwhile - - 13 4% - 9 52% -5 29%
Somewhat wasted 2 9% 5 29% 5 29%

2 13% 2 13%

Completely wasted

Obviously, it is not only the Chief Officer with whom the CHC has
contact and who spends time on the CHC's business, but by most
standards, these officers do not spend a great deal of time on CHC

matters, and overwhelmingly they consider the time so spent to be - - | -
worthwhile. Indeed, 91% of DAs considered it to be worthwhile or '
" vexy worthwhile, and so éid a clear maJorlty of AAs and FPC - .

Admlnlstrators.» : . : -

In order to structure their relationships, meetings have'to‘be
| scheduled regularly between the CHC and DMT, the CHC and ATO, and the
CﬁC and FPC. The most frequent and regular schedules were those that
vere arranged between GHCs and DNIs. In all but L caseé there were
"regular and freouent meetlngs between various members of the CHC and

‘offlce:s of the DMT. : Table 7 shows the general pattern. e




 TABLE 7
MEETINGS BETWEEN _CHCs AND DMTs

"(Various combinations of DA,bDMT, CHG Secretary, CHC
Chairman, or Vice-~Chairman, and Committee Chairmen
and members).

E&ery 34 weeks '5 Districts

6 weeks 3 Districts

2 months 2 Districts

3 months L Districts

" 4 nonths 2 Districts

6.months - . 1 District
Annually - about the QOperational

plan ‘ 3 Districts

As necessary _ 2 Districts

No meetings - relations bad ’ ‘ 2 Districts

-In addition, 15 CHCs receive the DMT‘minutes; in 3 cases for the "

Chairman and Secretary only, and in 2 cases the version sent is an - =~

‘expurgated one, In 8 cases the minutes are not sent out, and the

Single District Area, of course, has no DMT.

The most noteworthy aspect of the meetings between CHCs and DMTs,

listed in Table 7, is that they are held in private, CHCs generally
set great store by the fact that the whole of their regular meeting

.~ is held in public, and that they do not believe in the sort of secrecy

which tends to be preferred by Administrators. But no service, public
or private, can run‘wholly in the open, and CHCUs have had to recognise

'7thatl'if7they want information and co~operation from Adninistrators,

they have to make some compromlses with their pr1n01ples and meet in

:}{'prlvatn for informal brleflngs and’ cOnfldentlal issues. In this way,:ff-
";many of the problems‘that DAs would have in dealing with CHCs, are =

. overcome.

"“mMembérsbof DMTs ih general, also see it as their role to attend CHC o EETRRESA RN

‘iefmeetlngs in order to answer questlons and also to £ind out how the CHC‘r L

Aﬁlffls th1nk1ng, to clear up mlsunderstandlngs and. to educate the CHC.

:Cf The CHC in turn, see the attendance of the DNT as an opportunlty to

f:‘feducate the DMT, so the DMT‘S presence is seen as mutually beneflclal. ;’efm




- 16 -

In 18 out of the 24 GHCs, i.e., in 74% of CHCs, there is at least one
member of the DMT present at every CHC meeting. Table 8 shows the

distribution of attendances.

TABLE 8

ATTENDANCE OF DMT MEMBERS AT CHC MEETINGS

DMT never

Every Meeting  Every 6 m. or so attend

1 member of DMT 8 CHGCs 34% 2 CHCs % L CHCs 17%
2 members of DMT 5" 20% - -
-3 or more members 5 20% - -

Very few CHCs ever receive visits from members of the AHA, RHA or FPC ,
but there are a few CHCs which do have them. Some areas and Regions
delegate their members to "do the rounds” of CHCs, so that there is an

occasional such visitor at a CHC meeting.

At Arez level, there are already structured opportunities for CHCs and
AHA meitbexs and officers to neet, because all CHCs are entitled to send
Observirs to the AHA meetings and all say they mostly send someone to
each meeting. Particular Area officers and members can be tackled
informally on these occasions. In addition, a few Areas hold regular
meetings between the Area Chairman and the CHC Chairmen, with various
combiriations of officers present, '

And of course, there is the much mentionéd Annual Statutory Meeting,

which is not very highly regarded either by CHCs or AAs. It is generally '
attended by about 2/3 of members of the CHC and 1/3 of members of the

AHA, and in 4 cases in the last year, the AHA did not manage to raise a
-quorum but the meeting proceeded ahywéy. . A1l the ATO and all the DMT

attend always, frequéntly with additional officers in attendance. In ‘

2/3 of cases the CHC decided the entire agenda and in the other 1/3

the AHA and CHC decided on the agenda JOlntly. The Administrators said f;
that in 20 of the 24 cases, no change had ocourred-in AHA-CHC

. relationships as.a result of the Annual Statutory Meeting,'but in 3

' 'cases relatlonshlps were better and 1n 1 case they were worse after the _f f S

w'fVFmeetzng. 2/3 of CHC Secretarles saw the meetlng as'a vwaste of time,
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dull, and predictable, while 1/3 saw it as useful and an educational

experience for members of both bodies.

FECs and CHCs meet only rarely. 13 of my 24 CHCs had permission to
attend Part I of the FIC meetings; in only 5 of these cases wWas the
CHC delegate allowed to speak at the meeting. Four FPCs held .
neetings with the CHCGs in their Area, 3 of them once a year and one
every three months. The other 13 FPCs held no meetings with CHCs
at all.

In general, there is remarkably little problem alleged between CHCs

and Administrators. 1In selecting adjectives in answer to "What effect
have CHCs had on your life" (Question 13) the most frequently used

ad jective was "more interesting", followed by “more irritating” and
"more stimulating”. Many of those who said "Irritating” emphasized

" that this was not necessarily a negative effect. They liked the
irritation because they found it stimulating.

,SUMMING UP: _IMPACT AND VALUE OF CHCs

The flnal guestion to Admlnlstrators was really a crltlcal one: the

answers to it are summarlsed in Table 9

TABLE

DO YOU THINK CHCs GIVE VALUE FOR THE NHS MONEY SPENT ON THEM?'

DA AA FPC

Yes 19 7% 7 L1% 8 4%
No 5 21% 10 5% 5 29%
- Don't know ' : 4 207

From the previous résponsés, the summing up shown above ﬁas fairly
predictable, The DAs overwhelmingly, by a majority of Lel, believe
that the CHCs are worth having and give value for money. | The AAs and
FFC Administrators who agree with the DAs are in a mlnorlty, though it

- .is a substantial minority in bo»h cases.



It is, I believe, important to get these responses into perspective.
It was very clear to me that Area Administrators had comparatively
little to do with the CHCs in their Areas, and were not fully aware
of the relationships that have been built up in the Districts over
the last 5 years or so between CHCs and District staff., Indeed,
several AAs said that it is hard, at Area level, to know how effective

CHCs really are.

In discussing the issue of value for money, I invariably brought up
the question of the usefulness of CHCs after the impending
reorganisation has been completed when instead of AHAs, there will
be DHAs, |

All of the Administrators, DAs, AA, and FPC, who gave a clear, positive
response to this question, believe that CHCs will be as much needed when
AHAs become DHAs as before. One or two of those who were slightly
ambivalent said that while they still believed CHCs would be needed,
they were not sure whether there would be available enough people of
the necessary calibpe‘to fill both bodies, and thought that perhaps the
proportion of Lécal Avihority members on CHCs sbould be reduced ir
favour of more members from Voluntary Bodies. But the case for CHCs,
vwhich rests essentially on the "formidable case" stated by the Rt. Hon.
Patrick Jenkin (CHC News March 1980, No.52, page 1) was made out by each
- Administrator and stated to be as strong after the proposed
reorgénization as before, or indeed even stronger. As one AA said, it
would be impossible for a RHA to keep track of 17 DHAs and the CHCs
would be needed to f£ill that role.

On the other hand, those Administrators who believed that CHCs were not
giving value for money now, or who were quite ambivalent, believed that
CHCs should be abolished in the new reorganization, and again, their
case rested substantially on the case against CHCs as cited by

Mr, Jenkin (CHC News ibid.). ’

The CHC Secretaries themselves laid most weight on their members® local
knowledge, and on their independence from wmanagement, They believed
that CHC members Knew more than District teams, and far more than AHA
members, about what was going on locally, and that this knowledge was
‘very important to be fed into decision making at both District and Area
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level. Further, their independence makes them a credible source
of both criticism and praise of the NHS, since the public believes
that CHCUs have no axe to grind other than their concern for the best
health service possible to be made available to the local people.

The CHCs also believe that since the advent of CHCs there is ﬁuch

more openness in management, but that it needs the continual pushing
of the CHC presence to keep the door propped open. This was
particularly evident to the two CHCs in the Lambeth, Southwark and
Lewisham area where the AHA had been dismissed 6 months before my
survey interview, These CHC Secretaries believed that the whole
climate in NHS offices had changed radically since that time.
Obtaining information was now very difficult -~ everything had become
internal, private., Decisions were made and implemented before the
CHC even knew the items were on the agenda.  Because decislons did
not have to be justified in puhlic' the Administrators were ignoring
CHC requests for information, and because there were no AHA meetings
where the CHC representative could complain about such problems, the
-difficulties were hot remedied, It required faf more persistence
than before, even to cbtain public 1nformat10n about plans. Thus

it seems thal openness and accountablllty are hard to establish, need
firm maintenance, and are very easily destroyed - they are rather like
~trust in that respect. If the NHS is meant to be a service that should
be visible and accountable (and Ministers®' statements in Farliamént
lead one to take it that this is the policy), then some sort of public
body to receive this accounting on a contiinuous basis would, it seems,
be essential,

This was not only a case made out by CHC Secretaries. Seven Administrators
(5 DAs; 2 AAs) made similar comments without prompting., They said that
it was important that there should be a body to which the public can
. go for meaningful, objective advice and help, without biés by management
considerations. The CHCs were clearly not under the thumb of KHS
officials, and therefore, if the CHC can be persuaded a certain course
of action is right, it is far more useful in convincing the public of

the necessity for certain actions, than any NHS.source can be. ~ The
- neéeésary éompromiseé with CHC wishes are part of the pricé that has to
_be paid to make the NHS_acceptab1e to the public.
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These Administrators all believed that the NHS was grossly officer-
managed, and that patients felt very unimportant when receiving NHS
services (or not receiving them). They believed that the NHS has a
very poor way of relating to its consumers and of doing consumer
surveys. Any multi~million pound business does far more consumer
surveying than the NHS, and CHCs should be far better used by
Administrators to test community reactions. They should be given

the information they want, and given help in using and understanding
it, to enable them to look outward to the community and test
administrators*® ideas for them. Almost every Administrator, including
those who wanted to see CHCs abolished, said that he had to admit that
the professionals are taking far more notice of eonsumer views because
of the presence of CHCs for the last 6 years. "One is conscious all
the time that they will make comments on what you do or don't do, and
one modifies one's behaviour accordingly.”  The administrators do not
actually enjoy having to be open and accountable, but say that this is
what democracy is about, and they really would not have it otherwise.

The problem of the Representativenes: and Legitimacy of CHCs.

Bvery cdministrator who was doubiful or negative about CHCs, and even
some of those who were in favour of them, brought up the problem of
their representativeness and legitimacy as having the right to speak

for the community.

Much has been written on this issue ( See ref.list for Klein & lewis;
Hallas; Bochel & Maclaren; Ham. )

The argument put forward by the Administrators was, generaliy, that

~ CHCs are an appointed, not an elected body, and except for those of

their members who\have been elected to a Local Authority, have no

right to speak for the community or to regard themselves as representative.

This report is not meant, at this stage, to become a focus for lengthy
theoretical discussion of this issue. Hence I shall merely state. B
that the whole afgument seems to me to be irrelévant. It is impractical
to suggest that CHCs should be elected bodies, since the likely voter
interest reflected in turnout figurés, would probably be farcical; and

in addition, the Voluntary Body delegates who are generally regarded
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as being the hardest workers on the CHCs, would e almost totally
unknown to voters, and would have to politicise themselves, which
would probably mean that many of the most valuable workers would not
stand for election.

It seems to me, rather, that CHCs should not defend themselves on
this ground at all. They are not representative of the cémmunity
as a whole - they are not a microcosm of it in any sense. This has
been shown in all past studies (Klein & Lewis; Bochel & Maclaren) and
can be seen in my figures too. CHC members are more ethnically
white, middle class, older ( in my survey, the modal age is 50-59
years), and better educated than the population as a whole. While
the previous researchexrs found a higher proportion of male CHC members
than female (Klein & lewis 57% male; Bochel & Maclaren 61% male), I
found the reverse (47% male) so perhaps the sex imbalance is becoming
redressed - but that is only one aspect and quite insufficient to

enable CHCs to qualify on the grounds of being typical of the community.

But judged by their actions and administrators® perceptions of their
role, it seems that their function ﬂés been to make managers aware of ;'
defects in the health service, as the users see them; and to tepresent»
the public’s needs to the managers. These are pressure group activities,
and the fact that a substantial proportién of Administrators saw CHCs'
roles as being to speak for the “special groups” in the community,

shows that this is how the CHCs have actually found themselves working.
Indeed, though CHCS have occasionally shown an interest in vwaiting lists,
- only a few CHCs in my sample, have a sub-group for acute hospital
services, while every CHC that has sub=-groups at all, has one on mental
handicap, the elderly, and mental illness/health. |

It is evident, from reading CHC News, as well as from the comments of
Administrators and CHC Secretaries in my survey, that CHCs coricentrate

on keeping the primary sector in the forefront of their submissions, ’
'not the acute hospital services, Hence, rather than being over-concerned
with the very low public awareness of CHCs (CHC News, May 1979, pagé 3),
which a number of administrators also mentioned as an argument against
the success of CHCs, this should bhe regafded-as a marginaliproblem.

The important roles, valuved by administrators, which CHCs have been
performing, can be effectively performed without wide public avareness

~of CHCs. The CHC's greatest assets are its members' wide-ranging
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knowledge of particular issues in community care, their orientation
towards the patient's view, and their independence of management.

As pressure groups, the CHCs®' legitimacy does not rest on their
"representativeness" or wide public awareness, though there is nb
doubt that it would be an improvement if CHCs were more widely known

than they are at present.

This argument does not, of course, solve all the problems of legitimacy.
There are groups which do not have a voice on the CHC: with about

10 voluntary bodies represented, there must be large numbers which

are not able to have their opinion heard. It is therefore mandatory
that CHCs remember that there are other groups out in the community,

and that they do regular surveys and have structured contacts with
these groups so that their intexrests too may be represented., It is
fair to say that most CHCs emphasized that they see this as a major

part of their task.

THE VALUE OF CHCs TO ADMINISTRATORS

Since the overwhelmings majority of DAs were in favour of keeping CHCs
and thought them a very valuable institution, and almost half the AAs
and FPC administrators agreed with them, what is it about CHCs that is
most valued by Administrators? What is most disliked? This can be
discussed under 4 headings: informed discussion, feedback about the
Commuﬁity, an independent body, and articulation of the needs of

vulnerable groups.

1. Informed discussion

"The CHC brings to light gaps in ouxr own thinking, though it isn't
always admitted”. (DA)

All the Administrators said they valued good ideas and that CHCs

were a fertile source for these. This was not always so; indeed,

8 Administrators commented that CHCs used to be uninformed, overcritical,
irritating and interested only in minor matters, but they have now
learned and are very useful and helpful. Indeed, .the two most common

ad jectives used by Administrators about CHCs'suggestions and ideas




(in answer to Question 7) were "sensible" and "helpful”.

Considerable emphasis was laid by Administrators on the value to them
of informed discussion about health services. They use this as

giving ideas to themselves, which they will in turn develop into

plans and actions, and give back to their Authorities in the future.
 Without outsiders with whom to discuss their ideas, they are afraid

of "that well~known tendency of the bureaucratic machine to turn
sovards and block off the outside world,” They enjoy being challenged
and kept on their toes, and indeed, several Administrators criticised
their CHC for being too tame, too accepting of management's ideas,

and too uncritical because this meant a gap they had to f£ill for
themselves, On the other hand, when a CHC was lively and ihtelligent,
this was greatly valued, even if there were occasional strong disagree=-
ments between the CHC and the administrators. "They keep my view of
the service balanced and prevent my getting complacent" said one, while
another said “Going to thelir meetings and reading their reports,

provides a significant dimension that was not there before.”

In discussion with‘AAs, it was clear that-they'used;the AHA members, -
rather than the CHC, for this purpose. In both caéés, CHCs and AHAs‘
varied a great deal in the level to which they could help bring about
such informed discussion. Some AHAs were said to be too passive, as
vere some CHCs, and some AHA members were said to be "too political”,

~ Just as were some CHC members.

Those CHCs which took the easy path and just Went on visits without
grappling with issues of priorities, are seen as far less useful to the
Administrators, though visits are not seen as unimportant. But it is
. as the providers of outside ideas that the CHCs are most valued. In
order to do this, however, CHC members have to do some work and become
informed about health issues. Those CHCS'which cannot ask the right

. questions and challenge administrators were regarded as being a waste

of money ~ a sleeping watchdog. These CHCs merely demanded enormous
‘amounts of information and time, and then came to no conclusions.,
Such CHCs were seen as having power without responsibility ("which is
the hallmark of the harlot" said one AA), and were not only unproductive

“but counterproductive.



A frequent distinction was drawn between "political®” and “active"

CHCs. "Political" CHCs were generally disliked, even by the
Administrators who were in principle in favour of CHCs. The posturing
of some L.A. Councillors, and the publicity seeking of some pressure
groups, were a source of intense annoyance for Administrators. Nor
was much of the publicity~hunting effective in changing the health .
service, according to the Administrators unless it was based on solid
and sensible reasoning. A headline is only a temporary event, and the
public emotion aroused by it is as quickly forgoiten, so unless
Administrators can be persuaded that there is a s01id basis for the
claims of the political CHC members, they refuse to respond to what

they see as manipulation.

Over time, Administrators have learned to cope even with these "political"
members. Most DAs spoke reasonably tolerantly (though some, particularly
at Area level, were extremely hostile) and said that it might even Dbe
useful to have the political activists in the open, on CHCs. “Society
has changed”, they said, "We're goirg to get them anyway, so they may

as well all be centred in one place, on the CHC."

2. Feedback about the cdmmuniiy

Administrators particularly felt the need for information about the

community's reaction to the health services and to planned changes in

the health services. Administrators frequently singled out for praise

the reports done by CHCs on maternity services or services for the

elderly, disabled, or mentally handicapped. When CHCs pinpointed,

with adequate evidence, a problem or a deficiency, administrators were '
very appreciative., One CHC éhowed, for example, that there was a |
higher perinatal mortality rate and a higher maternal death rate in an
outlying maternity unit, which was regarded as highly valued information.

However, the administrators repeatedly complained that CHCs ﬁere not
willing to set priorities for the needs they uncovered., It was not
enough, said Administrators, for CHCs to do research and say "Here is a
need we have shown to exist. Meet it.” They had to go further and say
what they were prepared to reduce or eliminate to release the resources
to meet the new need. CHCs who wanted everything they had, plus more,
were rapidly discredited among administrators and Health Authorities
alike, because their responses become so totally predictable. A




particularly disliked phrase (even written in scme CHG Annual Reports)
went as follows: "This CHC rejects the idea that it should become
involved in deciding priorities. Its task is not to manage the
serviée. but to identify local health care needs.® (from an Annual
Report, 1978/9).

On the other hand, those CHCs which have recognised that the name of
the game is to decide priorities and make hard choices are highly
valued by their administrators. One CHC has in its Annual Report
for 1978 the following sentence. "To press for priorities is a
serious matter for CHCs - we would all like to see the ideal but
finance and staffing and building availability are major deciders in
how far developmeni can go”. Such hardheadedness is an example of

the change Administrators sée and value in CHCs.

One Administrator felt that Administrators had not yet learned to make
full use of CHCs to get community feedback. He thought that the
Authority should go to the CHC and scy “We are planning homes for the
mentally handicapped. VWe think the mentally handicapped would prefer
several small homes to a big unit, But we would like you to brief s,
However, remember that if we have a big unit we shall be able to fund
accommodation for 100, while in small units we can only afford to build
accommodation for 60. Vhat should we doi"  The CHC would then be
funded to do the research, with the pfoviso that they could not say

- "Ye want accommodation for 100 in small homes” unless they could come
up with a wholly new scheme which could do the job for the funds

available.

3. An indgpendent body

Almost every Administrator who favoured CHCs regarded their independence
~ as being a particularly valued quality., They thought this was important
o give validity to those occasions when the CHC was at one with the
* Administrators, because there were nany other occasions when the CHC

was not in agreement with them.

Administrators believed that patients who had‘a grievance-WOuld prefer
to go to an independent body such as a CHC rather than complain £o»
‘those people who were also responsible for providing the service which
" had led ‘to the complaint, viz. the Health Authority or the hospital
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management. This same series of arguments also applies to the -

FFC Service Committees, which were the target of much attack by

CHC Secretaries, though they were vigorously defended by FPC
Administrators. But their secrecy and the fact that they are not
bodies independent of the providers of the services, makes them
vulnerable to this criticism, and some Administrators at District

and Area level said as much: indeed almost all F¥FC administrators
agreed that the professional members did dominate the discussions

at all levels of the FPC, including the service committees, and that
therefore it could seem as if the patient was in a very weak position.

DAs also believed that the CHCs saved them a lot of time in sifting
complaints, Most CHCs are by now fairly sophisticated and if they
take up a complaint it generally has some substance, and is worth the
DA's vwhile to investigate. When a solution is found for the problem,
the complainant is far more likely to accept this when both CHC and
DA believe it is fair. Without their independencé. CHCs could not

£111 t:is role effectively.

4, Articulation of the needs of vulnerable groups

Administrators were very conscious of the role of CHCGs in developing

a forum for discussion of the needs of groups which have been neglected
and deprived of their share of resources. - They valued the CHCs

pushing them into giving a fairer share to such groups. Particularly
in Teaching Districts, the temptation was to do something which would
be useful for teaching, instead of something useful for the community
services, and the CHCs would not let this happen. The CHCs force the
Administrators into making decisions they are sometimes trying to avoid,
because they are too hard and wili mean conflict with established
interest groups in hospitals ~ but the Administrators like being kept
on the ball and being forced into such decisions, even while they become
annoyed about it. DAs and AAs spoke of being forced to do what they '
know they ought to do, and that this is good for the service and will
eventually change the character of the sexvice, though it is too soon
as yet to see these changes overall. One DA summed this up by saying
"It is important that the interests of the users - and especially of
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the most vulnerable users - of the NHS should be as clearly articulated
“to managing authorities as those of professionals, staff, and technical

and financial interests.”

This articulation can become extremely important in AHA meetings. One
AA pointed out that it is hard 1o get AHA members to go against a
Consultant unless someone outside the system gives contradictory advice.
DMT and ATO members cannot do this; they are inside the system and
cannot openly support one group of AHA members against another. But
the CHC can do so; it can help push for change by arguing for different
services to be provided, not more of the same. The only way Authority
- members get a choice of policies is by getiing a different view from the
CHC. This sitwation will be no different when AlAs become DHAs.

In another diréction, the NHS is highly professionalized, As various
administrators said, the officers have a tremendous grasp of what is
happening as compared to AHA members. The service is now so complex
that AHA membexs find it very hard to question policies supported by

the ATO., It is therefore important to have an organised consumer voice
which will have the twofold function of forcing officers, in public,

to take account of and respond to consumer views, and of bolstering

the confidence of those AHA members who secretly agree with the minority
view but who would not dare to speak ﬁp unless they have the backing of
the CHC. | Particularly if an AHA member is in the minority against the
 more powerful medical or nursing interests on the AHA, it can be very
useful to have the CHC assisting him in pushing for a policy of more
";support for groups in the community instead of in the acute hospitals,
and this process occurred several times at AHA meetings I atiended.

CONCLUSION

It is clear that CHCs are having a significant and beneficial impact on
the Administrators with whom they mostly deal -~ the DMTs, That impact-

is greatly valued and regarded as a strong and positive ad#antage by both
- rarties.  Regardless of their legitimacy and representativeness CHCs have’
- clearly succeeded in turning the minds of Administrators far more )
outwards to the community and to the hitherto neglected groups of patients,
Administrators have also become far more open in their management of the
NHS, and are prepared to be regularly and frequently questioned on their
policies and the reasoning behind their policies and actions, CHCé are
gradnally becoming allied with DMTs in changing some of the past emphases
~of the NHS, and their abolition at this stage would be a major blow to the

. beginning of this development.
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METHODOLOGY

The CHCs in the four Thames Regions were subdivided into 16 Inner
London CHCs, 20 Quter London CHCs and 27 Rural CHCs. A
proportionately sized sample was chosen from each group, so that

6 Inner City, 7 Outer London and 9 Rural CHCs were selected by random
numbers. In addition, I decided to do a pilot study of itwo CHCs
located near my home in north ~west lLondon, since these two had a
very different political orientation from one another and a
consequentially different view of their role. I followed this pilot
study by a more intensive study of these two CHCs by attending four
of each of their meetings and the meetings of the relevant AHA,

Thus the following list of CHCs was selected into the sample:

Barnet Kensington,Chelsea & Westminster(South)

Basildon & Thurrock Kings

Bexley Maidstone

Brent ¥ Mid Essex

Brighton , _ ’ Newhan

City & Hackney North Bedfordshire

Cuckfield & Crawley North Hammersmith

Ealing North Surrey

Bdgvware and Hendon NW Hextfordshire

Enfield ' St, Thomas'®

Harrow * | Wandsworth & East Mexton

Hillingdon W.Surrey & N& Hampshire
* _ Pilot

I was fortunate that the sample happened to include one CHC from a
Single District Area, since that is likely to be the shape of things

1o come.

I decided that the only manageable way was to interview, for each
sampled CHC, the following people:

The CHC'Secretary

The District Administrator

The Area Administrator

The Family Practitioner Committee Administrator

The'Regional Administrator



i)

APPENDIX ONE = Page 2.

As it happened, this was not possible in all cases, though I had-no
refusals for the sample. In the end I saw:

23 CHC Secretaries and 1 Acting Secretary (+ 3 CHC Chairmen)
19 District Administrators

1 Assistant District Administrator

1 District Planner

3 District Community Physicians

1 District Nursing Officer (additional to DCP in same Disirict)

13 Area Administrators )
1 Acting AA g The 24 CHCs fell into
3 Area General Administrators ) 17 Areas

15 FPC Administrators
2 Deputy FPC Administrators )

3 Regional Administrators

1 Regional Officer in charge
of relationships with CHCs,

Thus in each case, I saw a relevant Senior Officer, either the Chief
Cfficer or the Acting Chief Officer, or a very senlor colleague, I

am extremely grateful to all of them for so generously giving their
time, which was often under considerable pressure., Each CHC Seéretary's
interview took about 1% hours; thé interviews with DAs, AAs and RAs
about 3/4 hour and those with FPC Administrators about i hour.

THE QUESTIONNAIRES

While I tried to cover the same basic ground in talks with»theACHC‘and‘
the Administrators, I included some additional questions in the CHC
~schedule, to enable some comparability with earliex research. These
results are not generally reported here, as this project deals with
the CHG/Administrator interface. The Questionnaires are attached for

reference {(Appendix 2 and 3).
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CHC__SECRETARIES' QUESTIONNAIRE

Name of CHC:
1. (a) List the three activities on which you spend most of your time
over the year,

(b) List the three main activities you regard as most important
from the list below:

PROBES: (i) Talking to community groups

(ii) visiting health care establishments.
(1ii) Assisting complainants & giving advice to the public.
(iv) Preparing information for your CHC

(v) Trying to get information from your AHA

(vi) Continuing education for yourself.
(vii) Preparing publicity and your Annual report,

(viii) Writing reports about your subcommittees' work.

(ix) Liaising with other CH' Secretaries.

(x) Contact between yourseif & District,FFC & AHA.
(xi) Servicing monthly meetrags and working parties.

2. (a) what do you think are the broad aims of your CHCY
(b) Are these aims achieved?

3. (a) What exactly do you do to find out what your community wants you
to say on various issues?

- Surveys - what kind? on what issues? How often?
-~ Asking opinion leaders?
-~  Nothing, we regard ourselves as representative
- Following local/national Press?
(b) On what issues in the last 3 years has this CHC taken a public

stance? What did this public stance involve? On what issues
have you negotiated quietly?

(¢) Do you have (regular) contact with your MPs* How - meetings,
letters, phone?

L, (a) Do you believe your CHC has any specific effect on decision making
in your area? . What?

" (b) Can you give examples. of any specific issues or decisions during
the past 3 years which have been affected by your CHC?

(¢) would you like CHCs to play a greater role in decision making?
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5.

Apart from your Annual Report, have you prepared any other material
for your constituency on the past 3 years? May I have copies of
Annual Report, leaflets? . ’

(a) What determines how much money you get each year?
(b) Do you submit a Budget to your Region?

(c) How many sub-heads of finance do you submit tc the Region? e.g.
publicity, annual report, travel, etc.

(d) Are you allowed to decide how much to spend on individual Budget
items, e.g., Report.

(e) Do you get from your Region anything other than money, e.g.
premises, staff? What quality, size of premises are you allowed?

(f) Who tays travel expenses for yourself?
Who pays travel expenses for the CHC members?
Are any other reimbursements made to members?

(g) How many staff are on the payroll? Have you considered
appointing a Research Assistant instead of a P/T typist?

(h) Have you over or underspent in the past 3 years?

(3) Do you or your Members engage in money raising activities? If
yes, how much have you raised in the past 3 yearsY For what
 purposes is it used? How is 1t raised?

(k) Do you get any free services é;g. volunteer help? How much
such help do you receive (other than your CHC Members)?

- (1) Do you get donations from any outside source, e.g. Kings Fund?

7.

. .11 -

2.

" How much?

(m) Does the Région interfere with you in any way re. finance or
other maitters?

Does your CHC see itself as having mostly local interests or national
ones? If national, how do you operate - through ACHCEW or informal
llnk~ups?

List of membership.

Why was the Chairperson selected for that duty?

When decisions on recommendations to the Area are made by the CHC
are there any particularly influential members? Does the Secretary
regard him/herself as hav1ng influence? If so, describe. If not,
why not? » '
How are the Voluntary Body members chosen for this CHC?

The Secretary:

(a) age. (b) Sex. (c) Qualifications. {d) Frevious occupations.

(e) How long in this job?* (f) Was your job advertised? (g) When?
(h) Who was on the Selection Committee?

f’) Do you regard this job as beglnnlng, niddle ox end of your career?
J} What are your aims for the future, if the beglnnlng or mlddlef
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13.

14,

l5¢

16.

18.

(2) ¥hat Subcommittees has your CHC got?

(b) Degree of activity.

(¢) Involvement of Secretary - how much?

(d) What achievements have they had?

(a) Can you give me a case study of your input into the planning
cycle?

(b) What comments did you make about the last plan?

(c) How much time did you get to make comments? Was it adequate time?

(a) Who generally initiates contact with Area and District? You
or they? About what matters? How often¥

(b) How often do you meet the DMTY Who goes® Do you receive DMT
minutes?

(¢) Are observers sent to RHA, AHA, and DMT meetings? FPC meetings?
(d) Does your CHC have reps on any Planning Teams of DMT or AHA, JCPT?
(e) Do DMT, FPC, AHA attend CHC meetings?

What do you like (a) best about your District and Area officers?
(3) least?

(2) Who from your UIC attended the last consultation with the Area?
(v) Yho determined the topics to be discussed?
(c) Were there any noticeable effects as a result of that consultation?

(d) Did you regard the consultation as (i) interesting? (ii) usefnl?
1i1) vwaste of time? (iv) amll?
(v) predictable?

‘What is your comment about the criticism that the community is already

represented by AHA members and therefore there is no need for CHCs
at all?
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NHS __ ADMINISTRATORS' QUESTIONNAIRE

(a) What proportion of your time is taken up with CHC generated
questions/ and problems?

() Do you regard time spent in this way as '
very worthwhile? worthwhile? somewhal wasted? completely wasted?

What are the main questions and problems the CHCs have generated for
you in the last 3 years?

(2) what do you think are the broad aims of the CHGs you deal with?
(b) Do you think they achieve these aims?

Do the CHCs yoﬁ deal with have any specific effect on decision making
of your AHA, FPC, DMT?

¥hat kind of effect? examples ...

Do you believe that CHCs are
(a) overfunded? about right in funding? underfunded?
(o) overstaffed? about right in staffing? nndezstaffed?

Would you like to see CHCs play (a) a greater role in dec151on making?
(b) lesser?
(c about right now?

"Have you found the suggestions made by your CHC

sensible? uninformed? helpful? extravagant? useless? unoriginal?
predlctable? A

(2) Can you give me any case study of a recommendation by a CHC that
had some impact on decision making in this area, district? Was
this impact a good one, or not?

(b) Have the CHCs in your area used the media to try and influence
- your decision? How effective was this method?

(For AHA ADMINISTRATORS )
(a) What comments did the CHC make on the last plan?

(b) How much time was given for these comments?

(¢) Were any of the comments put into effectr

(d) what is the composition of the AHA?

(e) Are CHC members represented on Planning Teams? Which ones?
(f) Do CHC observers attend AHA meetings? '

() Do CHC observers speak al AHA meetings?

(h) Who from the Area attended the last annual consultatlon (officers
and AHA members)? :
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Question 9,(For AHA ADMINISTRATORS) - Continued...

(1) Who determined the topics to be discussed?

(j) Did you regard the consultation as interesting? useful? waste of
tine? dull? predictable?

(k) Were there any effects on the health system in your area as a
result of that consultation?

(1) Do you attend CHC meetings?

9.(For FPC ADMINISTRATORS )
(a) Are CHC observers allowed to attend your meetings?
(b) At what times are meetings held?
(¢) Do GHC observers in fact attend?

() Do you have regular meetings with CHC members? How often? Who
comes? ’

9._(For DISTRICT ADMINISTRATORS)

(4) Are CHC members represented on planning teams?
(b) Do DMT members attend CHG meetings? |
(¢c) Do you send minutes?

10.(a) Who generally initiates contact between you and the CHC? Yo:
or they? How often? About what matters?

(b) How often you you meet? Regularly?
(c) How formal is the contact? '

(d) Do you get invited to speak to CHCs either at full meetings or
working groups? Is your advice sought by working groups of
the CHCs?

11.(a) What do you like best about your relevant CHC? (b) least?
12.(a) Do they have an effect on the speed of decision making? (b) quality?

13. In what ways have CHCs affected your life? Have they made it

* Easier?  DMore difficult? More interesting? Duller? Irritating?
Exciting? Stimulating? Unbearable? More troubled?
. More enjoyable? More varied? : '

1%. Do you regard the CHCs as giving value for taxpayers' money spent, or
would there be a better way of spending that money?

NOTE: Question 8 is always asked after Question 4,
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