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SUMMARY

This research is a gsociological examination of the introduction and
operation of Medical Advisory Structures in the National Health
Service in Scotland. Sociologists, in analysing the differences
hetween bureaucratic and professional forms of work organisation,
have pointed to the problems of involvement of independent profess—
ionals in large organisations. Medical Advisory Structures have
been designed to provide structured involvement of the medical pro-
fession in the management of the National Health Service. These
structures are intended to encourage the profession to manage itself
and to allow the whole profession to advise the administration on
management and policy issues. This study is primarily about two

- levels of that structure - the divisional or specialty level and

the Committee of Divisional Chairmen, or hospital level.

In a theoretical examination of the sitructure two major inputs into
the way in which the structure will function are identified. First
of all, there is the structure and what it asks consultants to do.
Secondly, there is the nature of the profession which has to work
within that structure. It is argued that members of divisions and
the Commitiee of Divisional Chairmen face a role conflict between the
representation of self or group interests and opinions and making
decigiong on the basis of broader criteria which are required for the
rational management and adwminigtration of the service. At the sawme
time a nurber of professional wvalues and characteristics are identi-
fied. At the individual level clinical and professional aubonomy

is identified as the key value. At the specialty level, lack of
inter-specialty knowledge, specialty autonomy and differences in
specialty status are identified as the key professional values and
characteristics. It is argued that these professional features will
interact with the role conflict to encourége solutions to it which

do not damage professional values and relationships. It is suggested
that if this is the case such decisions will deviate from the aims of
the structure.
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The way in which Medical Advisory Structures work was studied for two
years by observation in two hospitals. This covered the year before
and the year after reorganisation. At the end of the period of
observation interviews were conducted with consultants in the two
hospitals. The establishment of the two Medical Advisory Structures
in the two hospitals and their respective Districts and Areas is des=—
cribed and amnalysed with particular attention to the dominant concerns
of the profession. Following this the operation of fhe gtructure is
described and analysed using descriptive material on three categories
of decision. TPFirst of all, decisions intermal to the profession at
the level of the speclalty are analysed. These include decisions
about increased staffing, requests for additional equipment and the
evaluation of patient care. In the second cabtegory of decision sim-
iler issues are examined at the hospital level. Medical Advisory
Structures were also designed to play a part in the management of

the hospital and decisions which required this are dealt with in the
third catbegory.

The findings of the research indicate that the operation of Medical
Advisory Structures is deeply influenced by the nature and values of
the profession. At the divisional or specialty level it appears
that individual autonomy influences the solution of the role conflict
in favour of the watification of individual requests or in ways that
do not conflict with individual auwbonomy. At the hospital level a
concern with specialty autonomy and lack of inter-specialty knowledge
have a similar effect in that specialty requests and interests tend
to be agreed to on a piecemeal basis. However, in decisions which
require choices to be made between specialties differential specialty
status appears to have some influence with the higher status special-
tieg tending to be more successful. Suggestions are made about ways
in which the operation of the structure might be improved and conclu-
sions are drawn about the medical profession and ite involvement in

the management of the National Health Service.
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INTRODUCTION

Over the last century an increasing number of occupations have
achieved professional status and recognition and at the same time
traditional patterms and locations of professional work have changed.
While in the past, the majority of professional people worked as
individual practitioners they now tend to work within larger organi-
sations which are often bureaucratic in character. It has long been
recognised by sociologists that there are sharp contrasts between
professional and buweaucratic ways of organising work. = The theory
of professional/bureaucratic conflict suggests that when professionals
work in large bureaucratic organisations there are likely to be con~
flicts which affect the work of both the profession concerned and the
larger organisation (1). One key featiire is the comparison between
the independence and autonomy which professions claim they need in
order to undertake their work effectively and the rules, procedural
regulations and hierarchies which bureaucracies traditionally use to
shape and control the work of employees. Hospitals, with their
reliance upon large numbers of professional employees are often seen
as a prime location for such conflicts (2,3,4). In particular
doctors, with their insistence upon clinical freedom and autonomy
represent a fiercely independent group within the organisation. .
They also claim the necessity of playing a strong part in shéping
the development of health services and yet in the past they have not

been strictly accountable for such influence.

Most organisations with professional employees have developed strate-
gies which are designed to achieve some structured liaison between

the perceived needs of management and co-ordination and professional
independence. Profegsional participation in decisions and the
employment of supervisors or administrators with professional qualifi-
cations are two such strategies. In recent years, the National Health
Service in Britain has made a more systematic attempt to achieve
influence over the conduct of professional work and improve the relation-—
ship between management and the medical profession. This study is

about the introduction of this system in Scotland and the way in which
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it has operated in its early stages. It is therefore an assessment
of one major strategy for integrating professionals into a broader

organisation.

The National Health Service has been in existence for thirty years

and in 1974 it underwent its first major reorganisation. An impor-
tant part of this reorganisation was an attempt to change the way in
which the medical profession relates to and is involved in the manage-
ment and administration of the service. This began in the mid-1960's
with the formation of a Joint Working Party between the Scottish Home
and Health Department and the medical profession under the chairmanship
of Six John Brotherston, the Chief Medical Officer for Scotland.

The Working Party was to consider potential changes in the way in
which medical work was organised in hospitals and it is significant
that the profession should have been intimately involved in identifying
the problem and finding possible solutions right from the staxt.

Prior to this consultants had been grouped inte 'firms' consisting

of two or more consultants (5). One consultant was designated
teconsultant in-administrative-charge! and each firm had its own beds
and junior medical staff. In some gpeclalties there might only be

one firm in a hospital while in the larger specialties there was

often more than one firm.

The Joint Working Party produced its first report in 1967 and recom-
mended that the old 'firms' should be replaced by clinical divisions
(6). This wag seen as a more rabional way of organising doctors in
the large and complex organisations which hospitals have undoubtedly
become. They seemed to be arguing that the days were over when an
organigation based upon small, independent clinical units was feasible.
They recommended a shift, for some purposes, from the firm to a group
of doctors within a single specialty or group of related specialties.
There were two main aims behind this. First of all, fto make the
profession more accountable for the resources it was using, partly
by broadening the context within which clinicians made decisions.
Secondly, to make spokesmen of the profession more accountable to

their colleagues and thereby improve the guality of medical advice to

management.
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The Joint Working Party recommended that a division should consist

of consultants in the same or related specialties and that they should
be concerned with policy about the co-ordination and management of
medical care within the specialty. It proposed fhat each division
should elect a chairman and that, in order to create a similar
management and co-ordinating body at the hospital level, the chairmen
of all the divisions should sit on a Committee of Divisional Chairmen.
At that time in Scotland there were five Regional Hospital Boards and
within the regilons hospitals were administered, in groups of one or
more, by Boards of Management and it was proposed that the Committee
of Divisional Chairmen should relate to the Board of Management.

By this time plans for reorganising the National Health Service were
at a falrly advanced stage. As the new structure, uniting hospital,
general practitioner and local authori‘t:';f services under Health Boards,
became known, the Joint Working Party directed its attention towards
the position of the profession, as a whole, within the reorganised
service. Subsequent reports of the Working Party, or sub-groups of
it, examined the position of the whole profession within the sexrvice.
As part of this the ideas of the first report were carried further
forward to provide structured medical advice at all levels of the
gervice and a professional Medical Advisory Structure which brought
general practitioners and hospital doctors together (7,8). Divisions
and the Committee of Divisional Chairmen formed the hospital basis

of this structure and these were to provide members for the District
and Area Medical Committees above them and on up to the national

level.

This represented a considerable change in the way in which the profes—
gion was involved in the management structure of the National Health
Service. It represented the philosophy that the profession should
play a substantial part in the management of the service at all
levels. Prior to these recommendations there had been medical
membership of Regional Hospital Beards and Boards of Management but
these mechanigms did not provide for the co-ordinated views of the
medical profession to be vocalised. The divisional system and the

subsequent Medical Advisory Structures were therefore intended to
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provide better organised clinical services by encouraging doctors to
manage themselves and the resources they used in a more co—ordinated
way and by improving the way in which medical advice to management
was arrived at and transmitted. ’

The divisional system and the Medical Advisory Strucbure represent

a new strategy for involving the profession in broader organisational
concerns. The primary aim of this study is to develop a sociological
critique of the structure and ﬁhereby'to assess the success of the
Joint Working Party proposals. The study is focussed upon the
hospital side of the Medical Advisory Structure, mainly at the hos-
pital level and below. ’

To put the new Medical Advisory Structure and the divisional system
in their context they, and the old methods of medical involvement in
management, need to be considered along with the structure of the
National Health Service, both in its original and reorganised forms.
This is done in Chapter 1. A second requirement is a sociological
examination of what is implied for consultants in the functions which
specialty divigions and the Committee of Divisional Chairmen are
supposed. to fulfil. The introduction of these committees creates
new organisational roles for consultants and as a starting point we
want to examine the nature of these roles. It will be argued that
for both members of divisions and of the Committee of Divisional
Chairmen there is an inherent role conflict between the representa-
tion of self or specialty interests and the consideration of issues
within a broader organisational context. At the same time doctors
do not take on these new roles withoubt bringing with them existing
professional relationships and values, such as a mutual concern with
clinical autonomy. There therefore needs to be an examination of
the potential interaction between the role conflict and the profes~-
sional values and characteristice which are brought into divisions
and the Committee of Divisional Chairmen. These theoretical issues
are covered in Chapters 2 and 3. Chapter 2 examines the specialty

division and Chapbter 3 locks at the Committee of Divisional Chalrmen.
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In any research important decisions have to be made as to the most
effective means of collecting data about the object of study. In
this cagse an atbtempt was being made to find out how the Medical
Advisory Structure was working. It was therefore desirable %o
follow the decigion-making process as closely as possible and because
of this there was little option but to collect case material on issues
from their inception to their resolution. The most effective way
of approaching this was to observe the commilblee meebings within the
Medical Advisoxry Structure and this was done for a periocd of two
years in the two hospitals studied. At the same time the views and
opinions of consultants were thought to be an important source of
data and towards the end of the observation period interviews were
conducted with a sample of doctors in both hospitals. The precise
details of the methodology and fieldwork are outlined in Chapter 4.
Before the operation of the structure can be examined the precise
local details have to be provided and these are covered in Chapters

5 and 6. In addition, initial reactions to suggested change and
solutions to it invariably indicate the basic concerms of the people
involved. The examination of the introduction of the divisional
gystem in the two hogpitals therefore provides am indication of the
profession's approach to it and the professional concerms which they
wished to protect. However, the main aim of this study is to examine
the way in which doctors made decisions on the context of the Medical
Advisory Structure. One aim of the Joint Working Party was to per-
suade doctors to manage their own work more effectively and it is
precisely at such points that we might expect professional concerns
and values to deter doctors from making such decisions. Issues
which require doctors to manage themselves and which are internal to
the profession are therefore real tests of the structure and the way
in which such basic issues were dealt with in the two hospitals is
described and analysed in Chapters 7 and 8. Chapter 7 deals with
the divisional or specialty level and the ways in which decisions
about requests for additional medical staff and equipment and the
evaluation of patient care were made. In Chapbter 8 similar decisions
are analysed at the hospital level. The divisional system was also
expected to make a broader menagement contribution and in Chapter 9
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a number of management decisions which required joint professional
action are examined. These include the allocation.and use of beds,
requests for and the allocation of non-medical staff and the imple-
mentation of two policies. Finally in Chapter 10 conclusions are
drawn about the way in which the hospital side of the Medical
Advisory Structure was operating and the implications are assessed
for the fubture role of the medical profession in the management of
the health service and more generally the position of professions

within organisations.

By its nature this research required intensive study of a number of
committees in two hosP;tals. The doctors and administrators invol-
ved allowed me free access to their meetings and to documents which
were of relevance to the Medical Advisory Structures and decisions
made within them. Without their active help and co-operation this
gtudy would not have been possible. Imevitably some of the issues
and discussions involved personalities in arguments gbout very sen~
sitive areas and for this reason I have changed the names of the

people and the hogpitals in which they worked.
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Chapter 1. Medical Imvolvement in the Management of the
National Health Service in Scotland

Introduction

The main purpose of this chapter is to examine the changing face of
medical involvement in the management of the hospital service.
Recent proposals have increased medical participation and responsi-
bility in the making of decisions and it will be helpful to look at
these in the light of past methods of involvement. The old struc~
ture under the 1947 Act and the associated medical contribution to
management will be considered briefly (1). The first report of the
Joint Working Party on the organisation of medical work will be
examined in relation to the faults of the old strategies for medical
involvement (2). This will be followed by an examination of the new
structure under the 1972 Act (3) and a consideration of the Medical
Advisory Structure which has been designed to align with it. From
this the main areas of interest for this research will be identified.

The Structure of the Hospital Service 1948-1974

The organisation of the National Health Service in Scotland was
detailed in the Act of 1947 (1). The service was adminigtered in
thres separate parts; the hospital and specialist services, the

general practitioner services, and the local authority services.

The hospital service was organiged in three tiers. At the top was
the Scottish Home and Health Department with the Secretary of State
at its head. The second level involvéd the Regional Hospital Boards
of which there were five in Scotland. Below the Regional Hospital
Boards were the Boards of Management of which there were eighty-four
at the inception of the sexrvice. The Regional Boards and the Boards
of Management were composed of medical and lay members and in each
case the level above vetted the nominations for membership made under
the Act. The division of responsibility between the Regional Boards
and the Boards of Management was left largely fto the local level
within broad functional guidelines set out by the Act.
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At both levels the Boards had large administrative staffs of which
the head was the secretary of the Board. At the Regional level
there was also a large medical administrative staff of which the

head was the Senior Administrative Medical Officer; Since the 1947
Act there have been various small developments based mainly upon the
reports of specially constituted committees. These reports have
performed three functions; they have elaborated upon the structure,
they have described its functioning and they have made recommendations
as to fubture practice. The main reports which had an impact on the
service were the Guillebaud Report in 1956 concerned with the cost

of the service (4), the Henderson Report of 1957, with the following
remit:

'To consider how medical participation in the control and
management of hospitals can best be secured in Scottish
conditions with special reference to (a) the employment of
Medical Superintendents ... ; and (b) medical staff commit-

tees, their contribution and functions;' ((5), para. 1).

and ‘the Farquharson-~lang Report which considered the administrative
practice of hospital boards (6). The main concern hewe is with what
these reports had to say about medical participation in hospital

management.

Medical Involvement in Hospital Service Management

There were three principle ways in which the medical profession was
involved in management under the old structure. First of all there
was medical membership of Regional Hospital Boards and Boards of
Management. Secondly, there were medical advisory committees, both
ag formsl parts of the structure and as ad hoc additions. Finally,
medical administratbors were employed throughout the service. Each
of these methods has been considered by official reports and it will
be worthwhile examining the nature and quality of their conbtribution.

The major forms of medical involvement are shown in Figure 1.1.

Medical Membership of the Boards.

The terms for this were set out in the Fourth Schedule of the 1947
Act (1). Tt was stated that of the members 'at least one half shall
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be persons other than medical practitioners! and that for the
Regional Boards members should come from '... any university with
which the provision of hospital and specialist services in the Area
of the Board is associated!, and '... such organisations as the
Secretary of State may recognise as representative of the medical
profession ...'. For the Boards of Management medical members were
appointed from the Executive Councils in the area and senior hospital
medical staff of hospitals in the group, in the case of Boards
associgted with a wniversity members from that source were not to
exceed one-fifth of the total membership.

Medical membership was discussed by both Guillebaud (4) and Farquharson-

ILang (6). Guillebaud looked at the arguments for and against medical
inclusion:

'Those who favour the inclusion of medical members have pointed
out that the hogpital sexrvice is basically a medical service
and that the managing bodies should therefore include among
their membership some who represent the medical profession.

So long as medical members are in a minority, their votes by
themselves cannot sway the decisions of the managing bodies,
but their advice and experience can be invaluable to their
lay colleagues who, after all, have the last word through
their majority vote'. ((4), para. 257).

"Thoge who have opposed the appointment of medical members
have argued that the proper role of the doctor in the admini-
stration of the hospital service is to advise the managing
bodies, but not to exercise a vote in any of their decisions'.

((4), para. 258).
In its conclusion the report came down in favour of their inclusion:

'!Their inclusion gives invaluable advice to the lay members

on medical aspects of hospital management, and in return it

helps the doctor to undersbtand more fully the broader
administrative problems in the hospital service!. ((4), para. 261).

',.. we doubt if the total number of medical members should

exceed 25 per cent and we recommend that this figure should
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not be exceeded save in quite exceptional circumstances!.

((4), para. 262).

Guillebaud suggests that in some Boards which had medical membership
in excess of 35 per cent medical influence could be substantial,
indeed his recommendation of 25 per cent is a considerable reduction
upon the less than half of the 1947 Act. Farquharson-Lang reached
similar conclusions and, while admitting that medical members can
give invaluable advice, warned against the usurpation, by these
members, of the expert medical advisers appointed to assist the
Boards and the committees of professional associations who should be
congulted. Medical membership of Boards therefore continued with

the qualified approval of the reports which looked at the subject.

Medical Advisory Committees

The second main area of medical involvement hag been through member-
ship of committees relating to the Department, the Regional Hospital
Boards and the Boards of Management. At the naticnal level there
were some committees which are part of the structure, for example,
the Standing Medical Advisory Committee of the Scottish Health
Services Council.  Other forms of involvement arose when committees
were set up to look at specific problems for example the Henderson
Committee (5). At the Regional and Board of Management level the
Boards generally had their own medical sub-committee on which most
of the medical members sat. At the Regional level there were also
special sub-committees which looked at specific areas and onto which

meubers were co-opted, for example, in mental health and geriatrics.

At the Board of Management level the other main source of medical
advice was through the Medical Staff Committees. The Henderson
Report looked at their contribution and found wide variation in

practice (5). The committee considered that:

... in general the position is unsatisfactory (a) in relation
to the staff organisation itself, and (b) in the extent to which
it is consulted by the Board'. ({5), para. 54).
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In view of this the report put forward certain principles for the
standarisation of membership, the election of an executive and the
attendance of the Medical Superintendent. It also made suggestions

as to their functions:

'The first, bto be available for consultation by the Boaxrd,
gecond, to advise and make recommendations to the Board on

the various aspects of the work of the hospital; +third, to
protect and foster the interests of the staff.!' ((5), para. 60).

The report recommended that the committees have direct access to the
Boaxrd of Management. In this way the Medical Staff Committees were
given greater legitimation for involvement in the management of the

gservice.

Medical Administrators

The third major means of medical involvément had been through medical
administrators. This was true in Scotland at all three levels.

At the national level there was the Chief Medical Officer with a
gtaff below him allocated to specific functional tasks. At the
Regional level there were the Senior Administrative Medical Officers
with their staff. PFinally, and most importantly from the viewpoint
of this research, there were the Medical Superintendents at the local
level. These officers were on the Regional Board staff and were co-
opted to serve the Boards of Management. The Henderson report con-
sidered their position, endorsed the continuation of the practice and

elaborated in some debail upon their functions:

1. He ought to be in a pogition to advise the Board about the
mogt effective use of hospital resources, e.g. the allocation

of limited funds to new developments in clinical departments.

2. General supervision of the junior medical staff, pharmacy

and medical auxiliaries.
3. Supervision and organisation of the outpatient department.
4. Advice on hospital planning, furnishings and equipment.

5. Iiaison with the administrative officers of the Regional
Board, Medical Officers of Health and General Practitioners
in the area to ensure integrabtion of hospital services with

other health services.
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6. In teaching hospitals, co-operation with the Dean of
the Faculty of Medicine about the provision of iteaching

facilities.

7.  Although there are other departments of the hospital
of which he is not in charge or responsible to the Board,
he ought to be the co-ordinator of all activities within
the hospital.!' ((5), para. 33).

From then on Medical Superintendents were appointed to the Regional
Boards with dual responsibility for the Boards of Management and any
duties which the Senior Administrative Medical Officer ﬁight want
performed. They were established as an integral part of medical

involvement in management.

The next report which crucially affectea the future of medical involve-
ment was the Joint Working Party Report of 1967 in which the divisional
gsystem was first proposed (2). This report, the new structure and the
proposed Medical Advisory Structure all suggest that the old forms of
medical participation were unsatisfactory, if not in the light of
experience in the early years of the National Health Sexrvice, then at
leagt with the benefit of hindsight in the latter half of the 1960'5.

The Drawbacks in the 0ld Strategies of Medical Involvement

The 1967 Brotherston Report is mainly critical of the old firm or
'chief' gystem of medical organisation, wishing to replace this with
the more democratic divisional system. However, it does hint at
the inadequacies of the o0ld methods of relating clinicians to manage-—

ment. The report mentions the:

1Great need for better communications between clinicians and
the adminigtration as a means of encouraging professional
gtaff to take greater interest in the management of the
service.! ((2), para. 11).

What were the main faults of the three systems of medical involve-

ment.
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The medical members of Regional Boards and Boards of Management  were
only supposed to be there as doctors but it would appear to have been
difficult for them to distinguish between this and their position
and requirements in the hospital. It made empire-building a possi-
bility and such influence was hidden from their colleagues. One

congultant who was interviewed sadid:

!0ux chief was on the Regional Board and we had it good for a
long time and built up a good unit, possibly more than we
should have.!

and another said, referring to the same person:

'There are wards in this hospital which are a memorial to one

man's power and influence, they are of unique design.!

It was probably unreasonable to expect ‘such members to act consistently
as an independent medical voice and this led in some cases to an abuse
of their position. It also meant that the nature of advice received
was biased, if not with deliberate intent then by their position as

the only authoritative clinical opinion at the Board level. An ex-—
member of the Board of Management in one of the hospitals studied
mentioned this problem:

When I was on the Board of Management I kmew the hospital should
come first, but I don't say I always behave like that. I
always pushed my own unit but I knew I really shouldn't.!

Medical membership of Boards therefore meant that it was sometimes
difficult to get objective advice and that such advice or influence

that there was came from the limited spectrum of the medical members.

While the national and regional committees set up to look a2t specific
areas were open to the same kinds of difficulty they probably involved
the profession in a resonably sbtructured way in areas of specific
interest. However, in the cage of the Medical Staff Committees at
the local level there is some doubt about their effectiveness. It
seems likely that the variation in practice noted in the Henderson
report continued after its publication. The only study which has

examined their role was conducted by Brown in the early 1960's (7).



(22)

He looked at twenty medical staff committees, four of them in Scot-
land and, in considering their size, composition, business dealt

with and chairmanship, concluded thatb:

V... medical staff are not yet ready to establish a close
collective relationship with the goverming body of the
hospital in which they work, and ... premature attempts
to formalise such a relationship will prove sterile.!

((7)’ b ‘19)’

One of the problems with the Medical Staff Committees was that they
comprised the whole of the medical staff and because of this they
tended to deal only with matters affecting the whole staff. The
narrcwer specialty concerms which are recognised by the divisional
system, and the relative isolation of the specialties in any hospital,
imply that the advice from these commit%ees tended to be very broad
and. rarely relating directly to medical matters. While it was legi-
timgte for the committees to deal with non-medical matters it was
customary that for medical matters the individual medical units,
through their consultant in-administrative-charge, approached the
VMedical Superintendent individually about requirements. This
relatively anarchic system paved the way for a number of umdesirable

congequences:

a. a lack of unified purpose, provision and procedure

both within and between specialties;

b. differential involvement of specialties and units

in the management of the hospital; and

¢. requirements of specialties being fulfilled
according to personality and political contacts rather

than more objective criteria.

This leads on to the problems which beset the Medical Superintendent

as an intermediary between the medical staff and the administration.

Finally, the position of medical administrators must be considered.
Tn view of the above situation the Medical Superintendent would often

be put in the position of having to decide upon medical priorities,
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in conditions of scarce financial and spatial resources. In such
cases a decision might necessitate knowledge of recent developments.
in a number of specialties and this was possibly asking too much of
the Medical Superintendent. The pogition of adjudication between
speclalties probably led to dissatisfaction on the part of those who
did not get what they wanted and the placing of blame for this on the
Medical Superintendent. The reaction of the Medical Superintendent
to this situation was Just as important. In one of the hospitals
gtudied the Superintendent would take the list of medical equipment
requests from the different units and, as a first step to deciding
what to approve, throw out all those without the price or the
manufacturer's name. In some ways they also seem to have acted as
administrators for the medical staff rather than of medical matters
as they allowed conaultants a route to the Board of Management and
even the Regional level, whereas most of the administrative staff

within a hospital are at the hospital level only.

The Pirgt Brotherston Report

Whether or not these particular arguments are accepted it is reagon-
able to suggest that the old methods of medical involvement tended
to be haphazard and sporadic and to have represented more the
feelings and advice of those actually involved, rather than the
opiniong and views of the whole medical staff. Advice tended to
come mainly from consultants in-~administrative-charge and Boaxrd
members and this opened the way for dissatisfaction among those who

were not involved.

The second report of the Joint Working Party concerns itself with the
problem of:

'How to create an effective partnership between the professions
and the administration.'  ((8), para. 131).

and suggests that what is reguired is:

',.. an organisation which allows it to operate in a system-
atic and integrated fashion and, at the same time, relate
to the administrative structure.! ((8), para. 132).
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This implies that the committee considered the old methods of involve-
ment to be non-systematic and, if not disintegrated, lacking in
integration. This adds some support to the arguments above that

(a) the medical members of Boards were either not in a position to,

or did not use their position to, bender objective or representative
advice to management, (b) that the Medical Staff Committees were too
broadly based to develop detailed advice, and (c) that the system of
uging the Medical Superintendent as a channel was fraught with the
problems of differential access and inequalities in lobbying and
influence.

To return to the first Joint Working Party report, written largely
within the format of the 1947 structure, there was a radical change
in thinking with regard to clinical medical advice. The Working
Party reported on a number of topics iﬁéluding, medical staffing,
alternatives to traditional systems of hogpital care, and the place
of operational research in the service. However, the main area of
interest was its proposal for a divisional system of clinical organi-
sation. As a meang to promoting better communication between
clinicians and management the report recommended an end to the firm
system of clinical organisation (the grouping of consultants in any
specialty into twos or threes acting as a clinical unit, with one
being senior and in-administrative-charge (9)) and the introduction
of the divisional system. This change was recommended because the

firm system was:

'... baged upon the tradition of consultant responsibility
developed largely in the teaching hospﬁtals' and dexrived
',.. from a past when the problems dealf with by the
organisation were very much simpler than they are now!
and that '... the considerable independence of individual
congultants and indeed individual hospitals in the past
has besen replaced by an increasing degree of interdepen~
dence.' ((2), para. 14).

In view of thig increasing complexity the report felt that the

deficiencies of the firm gystem were unlikely to be overcome:
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'... unless medical staff with like interests participate
regularly in properly organised meetings from which a

consensus of opinion masy be obtained.! ((2), para. 24).

With these factors in mind the Working Party agreed upon:

t... the need for a system of clinical organisation
based on larger groups of individuals than are to be
found in the present units. These larger groups are
geen as a mechanism for the pooling of resources and
are, therefore, to he regarded as aggregations of
medical staff with like interests who will find it
useful to deal with certain aspects of their responsi-

bilities on a group basis rvather than as individuals.?!
((2), para. 25).

The report recommended that individuwal specialties or groups of

related specialties should form themselves into divisions and elect

a chairman as their executive officer. The report also suggested

the bagis for the next level of a Medical Advisory Structure:

'There are matters which are of common interest to more than
one discipline and it is desirable that this should be
recognised in the clinical organisation. We recommend
that this should be done by forming within each hospital

or hospital group a committee composed basically of the
chairmen of each of the divisions. This might be known

as the "Commititee of Divisional Chairmen". The

Committee would be the body which would deal with all
matters of medical policy which have implications

beyond a single division.' ((2), para. 62-3).

In relation to the old structure the report states that because of

divisgional activities in the development of new sgervices and the

deployment of rescurces:

'... the relationship between divisions themselves, with
Boards of Management and with Regional Hospital Boards

are seen to be of importance and it is envisaged that
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the divisions would be the appropriate forum for the
initial formulation of medical advice in relation to the
specialty concerned. In this way individual consultants
acting through their divisions could ensure that adequate
professional advice is available to the hospital boards.?
((2), para. 31).

Among the recommended functions in the report were: the co-ordination
of activities between divisions, between medical activities and
nmursing services and the development of a systematic and critical
evaluation of clinical work. The report also recommended a close

relationship between the Medical Superintendent and the divisions.

This was as far as the first report went, the second report and the
report of a Sub-group of the Working Party expand upon its full
development as a system for medical advice (8, 10). This chapter

will returm +to those after the new structure of the health service

has been outlined.

The Reorsanisation of the Nabtional Health Service

The tripartite structure of the National Health Service into hospital,
general practitioner amd local authority services had been criticised

as far back as 1951 by the Chief Medical Officer for Scotland:

'... mainly becaugse of the administrative structure which
hag evolved, many persons express uneasiness about lack
of co-operation among the three divisions, although clear
ingtances of failure to co-operate are hard to find.!

((11)9 9-27)'

However, the first mention of any change in the structure was not
made until the Porrit Report of 1961 (12). The report was the work
of a committee representing all sections of the medical profession
and it proposed Area Health Authorities which would deal with all
agpects of the health service. There was much discussion about
future change but firm proposals were not made until the Green Paper
for Scotland was published in 1968 (13) (the first Green Paper for

t
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England and Wales appeared at about the same time (14)). It made
two general criticisms of the old organisation: from the viewpoint
of the daily provision of care interlocking services for patients
were being catered for largely on the basis of ad hoc arrangewments
and secondly it was not easy to ensure effective Joint action between
the authorities for the purposes of long-term planning and policy.

It was therefore proposed that the services should be under one body.
In addition it was felt that in the hospital service the two levels
of authority below the Secretary of State operated against greater
integration and a single tier was proposed.

More details appeared in the White Paper of 1971 and the main admini-

strative element in the reorganisation was described as follows:

'In each area of Scotland the organisation and management
of the health services will be unitea under a sgingle

“health board ... A wide range of matters will become the
responsibility of health boards, so that day-to-day
decisions are so far as possible taken in the locality.!

((15), para. 6).

It was stated that finance would remain the responsibility of central
government and that the Secretary of State wouwld still be responsible
for sexrvices provided. Fourteen Health Boards were proposed (this
was later changed to 15) and these were %o be his agents. In larger
areas it was suggested that district management boards might be formed
although such matters would be among the items submitted for the
approval of the Secretary of State.

The final structure for the new service was outlined in the 1972 Act
(3) with greater detail given in the Blue Band Scottish Home and
Health Department circulars which have been distributed throughout

the health service in Scotland since the publication of the Act.

The new structure has two tiers; the Department and the Health Boards,
the latter being given responsibility for all the services which were
previously split between the hospital, executive council and local

authority bodies.



(28)

At the national level three main bodies have been set up to agsist
the Department. First of all, the Scottish Health Service Planning
Council with the duty:

... to advise the Secretary of State on the exercise of his
functions under the Health Service Acts, whether at his

request or on their own initiative.! ((3), Section 17).

Secondly, the Common Services Agency, set up to assist the Health
Boards in broad areas of service for which individual Health Boards
would not be able to have the staff.

Thirdly, the National Consultative Committees about which the Act has
the following to say: ’

1(1) Where the Secretary of State is satisfied that a committee
has been formed which is representative of any, some or all
of the professions engaged in the provision of care oxr treat-
mefrt under the Health Service Acts, and that it is in the
interests of the health serxrvice to recognise the committee for
the purposes of those Acts, he shall go recognise it, and any
such committee shall be known ag a national consultative
comaittee ... . It shall be the general function of s
national consultative committee to advise the Scottish Health
Service Planning Council on the provision of services under
the Health Service Acts with which the committee is concerned,
but, except in so far as regulations otherwise provide, such
a committee shall not concern itself with the remuneration
and conditions of service of practitioners or other persons

of whom it is representative.'  ((3), Section 18).

It should be noted here that the national medical consultative commit-
tee will be drawn from the basic divigional structure at the local
level.

Below the national level the Health Boards are the main administrative

wnit and their membership is outlined by the Act:

1(2) A Health Board shall consist of a chairman appointed by

the Secretary of State and such number of other members so
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appointed as the Secretary of State thinks fit.

(3) Appointments under paragraph 2 above shall be made
after consulbation with the following bodies

(a) county councils and town councils of large
burghs ... 3

(b) any university appearing to the Secretary of
State to have an interest in the provision

of health services in that area;

(c) such organisations as the Secretary of State
may recognise as representative in that area
of the medical, dental, nursing, pharmaceutical
and ophthalmic professions and such other
professions as the Secretary of State considers

appropriate ... ; and

(4) such other organisations as appear to the
Secretary of State to be concerned.!
((3), Schedule 1, Part 1).

After some discussion it was decided that 15 Health Boards would be

appointed:
Highland Borders Ayrshire and Arran
Grampian Forth Valley Dunfries and Galloway
Tayside Glasgow Orkney
Fife Lanarkshire Shetland
Lothians Argyll and Clyde Western Isles (16).

As a general principle it has been stated that the members of Health
Boards were to be appointed for their ability rather than their
representativeness. - To ensure an element of public involvement the

Act allows for the formation of Local Health Councils:

',...1i% shall be the general function of any such council to
represent the interests of the public in the health service
in the area or district for which they have been established.!

((3), Section 14).
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The Act also oublines the formation of local consultative committees:

'Where, after consultation with the Health Board concerned, the
Secretary of State is satisfied that a committee formed for
the area of the Board is representative:-

(2) of the medical practitioners of that area, or
(b) of the dental practitioners of that area, or
(¢) of the nurses and midwives of that area, or
(d) of the ophthalmic and dispensing opticians of that area,
and the Secretary of State shall recognise. that committee.'
((3), Section 16).

and gives a broad idea of their function:

Tt shall be the general function of & committee recognised
under this section to advise the Health Board for its area
on the provision of services under the Health Service Acts
with which that committee is concerned in that area ...!
((3), Section 16).

In areas with a university attachment provision is made for the
establishment of University Liaison Committees. The overall struc—
ture of the reorganised National Health Service in Scotland is
illugtrated in Figure 1.2.

The main concern of this study is with the Health Board level and
below. Greater detail of the organisation of the areas is to be
found in the departmental circulars and it is to this aspect of the

service that this chapter will now turn.

The Health Board Organisation

The decision was made that the larger areas should be split into two
or more districts in order to make the areas of administration more
manageable. Within this the depariment proposed the establishment
of Area and Digtrict Executive Groups. The Area Executive Groups
are seen in the following light:
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1The purpose of an executive group at the area level is

to leave the board free to deal with major policy, strategic
planning decisions, the broad allocation of resources and
matters of substantial interest to the commmity. Every
health board should therefore appoint an executive group

of chief officers with formally defined functions, powers,
constitubion and membership to execute the board's policy

and to assist in policy formation.!'  ((16), para. 4).

The circular states that the executive group should comprise the
Chief Administrative Medical Officer, the Chief Administrative
Nursing Officer, the Area Finance Officer and the Secretary. The

following functions are recommended for the Ares Executive Group:

'The executive group should determine;the resources required
- to accomplish the objectives of the board and should present
to the Board advice and information which will help it to

egtablish priorities among the objectives to which these
resources may bhe allocated. The executive group should
also report on the effectiveness with which the Board's
activities are conducted and its plans put into effect ...
The task of co-ordinating the Board's business and the work
of the executive group and ensuring that the decisions
reached are implemented should be undertaken by the
Secretary.!  ((16), para. 6).

The recommendations at district level have similar implications:

'Where it is agreed that districts should be formed, the
scheme should provide for the setting up of a district
executive group which would be responsible for the
administration of integrated primary care, hospital
services and commumity services within a specified

boundary.'  ((16), para. 14).

The Digtrict Executive Group follows the same pattern as the area
with the membership comprising the District Medical Officer, District

Nursing Officer, District Finance Officer and District Administrator.
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At the sub-district level the circular sbates:
'The management structure within the district must allow for:
(a) the management of institutions;

(b) the management of particular professional groups such

as nurses;

(¢) inter-professional co~operation in programmes directed
to the care of specific groups of patients or people
generally.t  ((16), para. 27).

This gives a broad outline of the new structure in terms of bhasic units
of organisation. Where does the Medical Advisory Structure fit into
this? The circulars give some idea of the points at which the admini-

strative and medical structure link up., At the area level:

'"The chairman or representatives of the professional advisory
committees specified in Section 16 (1) of the Act will have
access to the hoard and should where appropriate be invited

to attend meetings of the executive group.! ((16), para. 7).

Furthermore one of the Chief Administrative Medical Officer's Jjobs is

to:

'... develop working relationships between the Board and the
medical advisory structure;' ((17), Annexe A).

Similarly the District Medical Officer is to provide:

'... support and assistance for the medical advisory committees

and divisional organisation.! ((16), para. 23).

This chapter will now turn to the formation, function and place of the

Medical Advisory Structure in the reorganised health service.

The Medical Advisory Structure

The recommendations of the first Joint Working Party Report have already
been examined and they form the basis of the advisory structure. It

is worth noting at this stage that the committees which recommended the
structure were jointly constituted by the Scottish Home and Health
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Department and the profession and so the profession was to some extent
bound by any recommendations made. However, more detailed aspects

of the structure have to be considered. These can be viewed under
two headings: first of all, its contribution to the service and the
functions 1t is expected to perform and secondly, its formation and
its structural position.

The Contribution of the Medical Advisory Structure

The Medical Advisory Structure is incorporated into the service as the

main source of clinical medical advice as the Hendry report states:

'The Act ... envisages the establishment of professional
comnittees which the Boards will have a duty to consult and
from which they will be expected to receive advice. The
range of activities of these commitiées will run from
relatively routine matters to advising on major developments
in the planning of services and the allocation of resources,
and from the purely local responsibilities up o those
affecting the whole of Scotland.'  ((10), 1.1).

This role is central to the new service:

'The new arrangement gives to the profession an opportunity
to influence and guide the administration ofAfhe service
and, in our view, lays upon it & positive duty to do so.
The profession will be expected on the basis of its
specialised knowledge and of its appraisal of existing
services to initiate proposals and to influence policy‘at
all levels.! ((10), 1.3%).

Much of the responsibility for the sucecess of the new structure is

placed upon the contribution of the Medical Advisoxy Structure:

'The potential improvement in patient care that could result
from adminigtrative reorganisation will only be realised if
two fundamental principles are observed. One is that
professional opinion and advice must be firmly based on the
realities of patient care, the other is that this advice

mist be clearly transmitted to those whose responsidbility
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it is to make policy.'  ((10), 3.1).

The report goes on to state in more specific terms the role of the
structure in relation to the formulation of recommendations to the
adminigtration:

'The effectiveness of the individual MAS committees and of
the whole structure will greatly depend on the way in which
membership can be made to reflect accurately the wide range
of activities involved in medical care. It is in the
interests alike of patients, of the community and of the
vwhole profession that advice from every field of practice
should be clearly formulated and that claims on resources
should be based upon the authoritative views of those
actively concermed. It is of greater importance however
that the relative merits of competing claims should be
assessed within the MAS itself and that the view that is
put forward to management should be co-ordinated,
responsible and realistic. The MAS will be required to
therefore provide a chamnel of access to management, to
express a corporate medical viewpoint, and to provide a
general background of accepted medical priorities.!

(€10), 3.4).

In broad terms the Medical Advisory Structure is statutorily incor-
porated into the service to provide medical opinion and advice and
to decide on the basis of need where particular resources should be

allocated in the medical field. Moxe specifically, Doctors in an

Integrated Health Service gives the following run-down:

... t0 assess the medical needs of the population and the
extent to which they are met; +to identify areas where co-
operation between related areas 1s required; to estimate

the value of the service in relation to the resources used;
to congider use of resources and their redeployment; to give
advice on the proper balance between the immediate demands

of day-to~day care and the longer term demands of possible

new development. In addition, the medical organisation has
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to consider the training needs of Junior doctors and provide
an effective link with teaching and research interests and

the Scottish Council for Postgraduate Medical Education.;
((8), para. 134).

Patient care evaluation is also gilven high priority:

tWe consider that the development of a systematic critical
evaluation of clinical work should be one of the most
important functions of a division ... While we do no%t
wish to depart from the principle that each consultant

is responsible for his own patients, we see great value
in the results of clinical work being examined on a group
basis. This examination can be most effectively under-
taken within a fairly large group which would be able to
contribute a sufficient cross—section of experience and
opinion and could command the necessary resources to
organise and maintain effective evaluation.'  ((2),

para. 3%6).

From this it can be seen that the main task of the Medical Advisory
Structure is to act as the primary body for the formulation of medical
advice, this being done in full cognisance of the facts. It is also
clear from the statutory legitimation which the Medical Advisory
Structure has that the advice which is forthcoming should be examined

very carefully by the administration.

The Formation of the Medical Advisory Structure and
ts Location in the Service

In line with the functional areas that have been dealt with abave the
Hendry report suggests that the following characteristics are reguired

by an Medical Advisory Structure:

t(a) that it should be able to provide considered advice to

management ;

(b) that there should be clearly defined lines of compuni-
cation so that every doctor may become involved in the
advisory process and partvicipate in it with full

knowledge and understanding;
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(c) that it should have access to information and the
capacity to interpret it so that all doctors can take
an active part in the analysis of the effectiveness

of the health service and in their contribution to it;

(d) that it should be able to establish close liaison with
the nursing profession and all others concerned with the
care of patients.'  ((10), 3.2).

The structure which has been adopted as containing all these features
is the divisional system as outlined in the first Joint Working Party
report (2). This report proposes the establishment of committees
with the members being bound by 'like interests' and suggests that
this can be based upon specialty groupings. From these committees
it is anticipated that the particular perspectives, needs and priori-
ties of the specialty groupings will be made known in a structured
way. Bach division elects its own chairman, the chairmen of the
divigsions then form the next level of the structure as the Committee
of Divisional Chairmen thereby achieving the representation of the
different specialty groupings. This Committee of Divisicnal Chairmen
is then in the position of deciding upon priorities, and planniung
developments based upon the material brought to the committee by the
individual chairmen. The reports see this kind of arrangement as.
the basig of the hospital contribution to the Medical Adviscry Struc-
ture. In the second Joint Working Party Report'(S) and the Hendry

Report (10) general practitioners are also brought into the scheme:

tThe formal organisational structure for general practice in
the new service should be the grouping together of general
practitioners with similar or complementary interests.

Where health centres exist this will require 1ittle encourage-
ment: where they do not exist there are already groups in
being which act as electoral districts for the Local Medical
Committees ... As the opportunities develop for a full
involvement in decision-making ... these groups would then,
along with those from health centres, form the basis of a full

divisional system in general practice.!' (10), 4.8).
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The Hendry report recommends that the hospital and general practitioner
divisions should come together through their chairmen as the District

Medical Committee and this committee is described as:

'e.. the point within the district at which medical opinion is
co—ordinated and where all corporate advice on the medical
'aspects of the management of a disgtrict is determined. It
might consist of the chairman or other representative of each
hospital and general practitioner division joined by repre-
sentatives of Jjunior doctors. The Chairman of the Committee
should be elected by the Committee itself amd should be its
usual spokesman. Neither he nor his Committee shouid however
be the sole point of contact between the Medical Advisory
Structure and the executive and he ghould guide the officers
of district management into consulting chairmen of divisions
or other accepted representatives whére appropriate. His
greatest contribution may well arise from his developing a
continuing relationship with senior officers in district

management and his frequent attendance at their meetings.!

((10), 4.15).

At the Health Board level an Area Medical Advisory Committee is pro-
posed by Hendry and its function:

... will be to take @ broad view of health plauning and it
ghould be assisted in detailed work by sub-committees.

The Area Medical Committee may with the approval of the
Health Board delegate any function with or without restric-
tions or conditions, to sub-committees. The details of
the sub-committee structure may vary from one area to
another and will depend to some extent on the size of the
area, but in each area one sub-committee should be a
general practitioner sub~committee to which the Area
Medical Committee could delegate functions presently carried
out by the Local Medical Committee. ((10), 5.4).

Hendry also gives broad guidelines as to the composition of the Area
Medical Committees recommending that (a) they should not exceed 15

menbers except in the largest areas, (b) there should be a reasonable
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balance of members in those areas with districts, (¢) there should
be university membership and junior staff membership, (d) there
should be a uniform tenure of office and, (e) there should be some

balance between specialties:

'Given that the function of the Area Medical Committee is to
take a broad view and that specialty considerations will be
the responsibility of sub-committees, it may not be necessary
to carry the balance between specialties to extremes, but
roughly equal numbers will be needed between hospital based
practitioners and those concermed with primary care.j

(10}, 5.7).

Apart from the General Practitioner Sub-commitiee the report suggests:

'The other sub-commitiees would principally be those appointed
to deal with specialty matters, and its is impdrtant that
they should enjoy the confidence of practitioners in the
specialty concerned.!  ((10), 5.12).

For the National Consultative Committee the report suggests that
mewbers should be nominated by each of the 15 Area Medical Committees.

One further area should be examined in relation to the Medical Advisory

Structure and this is its relationship with community medicine.

Community Medicine and the Medical Advisory Structure

The specialty of community medicine first came to light in The second
Joint Working Party report (although this was merely spelling out a

concept which had existed for a long period beforehand):

'Put in its simplest form, community medicine is concerned

with the study of health and disease in populations. The
function of the specialist in community medicine is to
investigate and assess the needs of the population so that '
priorities may be established for the promotion of health, the
prevention of disease and the provision of medical care.  The
specialty is also concermed with co-ordinating medical experience

so that policies which are in accord with medical needs can be

-
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presented to the department, area health authorities and
those responsible for the management of the sexwvices

below area level.! ((8), para. 100).

Community medicine specialists are seen as having a central co-
ordinating role to play in the new service in relation to both the
adminigtration and the Medical Advisory Structure and even beyond
this in their contact with clinicians:

'"The gpecialist in community medicine working alongside his
clinicdl colleagues would provide for them data about
population needs, would assist in the evaluation of each
divigsion's activities and the managerial options open to
it and would provide a link not only with the area admini-
stration but also with the various services providing
adninigtrative and other support fof divisions.

((8), para. 102).

The Hendry report provides more detail about the role which the

specialists are expected to play in relation to the Medical Advisory
Structure:

'"Community medicine is emerging as a specialty with a wide
range of functions. One of these functions will be to
facilitate communications between the Medical Advisory

Structure and the formal management.'  ((10), 3.3).
In terms of involvement with the divisions the report states:

'"Bach specialist in community medicine would have special
responsibility to provide information and professional
support to a number of divisions as a contribution both to

patient care evaluation and to other divisional functions.!

((10), 4.21).

'Tn their relationship with divisions concermed with specialist
and primary care services, specialists in community medicine
should not merely be the source of epidemiological and other
advice: they should be in a position to put forward their own

interpretation of community needs and to influence divisions
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in their decisions about the allocation of resources and the

assessment of priorities.'  ((10), 7.8).

The role that is anbicipated for the Community Medicine Specialists
is therefore a very important one in that they are expected .to provide
both advice to and information for the Medical Advisory Structures.

Purther details on their role are to be found in the Gilloxran report

(18).

Developments in England and Wales

While these reports and recommendations were being published in Scotland
a similar process was occurring in England and Wales. The principles
behind the reorganisation were the same and apart from the publication
of two Green Papers in England and Walesg (14, 19) the timing was
roughly parallel. The English White Paper was published in August
1972 (20) and the Act was passed in November 1972 (21). The only
major structural difference between the two services (apart from
differences in terminology at the local level, for example, in England
and Wales the District Mediecal Officer is called the District Community
Physician) lies in the extra tier at regional level in England and
Wales.

The basis of the Medical Advisory Structure is the same in England

and Wales as it is in Scotland. Three parallel reports were published
in 1967, 1972 and 1974, known as the 'Cogwheel' reports (from the motif
on the covers) outlining the systematic organisation and contribution
of the profession at all levels (22, 23, 24). The parallel repoxrt

to Gilloran was the Hunter report (25), published in 1972, this des-
cribed in detail the specialty of commmity medicine and its proposed

role in the reorganised sgervice.

The Medical Advisory Structure and the Administrative Structure

Most of this chapter has been spent outlining the details of the re-
organisation and the principles behind the establishment of the Medical
Advisory Structure as a systematic way of channelling professional

opinion into management decision-making. What is the overall picture?



(42)

This is best illustrated diagrammatically and Figure 1.3 (10) shows
the formal proposals for Medical Advisory Structures with a hypo-
thetical divisional system. The only level which is omitted from
this diagram which has prominence in the reports is the hospital
level of the Committee of Divisional Chairmen, incorporating the
chairmen of the hospital divisions. The formal relationship between
the Medical Advisory Structure and the administrative structure is
shown in Figure 1.4 (10).

The Central Role of the Medical Advisory Structure
in the National Health Sexrvice

These new recomuendatbions for the involvement of the profeassion in
the management of the service are of pariicular importance. The
Medical Advisory Structure is expected to provide professiocnal advice
upon which policy decisions are made, reéources are allocated for
staff and equipment and the direction of services is changed, and in
addition it is expected to evaluate the quality of care provided.
There is greater definition of the expected contribution of doctors
to management and policy declsions and the points at which this con-
tribution is to be made. This change is important for a number of

reagons.

First of all, the Medical Advisory Structures are given structural
legitimation in the 1972 Act as the major channel of medical advice.
In the past the exact contribution of doctors to management has been
nebulous and more dependent upon individual influence than any formal
structural process, for example, medical membership of Boards of
Managenent and Regional Hospital Boards. The 1972 Act, on the other
hand, says of the Medical Advisory Structure at the area level:

'Tt shall be the general function of a committee recognised
under this section to advise the Health Board for its area
on the provigion of services under the Health Service Acts
ee.! and 'In exercising their functions under the Health
Service Acts, Health Boards shall consult with committees
recognised under this section on such occasions and to

such extent as may be prescribed.! ((3), Part 2, para. 16).



(43)

AOILOVED TVHRNED
HOLLOVEd TVIENED

AD0TOIAvVE
ZATVIEDASd : EOLLOVEA TYUINED
moaﬁamﬁz«/ EOTIOVAA TYHENE)
* NAD/SOTULALSE0 / \mﬁ%ﬁm TVIENED

SHILTVIDEIS AU0LVI0avI

REDHDS — ()  EOTIOVE TYEENED
ANTOTCHI " IDH0TOIAVY
FOTLOVI TV HALLIT0D HALEINHO: SETITVIONAS KEOIVH0EYT
EOTIOVED TVHMIED e et ——— ——————— sonmmsw
TOTIOVET TV N — R
EOTTOVED éﬁww\\ﬂu ) /4&8@\@
EOTTOVED THHANTD M m _ KEFEANS
(z IOTULISIO) | : (L IOTMISIA)
SNOISTAIC _ SNOTSTATT
Uy
20 SERTITHIOD
-gnS ATTYIOEAS
EETIII00  f— SHOLOOC HOLNAL
Oy
£0 EALITHHOO-EnNS TVOICHN VRV
EOTTOVES TVEENTD | - : SHTITSEAATIN

(*£ruo sesodand SATIBIASNIIT IO POWEU USSY SABY s8T4TRTOedsS DPUB SUOTSTAT()

sanjoniig KZOSTADY TEOTPOW LBOT3oUI00LH v '¢' | Ounsrd



(44)

SYH utyaTh drysuotsersy

dryswoTserey LIostApy

[TTTITTTTTTT]

SNOISTATIQ TIVO

Sd00Ed
HATLOOHYH
LOTYLSTIA
SHALLTIACD
NOSIVIT ——— S400YD
ALISHEATNA HATLADEYH

SHALLTWAOD
TYOICHN LDIELSIa

STHILTNAOD

VHEY
_\lm%om m&ﬁ.ﬁ”_\

ONANTYYIAC HITVEH
@Y EHOH HSILLODS

TIDNNOD
DNTINNVIL

TVOITHH VHEV

FALLTIANOD

HATLVITASNOD
TVOICHA TYNOLLVN

SINonA]S ALOSTADY LBOTPON OUF DU? Oangonijg oAT4eaqsiullpy ouj UeoRjeg ATUSUOT3ELod SUf

"7l BINSTI



(45)

The tshall consult! connotes a definite compunction to permit the
passage of advice and influence. The Medical Advisory Structure

is therefore in a pogition to create the climate within which ser-
vices develop and because the members of the structure are also the
people who provide the service on a day-to-day basis and administra-

tion will not be in a strong position to resist professional advice.

A second reason is related to this. The Medical Advisory Structure
has been designed so that all doctors are represented, from the
individual specialty level up to the national level. At any point
in the stxucture those providing advice to the administration are

no longer doing so as individual doctors, but as representatives of
a professional constituency. This means that the administration
can say that medical opinion has been adequately consulted, but in
addition the profession can claim that ény advice it tenders has the
full support of the majority of doctors below that level. Formally
advice is no longer an individual, non-accountable response. It is

now the considered professional response.

Tirdly, having designed a structure to perform specific functions,

it tan be claimed that these functions are being undertaken and it

is wnlikely that any other branch of the service will question whether
or not they are performed or how they are performed. The obvious
example is patient care evaluation., Before the divisional system
there was no formal provigion for the evaluation of the work of
doctors and now it has been handed over to the profession through

Medical Advisory Structures, it is formally their responsibility.

These factors indicate an influenitial position for the profession in
the management and continuing development of medical services.
However, if the administration is likely to accept the majority of
the advice from the Medical Advisory Structure, and the structure

is going to be responsible for many decisions which it can make uni-
laterally, then it is crueial to look at the way in which it makes
the decigions. The fact that advice comes out of the Medical
Advisory Structure and is accepted by the administration is not

necessarily an indication of the quality of that advice. The way
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in which advice is arrived at needs to be examined before its quality
can be judged. This is the purpose of this research, to examine

the operation of Medical Advisory Structures and analyse the way in
which they make decisions and the extent to which they fulfil the
hopes placed in. them by the Joint Working Party Reports. The major
focus is upon the local or hospital level where the foundations for
policy advice to the District Medical Committee and Area Medical
Committee are built. However, before doing this there are a number
of features of the proposed structure which can be examined on a
theoretical level and which will assist in the analysis of decision-

making.

Theoretical Implications of the Divisional System

The success or failure of Medical Advisery Structures will be depen—
dent upon many factors and this study cannot hope to examine all of
them. The personality of the individuals involved will undoubtedly
play some part, but personalities will vary from hospital to hospital
and structure to structure and the sociological perspective has tended
to focus more upon factors which are common to individuals and the
arenas 1n which they interact, than the differences between them.
Also from the perspective of any health service it is hard if not
impogsible bto change personality as a variable in the success or
failure of that service. Therefore the main focus of this research
is upon the influence of structure as a basis upon which and within

which the participants make decisions and channel advice.

Medical Advisory Structures have two major structurai influences -

the basic design of the divisional system in what it asks participants
to do, and the character of the profession which is supposed to work
within that system. First of all, the design of the divisional
gystem and the Medical Advisory Structure at any level involves a) the
representation by individuals of the interests of the level below and
b) the congideration of such interests within the broader perspective
which that level implies. For example, members of the Area Medical
Committee are drawn from District Medical Committees and are expected

to represent district interests and opinions but the committee as a
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whole is supposed to subjugate these to area interests and opinions.
At each level the very nature of the structure implies a basic role
conflict which those operating it have to resolve in some way.
Secondly, the members of the structure are doctors and they bring to
the structure their own professional values and characteristics.
These will undoubtedly affect the approach of the profession to the
structure and may also influence the way in which members solve the
role conflict outlined above.

In the next two chapters the potential importance and influence of
the structure chosen and the profegsion involved will be examined

in some depth. Chapter 2 will look at the level of the division
and the way in which its purpose and the values of the profession and
the individual consultant may interact to influence the process of
decision~making. Chapter 3 will consi&er the level of the Committee
of Divisional Chairmen. At this level specialty is the unit of
representation, and the interaction between the purpose of the com-~
mittee and the characteristics of professional specialisation will

be described and assessed.
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Chapter 2. Role Conflict and Individual Autonomy

in Specialty Divisions

Introduction

In Chapter 1 the reorganisation of the National Health Serviceiwas
described and the changing face of medical advice to management was
examined. - In terms of the latter, the main drive appears to have
been the development of clearer, more comprehensive ways of enabling

doctors to influence and make management decisions.

In this and the following chapter the relationship between the divi-
sional system of organisation and the nature of the medical profession
will be analysed. The aim is to look at those aspects of the struc-—
ture and the profession which may influence the process by which
decisions are made. This chapter will deal with these factors in

the context of individual specialty divisions and Chapter 3 will be

concerned with the level of the Committee of Divisional Chairmen.

At the end of Chapter 1 it wes intimated that a basic role conflicth
is inherent in the divisional structure. The initial concern here
igs to exemine the concept of role conflict and the way in which it
is built into the structure at the level of the individuvual division.
The impact of this conflict upon decision-making will be examined.
Following that, the nature of professionalism will be congidered.

It will be argued that individual autonomy is one of the key profes-

sional values.

The aim of this chapter is not prescriptive but rather, to develop
an appreciation of the structural forces which are implicit in the
design of the structure and the nature of the profession. This
will be undertaken in the lathter part of the chapter when the inter-
action bebtween role conflict and individual autonomy will be looked

at in relation to the process of divisional decision-making.

The Theory of Role Conflict

The theory of role conflict is part of the general area of role theory.

The concept of role has been defined by Banton as:
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'eo. & set of rights and obligations, that is as an
abstraction to which the behaviour of people will conform
in varying degree ... People's behaviour is viewed from
the standpoint of the relationships within which it takes
place, and the relationships are defined by the rights

and obligations of the parties. A role ig in this sense
a patbern of expected behaviour reinforced by a struchure
of rewards and penalties which induces individuwals to con-
form to the pattern.'  ((1), p.21).

Merton has probably contributed more to role theory than any other

writer and it is in his development of the notion of 'role set! that
the theory of role conflict was formulated (2). His starting point
is the work of Linton (3) and his oomme?ts on the latter's approach

to the relationship between role and status:

"For some time now, at least since the influential writings

of Ralph Linton on the subject, it has been recognised that
two concepts — social status and social role - are fundamental
to the description and to the analysis, of social structure.
By status Linton meant a position in a social system occupied
by designated individuals; by role, the behavioural enacting
of the patterned expectations attributed to that position.
Status and role, in these terms, are concepts serving to con-
nect the culturally defined expectations with the patterned
behaviour and relationships which comprise social structure.
Linton went on to observe that each person in society
inevitably occupies multiple statuses and that, for each of
these statuses, there is an associated role. This proved

t0 be a useful first approximation, as later social research
amply testifies. In this first approximation, however,
Linton assumed that each status has its distinctive role.!
((2, p.368).

Merton proceeds to argue that a single social status can involve an
array of social roles and in this he outlines the concept of role

set:
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"Thig fact of structure can be registered by a distinctive
term, role set, by which I mean that complement of role
relationships which people have by wvirtue of occupying a
particular social status. As one example: the single
status of medical student entails not only the role of a
gtudent in relation to his teachers, but also an array

of other roles relating the occupant of that status to
other students, nurses, physicians, social workers,

medical technicians, ete..!  ((2), p. 369)

It is in the possibility of disparity among the expectations involved
in the role set that the problem of role conflict comes to light.
Before looking in more detail abt the notion of role confliet it is
worth mentioning the main critical attack upon work in this area.
Gerhardt has argued, in line with Wrong%s critique of oversocialised

theories of man (4), that the concept has been developed on a naive
basis:

'The present stage of the argument is still represented by
Merton's well-known statement (1957) that social action is the
realisation of one among possible amtagonistic expectations
in a role-set condition. Behavioural conflict is conceived
as resulting from competition between distinct external and/
or internal pressures. Conflict solution ig envisaged as a
tension-reduction process which minimises the individual's
felt strain to a manageable level. As early as 1958, this
conception was criticised as a mechanical and unrealistic
overgimplification ... Processes constituting social
behaviour, it was argued, call for a "model of man'" other
than that of an oversocialised and overadapted being ...!

((5), p. 225).

How people react to role conflict situations, and what influences
their reaction, the main burden of Gerhardt's criticism, is not the
concern at this stage. The main aim is to identify the role rela-
tionships which are inherent in the design of Medical Advisory
Structures, rather than how members of divisions perceive their

obligations and how they react to, or accommodate, them. In the
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present context the interest is in the basic formulation of role con-
flict theoxy.

As may have become clear already there is also some confusion in this
area in the way that terms like !'status', 'role'! and 'expectation!
are utilised. As Banton comments one writer's 'status! is another
writer!s 'role!'. After looking at a number of the definitions of
role conflict derived from various studies the terminology to be
used in this study will be stated. ’

The concept of role conflict is applied to situations in which an
actor has to perform two or more incompatible roles simultaneously,
or, has two or more conflicting expectations placed upon him or her
by other social actors while he or she is playing a single role.
Gullahorn describes it as follows: ‘

""Role conflicts" refers to the situation in which incompatible
demands are placed upon an actor (either an individual or a
group) because of his role relationship with two or more groups.
Generally the person(s) involved feel internally the obligation
to meet the competing demands, face the threat of possible sanc-—
tions if they fail to fulfil either demand, and yet find it
impossible to comply fully with opposing obligations.!

((6); p.299).

Getzels and Guba (7) define the concept in a similar way and spell
out the possible alternatives for the person in the role conflict
situation:

tThat is, the situations are so ordered thalt an actor is
required to £ill simultbaneously two or more roles that present
inconsistent, contradictory, or even mutually exclusive
expectations. He is then forced to choose one of several
alternatives; he may abandon one role and cling to the

other, he may attempt some compromise between the roles,

or he may withdraw either physically or psychologically

from the roles altogether. In any event, over a long

term period he cannot fully meet the expectations of all
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the roleg, and to the extent that he fails to meet the
expectations, he is Jjudged ineffective in the management

of one or another of the roles by the defining group.!
((7), ».165)

While Gullahoxn highlights the incompatibility of demands, Getzels
and Guba concentrate upon the incompatibility of roles. Gross et
al, in their study of the school superintendent, clarify the situa-

tion by outlining three possible views of role conflicth:

'"The firgt differentiates those who define role conflict
according to incompatible expectations perceived by the
actor. The second differentiates those who, in defining
role conflict, specify that the actor must occupy two or
more social positions simultaneously-in order to be exposed
to role conflict from those who do not make this specifica-
tion. The third differentiation is similarly between
those who make a specification and those who fail to do

so; 1in this case the specification is that an expecta-
tion must be legitimate for it to be involved in role
conflict.t ((8), p.244)

In this study the status involved is that of consultant in the National
Health Service and one of the roles which occupants of that status are

expected to fulfil is that of member of a division.

In the present conbexd the concern is not with the perception of
actors but rather with the expectations which derive from the purposes
of a division and are inherent in the role of member of a division.
The role conflict congidered here and in the next chapter involves
conflicting expectations within a single role. How doctors weact

to these expectations will become clearer at a later stage. What

are the expectations which the structure creates foxr the member of

a division?

The Medical Advisory Structure:
The Division and Role Conflict

According to the Joint Working Party reports (9, 10, 11) a division
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is to act as a forum within which demands, priorities and opinions

of consultants in any specialty, or group of specialties, are decided.
This is true of both business generated by the division and of
business sent to the division from some other part of the structure,
for example, the District Administrator, or, the Committee of
Divigional Chairmen. The division ig seen as the best place to do
this because all consultants in the specialty or specialties con-
cerned are members of the division and thereby all the interested
parties have the opportunity to:

t... participate regularly in properly organised meetings from
which a consensus of opinion may be obtained.! ((9), para.

24)

The division is supposed to decide what is best for that specialty
and to render 'good advice to management!. However, the performance

of this function involves two separate processes.

First of all, consultants are expected to put forward their own
reQuests, proposals and ideas. This is the basic working material
of a division. This is how a division finds out what i%, as a
specialty, might want, need, or, think. In addition, it is the only
way in which consultants can achieve what they want, it is the only
way in which their interésts can be validated and be passed on to
higher levelg if further approval is necessaxy. Secondly, as
inbimated above, the consulbants as individuals, and as a group, are
expected to make decisions about what is best for the specialty as a
whole. TFor example, if there are a number of requests for extra
staff or extra equipment from members of a division, it is expected
that decisions will be made about the relative priority of such
requests. In doing this the members of a division have to be con-

cerned with the interests of the specialty as a whole.

Therefore, the role of member of a division involves two expectations:

a. a consultant is expected to pursue and represent his or
her own interests, for that is the only way they can

achieve what they want; and
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b. a consultant is expected to act as an objective,
independent arbiter ovexr his or her own and other
requests in deciding what is best for the specialty
as a whole.

Again it should be emphasised that these are mot necessarily seen as
the expectations inherent in the role of member of a division, they
are expectations which follow from the design of the structure and
the way in which the Joint Working Party reports anticipate that
structure will funchion.

In terms of the representation of individual consultant interests the
significance of the change in the structure and the pressure upon the-'
individual to fulfil this expectation must be seen in their historical
context. Previously consultants were organised under consultants in~
administrative-charge, with one or two consultants under the admini-
strative charge of another consultant. This grouping of two or more
consultants and their junior staff was called a !'firmt (12). Under
the firm system consultants had to subwit requests for equipment or
changes in routine to their consultant in-administrative-charge and
that was the formal route by which they could obtain what they wanted.
The consultants in-administrative-charge were the means of contact
with the adwministration and their opinion of what was requested could
be crucial in determining the success of the request, they might even
refuse to take such requests any further. Tor the first time, within
divisions, consultants are able to have their requests discussed
openly with the chance of convineing all their colleagues that what
they want is right. Yet at the same time this forum is not supposed
to be a vehicle for the ratification of subjective interest, butb
rather subjective interest has to be tempered by the obJective needs

of the specialty.

However, it should be borme in mind that not all decisions will
implicate the two expectations identified above. The areas in which

role conflict is potential have to be more clearly delineated.
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Decigions which Place Consultants in
Role Conflict Situations

The potential for role conflict exists in all decisions which involve
individual consultant requests or interests. The most obvious examples
of this are claims for additional resources by a consultant, for
example, additional staff or equipment. Requests of this nature must
be seen in the context of the financial parameters of the service.

In all areas of expenditure there awe more requests for resources

than there are resources to meet those requests. It is therefore
customary +to assign priorities to consultant requests of a similaxr
nature at some level in the system. It is apparent from the Joint
Working Party weports (9, 10, 11) that a division is supposed %o

decide which requests are most valid within its own specialty.
Allocations of money to meet requests for additional staff or equipment
occur at one or two intervals during a year and because of this a
single request made to a division is only paxrt of a hroader picture

of demand within that specialty. Therefore, it is not only a matter
of deciding whether or not a regquest is valid but also of comparing

it with other requests from other consultants.

These situations arise because consultants, through their everyday
work, decide that they need something extra, for example, an additional
member of staff. Requests have to be presented by consultants to
their divisions and they have to convince their colleagues that what
they want is necessary and in the interests of the specialty as a
whole. They have to present their subjeciive requests in terms of

the overall needs of their specialty. Their colleagues have to

decide whether or not each request is valid and how it compares with
requests for additional staff from other consultants. This may
involve a number of consulbtants arguing for their own individual

needs and attempting to persuade their colleagues that their particular
request is more valid than the others. In this example, although the
rationale will apply whenever consultants are competing with one
another for scarce resources, pofential role conflict exists in the

following ways:
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Te Those consultants with requests will be in a position in which
they have to argue for their own requests in terms of the needs of
the specialty. They may experience some difficulty in pressing for
their sectional interest as. if it were a specialty interest because
they would be seen as pushing their own interest in a situation where

self interest should take second place to group interest.

2. Thogse with requests have to argue their case in relation to the
requests-from other consultants. They have to compare what they
want with what others want and thexreby may have to criticise others
in defence of their own proposal. This again could be seen as

pushing for their own interest.

3 Those without requests have to make judgements about the relative
and overall validity of the various submissions. VWhile they only
have to fulfil the objective expectation of determining specialty need,
a longer term view of the interaction in the division must be btaken.
Although they are in the position of judges in this case, they will

be the judged in others. They will have requests in fubture which
they want the division to accept énd they will be judged by people
whom they have Judged in the past. If they take the broader expecta-
tion when they do not have requests this may have implications for the

way in which others respond to requests which they make in the future.

Undoubtedly the two sets of expectations are legitimate in terms of
the function of divisions and the three experiences of role conflict
outlined above are logical outcomes of these legitimate expectations.
What are the possible outcomes of this role conflict? As Gross et
al suggest there are four possible ways of dealing with conflicting

expectations:

ta) and b) concentration upon one or other of the expectations
c) a compromise between them

d) avoidance of the role conflict altogether.!

((8), p.292-3)

In divisions the following solutions are therefore possible:

a) the representation of individual self interest is seen as

the main expectation and the division is used to ratify
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individual requests;

b) the interests of the specialbty as a whole will be the
prime concern, individuals will not press strongly for
their proposals and what they want will be considered
in the light of speclalty needs;

c) there will be a compromise between the two; and

d) situations or decisions which involve role conflict will

be avoided altogether.

It should be mentioned that in terms of the aims of the structure
the second form of resolublion, taking specialty need as the yard-
stick, is the desired outcome. Undoubtedly there will also be
matters for decision which do not involve any conflict of expecta-
tiong, for example, if the decision caiis for individual opinions
or if there are no diverse individual interests in deciding what
the specialty wants or thinks.

Up until now the members of divisions have been considered solely

ag occupants of that particular role. However, they are also
meumbers of the medical profession and there needs to be an examina-
tion of the elements involved in being a consultant which are brought

into the division and the role conflict situation.

The Medical Profession and Individual Autonomy

The theory of professions hasg developed in rather a haphazard way.
Millerson (13) and Moore (14) have been highly critical of the kinds
of wncertainty which have been created and which they lay at the door
of semantic confusion, a concentration upon specific occupations in
the development of defining characteristics of professions and insuf-~
ficient abttention to changes in the nature of professions and the

ways in which occupations attain professional status and recognition.

These criticisms indicate a major split in the theory of professions
between discerning processes of professionalisation and distinguishing
professions from non-professional occupations. The professionalisa-

tion approach rests upon the assumption and elaboration of some form
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of developmental sequence, for example, in the work of Caplow (15),_
Wilensky (16) and Moore (14). 1In this approach stages through which
an occupation must pass before it is considered a profession are
identified. The second branch of the theory, generally called the
attribute approach, started out in relation to single occupations,
for example, Greenwood on social workers (17) and Kaye on architects
(18).  Others have attempted to formulate lists which are applicable
to all professions, for example, Barber (19), Cogan (20) and Goode
(21). The latter in particular makes a distinction between core
characteristics:

1. prolonged, speclalised training in an abstract body of
knowledge; and

2. a collectivity or service orientation.' ((21), p.903)

and. derivative traits which he sees as ﬁescriptive rather than defi-

nitive characterigtics.

In all the work on professions, medicine, the law and the church are
seen as the archetypal professions and it is in the study of medicine
that the work of Freidson (22, 23, 24, 25) has cut through the des-
criptive elements of the theory to one key element - autonomy. He
argues that the most strategic difference between a profession and

other occupations:

t... lies in legitimate organised autonomy - that g profession
is distinet from other occupations in that it has been given
the right to control its own work ... Unlike other occupations,
professions are deliberately granted autonomy including the
exclusive xright to determine who can legitimately do its work
and how the work should be done.' ((25, p.69)

In arriving at this statement Freidson attacks the attribute approach
and deals with Goode's core characteristics specifically. The first
criterion conceals three problemg of specification in !prolonged!,
'gpecialiged! and tabstract'. TFreidson argues that it is more or
less imposgsible to say what these should be in practice and that they
would fail to differentiate between accepted professions and non-

professions. In examining nursing he concludes that it is:
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'... not training as such, but only the issue of autonomy
and control over training granted the occupation by an
elite or public persuaded of its impoxrtance v.. The possi-
bilities for functional autonomy and the relation of the
work of an occupation to that of a dominant profession seems
critical. And the process debermining the outcome is
essentially political and social rather than technical in
character -~ a process in which power and persuasive
rhetoric are more important than the objective character

of knowledge, training and work.' ({25, p.79)

Freidson ralges similar doubts about the characteristic of service
orientation. He says that we do not know how many professionals

have this orientation, whether this orientation is held more intensely
or widely than any other orientation, ahd whether the distribution
and. intensity of this orientation is greater among professionals than

among other kinds of workers. He concludes that:

'The profession's service orientation is a public imputation it
has successfully won in a process by which its leaders have
persuaded society to grant and support its autonomy.!

((25, p.82).

Freidson's view of the nature of the medical profession has gained
considerable accepbance and the importance of aubtonomy will be taken
ag a key concept in this work. However, while the hallmark of the
profession as a whole may be its aubonomy, in the context of the
specialty division the focus is upon the nature of wrelationships
between professional colleagues. Research into this has been rela-
tively limited and until Freidson and Rhea'ls work it has centred
mainly upon patronage and support in career development (26, 27) and
the way in which the diffusion of clinical immovation occurs through
colleague networks (28). The main interest here is in the colleague

group in a single work setting.

A division is a grouping of doctors, the majority of whom will be of
consultant status. They are at the top of the medical career laddex

and as such they are independent of one another, in clinical matters
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they axre not supervised or controlled by anyone. Fully-qualified
professionals have been called a 'company of equals' (29) and this
grouping has been described by Barber as follows:

'... a social group in which each permanent member ... is

roughtly equal in authority, self-directing, and self-

disciplined, pursuing the goal (of his work) under the

guidance of the ... morality he has learmed from his

colleagues and which he shares with bthem. The sources

of purpose and authority are in his own consgcience and

in his respect for the moral Judgements of his peers.

If his own conscience is not strong enough, the disapproval

of others will control him or will lead to his exclusion

from the brotherhood.!' ((30), ».195)
The balance between self control and direction and colleague disapproval
has been illustrated by Merton (31). He has formulated a series of
norms and values to which physicians are expected to adhere, the catch
being that for each value there is an alternate value which, if not
inconsistent with the first, makes it difficult for the physician %o
live up to both. Three of these value dilemmas relate to individual

autonomy and group control:

'"Mhe physician must maintain a self-critical attitude and be
digciplined in the scientific appraisal of evidence.

But he must be decisive and not postpone decisions beyond
what the situation requires, even when the scientific

evidence is inadequate.!

'"The physician must have a sense of autonomy; he must take
the burden of responsibility and act as the situation, in
hig best Judgement, requires.

But autonomy must not be allowed to become complacency or
smug self-assurance; autonomy must be coupled with a due

sense of humility.!

'"The physician must respect the repubtation of his colleagues,
not holding them up to obloquy or ridicule before associates

or patients.
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But he is obligated to see to it that high standards of
practice are maintained by others in the profession as
well as by himself.' ((31), pp.73-75)

One of the few studies which has attempted to examine relationships
within a company of equals and look at the tension between the norms
or values outlined by Merton is that of Freidson and Rhea (32).

They studied the control of individual practice by the colleague
group. Their research was conducted in a clinic in the United States
of America with a staff of doctors of consultant or equivalent status.
In describing the setting they state:

'In very few if any other occupations are the sense of indivi-
dual responsibility and autonomy, and an objective position
of prestige and strength so well developed for the support of
a company of equals pattern.'  ((32, p.187)

They examine the potential for the control of work in such settings
and in response to Barber'!'s general description of the 'company of

equals' pose the following gquestion:

1Tt is rather difficult to accept the assigmment of such
heavy weight to individual conscience and self-direction.
Colleague pressures do constitute an extermal source of
control in the definition, but how, if a deviant is per-
manent and equal in authority ‘to others, can pressure by
others influence him?'  ((32), p.186)

Freidson and Rhea analyse the way in which their clinic works and it
is clear that, because of the individual nature of practice and the
fact that what any doctor does is not systematically observable by
his colleagues, the basis for a wmiform system of control is lacking.
However, this is also linked to the willingness of the doctors to use
the information which they do accumilate:

'... while the physicians' access to information about each
others! performance is spotty, this would not be so signifi-
cant if they were not also disinclined to share this infor-

mation with each other. In consequence, the formation of a
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collective colleague opinion, and the initiation of collective
colleague action are made rather difficult. Indeed, deviance
is controlled almost entirely on an individual rather than
collective professional basis ... Furthermore, what methods

of control there are are largely normative in character.!

((32), p.196)

As a whole there was umwillingness on the part of doctors to inter—
fere with, or impinge upon, the practice of other doctors. In
seeking to explain this Freidson and Rhea elaborate upon the notion
of individual autonomy within the company of equals setting:

'Tn medicine work is seen to have potentially dangerous con~-
seguences. Since those consequences are also relatively
unpredictable and the law holds him yesponsible, the
vhysician assumes some unusual risks in his work. By virtue
of his willingness to assume responsibility under such cir-
cunstances, the physician claims autonomy. Also contributing
to the claim as well as the grant of autonomy is the belief
that there is no single right way of tackling a problem, that
the personal judgement of the man who handles the case

cammot be replaced by definite, abstract rules. Colleagues
who do not know the case are inclined to suspend some of
their Jjudgement of their associate's handling of it. And

a gense of vulnerability stemming from this indeterminacy
leads to the feeling that one shouldn't criticise an erring
colleague because "it may be my turn next", or "there, but
for the grace of God, go I." This characteristic perspec-
tive on medical work thus leads to norms which encourage
granting a large measure of autonomy and privacy to the
physicians. It also leads to constant pressure for autonomy

and privacy in the organisation of effort.! ((32), p.197)

Freidgon has elaborated upon the nature of indiwvidual responsibility
and aubonomy in other places (25) and other writers (14) have also
identified it as a key characteristic of the professional worker.
The impact of this key characteristic must now be considered in the

divisional setting.
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The Consultant, the Divigion and Individual Autonomy

The divisional system in the National Health Service is designed to
bring together groups of consultants in the same or related special-
ties, although other staff, for example, junior medical and senior
nursing staff, may also be involved. The consultants are very
similar to the physicians in the clinic studied by Freidson and Rhea
(32).  They have their own patients, their own beds and their own
jﬁnior staff, possibly sharing the latter with one or two other con-

sultants. They are contractually and professionally independent.

It seems reasonable to suggest that one of the prime values held by
consultants will be the maintenance of their individual responsibility
and aubtonomy as this is the main feature of their everyday working
relations with one amother. The corrollary of this is the view that
one doctor!s judgement, though diffevent from another's, is equally
valid, in that an individualls judgement is in some way sacrosanct
and that there is a reluctance to comment upon the rightness or
otherwise of work which a doctor!s colleagues undertake. This is
not to say that such criticism will not occur but that it will be
welghed against, and have implications for, the value of individual
autonomy in any decisgion to criticise another's practice, or not to
do so. In relation to Merton's double edged norms (31) it would
appear from Freidson's work that the premium is put upon individual
autonomy and its maintenance rather than the broader professional
concern with the control of standards. How will this value of
autonomy affect the working of divisions and the way consultants
tackle the functions for which they were designed?

It is clear that the development of autonomy ag a professional value
is related to the nature of professiomal work and its practice. The
work of divisions is only paxrbtially concerned with the practice of

medicine on an individual basis. As the Hendry repoxrt states:

'The objectives in the formation of a division are to provide
meang whereby all the doctors working in the service can
come together in suitable groupings to meet their obligatioms

to organise clinical work, to improve standards of patient
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care, bo assess and evaluate their own work in relation to
the needs of the community, and to provide soundly-based
professional advice to management.!'  ((11), para. 45)

In some of these areas the value of individual autonomy is implicated.
1To improve standards of patient care'! requires a consideration of
the standards of individual practice and the comparison of different
ways of treating the same conditions. To assess and evaluate their
own work in relation to the needs of the community'! implies a similax
process whereby the areas of practice in which individuals choose to
work are guestioned and evaluated in relation to the presentation of

disease. In this also the autonomy of the individual is on the line.

The other areas are less clear in their implications for autonomy.
"o organise clinical work! involves the way in which doctors decide
to order their clinical practice. It does not necessarily involve
the essentials of clinical woxrk but it may be perceived as being a
part of individual autonomy. PFinally, !'to provide soundly-based
professional advice to management! is also a less specific area.

In some decisions, for example, equipment and staffing, individual
doctors are expected, on the basis of their clinical work, to decide
what additional equipment and staffing, if any, they require.

They make this decision on the basis of their professional experience
and the exigencies of practice as they see them. If they view this
as an extension of clinical practice then autonomy is at stake.

In other decisions, for example, being asked by the administration
to comment upon the location of an outpatient clinié, autonomy has

less chance of being implicated in discussions.

However, as Freidson argues in another context (25), the precise
boundary of autonomy is hard to locate. While aubtonomy is related
to technique he also suggests that in organisational contexis autonomy

can be extended into other areas:

1Granted autonomy in his technique, the professional has a
number of advantages which give him a sturdy wedge into other
zones of practice. There ig, first of all, the authority

granted and deference obtained by his conceded expertise ...
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Second., there is influence on non-technical zones of work
that is contingent on assessments of the work itself: the
professional can argue that he cannot perform his work
adequately unless he 1s near a given group of colleagues
or a given set of technical resources; he can argue that
he cannot perform his work adequately if he must work
alone or if he is subject to structured interference; or
he can claim that his cases are too complex to handle
safely or well on an average of five an hour. Arguing
from his conceded expertise in diagnosis and treatment, he
is well equipped to influence if not control many other
areas of his work. Only a fellow professional may say
no, for counterargument can be Justified only by reference
to knowledge of the special characteristics of the work.
Autonomy over the technical characte; of his work, then,
gives him the wherewithal by which to be a "free"
profession, even though he is dependent upon the state
for establishing and sustaining his aubtonomy.!

((25), pp.45-46)

In relations with non-profesgionals the doctor can and does claim
autonomy in areas related to and extending from clinical practice.
What consultants choose to bring under the protection of autonomy

is a function of their own percepbion of their position as doctors.
By the same token it is therefore rather difficult to define clear
linmits of autonomy in the issues described above. In the divisional
gsystem fellow professionals are in a position where they can say no,
on the bagis of professional Jjudgement. However, as has been
indicated above, Freidson found doctors were unwilling to do this

in regpect of the core element of autonomy, clinical practice:

'"Being by the nature of the case concerned with practical
action for a lay clientele, clinical work, I suggested,
leads to an exaggerated sense of limited personal
responsibility along with emphasis on the primacy of
personal work experience. When these norms are combined

with those of class dignity and independence stemming from the
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bourgeois origins of professionals, they lead to an
individualism which is as intellectual as it is social.
That individualism minimises the value of basic

scientific knowledge and the methods by which it is
established, and maximises the value of individual
opinion based on close personal experience with individual
cases. The outcome of such an ideographic mentality is
reluctance to criticise or be criticised by another.!

((32), p-191)

If this is the case and if autonomy is likely to be claimed or granted
in adjacent areas to the cemtral one of clinical practice then the
colleague group may be Jjust as reluctant to criticise a claim for a
piece of equipment as the way in which gomebody operaltes on patients.

If a divisional member claims aubtonomy in an area, who is to reject
that claim?

It is clear, however, that in some areag of decision-making autonomy
will be at stake, while in others, individual responsibility amd
autonomy will not be implicated. Where it does arise will be dependent
upon the perceptions and claims of individual doctors. How does the
value of individual autonomy affect the structural aspect of role

conflict described above?

Role Conflict, Tndividual Autonomy and the Division:
The Structural Backeloth

In the first section of this chapter the role confliet inherent in
the role of a member of a division was described and examined. T™vo

expectations were identified as legitimate outcomes of the structure:

1. the presentation and preserxrvation of individual consultant

interests; and

2. the making of decigsions about what is best for a specialty
as a whole.

In the second part of this chapter the concern has been to describe

and elaborate upon the main value entailed in individual professional
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life which doctors 'bring along! to the divisional setting, the value
of individual autonomy. These relatively constant background factors
can be seen as the structural constraints within which the action of
divisions will take place. How can these two features be expected
to Interact? TFour possible solubtions Hto the role conflict were
identified:

a. the presentation and support of subjective interests will

be the prime aim;

b. subjective interests will be subjugated to the interests

of the specialty;
c. there will be compromise between the two; or

d. situations or decisions which involve role conflict will

be avoided altogethex. :

Does the added value of individual autonomy make any of these albter—
natives more attractive to consultants? In considering this it is
necessary to distinguish between those situations in which individual
autonomy is implicated from those in which it is nobt. As noted
above, individual autonomy is involved to a greater or lesser extent
in most matters relating to professional work, from monitoring and
improving standards, to Jjudgements aboul the validity of requests

for additional staff or equipment.

In these cases the value of autonomy would appear to bias the solution
to role conflict in favour of the support of individual interests, or
alternatively in favour of not making decisions which involve the
value of individual aubtonomy. At the very least it can be said that,
to operate as the structure anmticipates, consulbants not only have to
golve the role conflict by choosing the specialty decision-making
expectation, they also have to go against the value of individual
auwbonomy . Thig is not to say that consultants will not fulfil the
broader expectation but that the structure presents consultants with
this dilemma. The anticipated functioning of the structure implicates

one of the major professional values, shared by all congultants.
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There are z number of potential types of decision in which this

dilemma may be evident and two of these will be examined briefly.

1. Improving Standards of Patient Care.

In order to do this, doctors have to evaluate their own clinical
practice and the practice of others, the aim being to modify oxr
change those aspects of work which are inferior or less effective as
Judged by the standards of others within the group. This is the
expectation of specialty decision-making. It involves rigorous
consideration and comparison of the work of individuals vis 3 vis
that of others. This reéuires both the presentation of data either
by the individual or through medical records and a willingness to
discuss each other'!s practice habits. This necessarily involves the
autonomy of the individual and the willingness to subordinate this

to the question of overall and uniform ;tandards, in the light of the
fact that clinical practice is viewed as a matter of individual
responsibility and'experience. If this is done, and Freidson suggests
that even to criticise may - break the informal code, and the standards
of some divisional members are found to be below those of others then
some way has to be found of changing the way in which a physician
works. Again this raises the question of autonomy, not only in
telling other doctors to change their methods, but also making sure
that they do so. In addition for any doctor to impinge upon the
autonomy of another by criticlsing his or her work also opens up the
question of his or her own auvtonomy. By impinging upon others the
possibility of them scrutinising and criticising his or her own woxk
is increasged. In other words, all members value autonomy, and may

be unwilling to contravene a value which they hold themselves.

To take the broader expectation not only rules out the individual

interest but goes against the prime professional wvalue. The main
predisposition of these background features would therefore seem to
push decision-making towards the maintenance of individual autonomy

and the avoidance of the specialty decision-making expectation.

2. Mediation Between Individual Claims for Resources

Claims for resources may also involve the value of autonomy as they
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arise from individual clinical experience and may only be justified
with reference to an individual's practice and consequent percepbion
of and reaction to a deficiency. The first step is to decide
whether or not such a claim is invalid. To decide that a claim is
valid denies the self interest expectation and if such claims are
seen as being within the compass of aubonomy then this alsc involves

the denial of the main professional value.

However, at some stage, because of budgetary limitations, claims for
the same kinds of resources, for example, equipment, have to be
mediated. The aim of the structure is that priority ranking of
claims should be undertaken by divisions. The role conflict alone,
ag outlined above, places those with and without requests in an
invidious position. The problem is compounded if individual aubonomy
is seen to be at stake as well. The iaea of putting some claims
before others entails Judgements about the relative validity of
opiniong derived from the clinical setting which goes against
Freidsonts typification of the professional view that one consultant's
Judgement is as good as that of another consultant. In the same

way as the previous example the background features would appear to
have a strong potential influence upon the way in which such
decisions are made. They would appear to favour the support of
individual interest rather than deciding about individual validity

or relative priority, avoiding such decisions altogether, or making
decisions about resource claimg in such a ﬂay that autonomy is not
threatened.

In those decisions which do net involve autonomy the consultants will
only be faced with the role conflict problem or the decisions will
not involve self interest, or specialty interest and there should

be no structural barrier Lo a decision.

Conclusion

This chapber has examined individual divisions and the elements of
their structure and the values of their membership which may influence
the way in which they operate. The main sbtructural feature was

identified as role conflict, inherent in the role of member of a division
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and involving the potentially conflicting expectations of the
representation of self interest amd the determination of specialty
interest. At the same time it was recognised that the members of
the medical profession come into the structure with certain values
which are central to the nature of professionalism. Freidson's
identification of individual gutonomy as the defining characteristic
of professionalism was examined in relation to the issues with which
divisions are supposed to deal. It was argued that these two
features provide the main background forces within which the action
of divigions will take place. It was suggested that the structure,
if it is to function according to the Joint Working Paﬁty reports,
asks doctors to go against values which are intrinsic to their profes-
sional lives.

To the extent that role conflict and iﬁﬁividual auvtonowy are implicit
in any issue they will tend to push doctors towards ways of making
decigions which do not embarrass their individual aubonomy. The
value of autonomy will favour solutions to the role conflict which
realise or support Individual interests oxr which avoid those decisions

altogether.

VWhile autonomy may be at steke in some decisions it was decided that
it was difficult to draw a line between issues where it was implicated
and those where it was not, in line with Freidsonts argument thatb
autonomy in one area provides a useful stebping stone to the replica—-
tion of that claim in other areas. However, in those areas where
individual autonomy is not at issue and individual interest is not
relevant the hurdles standing between doctors and the aims of the

structure are much less formidable.

The next chapbter will examine the level of the Committee of Divisional
Chairmen and again the aim will be to identify those features of both
the structure and the profession, at the specialty level this time,

which have implications for the operation of that committee.
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Chapter 3. The Committee of Divisional Chairmen: Role Conflict

and the Impact of Specialisation

Introduction

The focus of this chapter is the Commititee of Divisional Chairmen.
This is the level above the individual divisions and the chairman of
each specialty division is the representative of that specialty upon

the Committee of Divisional Chairmen.

As in the last chapter, the aim is to identify the background forces
and features of both this committee and the medical profession which
may influence the process by which decisions are made. There is a
similar role conflict inherent in the structure to that which applied
to the individual division. The possiple impact of +this upon the
process of decision-making will be analysed. Following this the .
nature of the medical profession at this level will be examined.

The unit of organisation is the specialty and the nature of speciali-
sation in medicine will be analysed in terms of ite historical develop-
ment and its current shape. The major features identified are
speclalty autonomy, lack of detailed inter-specialty knowledge and
differential specialty prestige. These are then examined in the

context of the aims of the committee.

Once again the intention is not in any sense prescriptive but rather
to develop an appreciation of the background features implicit in
the design of the Medical Advisory Structure and in the nature of
specialties. These elements will be drawn together in the latter
part of the chapter when the interaction hetween role conflict and
the corollaries of specialisation is examined in the context of
decision-making.

The Medlcal Advisory Structure: The Committee of
Divisional Chairmen and Role Conflict

The use of role conflict theory is the same in this chapter as it was
in Chapter 2. The concern is with incompatible expectations inhering
in a single role of member of the Committee of Divisional Chairmen

which are the logical outcome of the desigan of the Committee of
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Chairmen. The interest is mot, at this stage, in the perception
of participants but in the implications of the structure and what it

hasg been designed to achieve.

The Committee of Divisional Chairmen was described in the first Joint
Working Party report in 1967 as the next stage up from the divisional
or individual specialty level:

"There are matters which are of common interest to more than one
discipline and it is desirable that this should be recognised
in the clinical organisation. We recommend that this should
be done by forming within each hospital or hospital group a
comrittee composed basically of the chairmen of each of the
divisions. This might be known ag the "Committee of
Divisional Chairmen'. The committee would be the body which
would deal with all matters of medical policy which have

implications beyond a single division.' ({1), para. 62-3)

The overall function of the Committee of Divisional Chairmen is seen

ag follows:

The main purpose in setting up divisions and having a Committee
of Divisional Chairmen would be to further the efficiency of
the hospital service ... the divisional structure would be
concerned primarily with clinical and professional matters

and the best use of resources for patient care.!
((1), para. 64)

This rubric covers such areas as the allocation of resources between
specialties, matters of inter-specialty interest, the evaluation of
medical services and co-ordination between specialties and other

branches of the service.

The first report was written in the context of the old Board of
Management structure and the later reporis relate the divisional
organisation to the administrative levels of district and area under
the reorganisation plans. However, the general pattern of the

Committee of Divisional Chairmen, which is seen as a hospital advisory
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committee, is taken as the basis of the Medical Advisory Structure
at the higher levels:

'Hogpital-based divisions have been used to an increasing extent
over the last few years as the basis of the medical staff's
approach to management. In the light of this experience it
should not be difficult either as a concept or in practice to
use these divisions as the source of the hospital part of

the new District Medical Committee'!'s membership.! ((2), para.

4.12)

'"We see the need for the creation in each health authority
area of a medical committee. Its composition and functions
would be similar to those of the Committee of Chairmen
proposed in the earlier report.! ((3), para. 151)

b

In both these cases the general practitioners are also included in

the structure.

The patterm of the last chapter will be followed in examining the
functions of the Committee of Divisional Chairmen and the implications

of these for its members.

When o division has reached a decision on its attitude to an issue
or a request of some kind then it generally has to be considered by
the next level up, the Committee of Divisional Chairmen. If the
issue only affects that division then the committee has to decide
vhether or not that decision is valid in the hospital context. If,
however, there are other requests or proposals from other divisions
then the individual divisional claims have to be compared for their
validity. [Hach division is represented by its own elected chairman,
who is the spokesman of the speclalty or group of specialties con-
cerned. The committee is the main medical policy-making body for
the hogpital. Ites function is to make decisions about medical
facilities and practice in the light of requests or opinions from
the divisions through their chairmen, or in response to questions or
requests from other parts of the structure, for example, the Area
Boaxrd or the Scottish Home and Health Department.
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The role conflict inherent in being a member of this committee is
very similar to that applying to the member of a specialty division,
members are confronted with two expectations which may be incompatible.
First of all, each member is expected to represent his own specialty
or division. The Chairman takes the decisions and opinions of his

or her division, representing the corporate viewpoint of the consult-
ants in the specialty concerned, to the Committee of Chairmen for a
final decision on the passage of a recommendation to some other part
of the structure. This is the raw material of the committee. Not
only does the structure expect specialty requests and opinions to be
brought into discussions in this way, but divisional colleagues no
doubt expect their Chairman to obtain agreement for what they want,
for this is the main, if not only, means provided by the structure

for the achievement of specialty desires. TFor example, if a division
wants an extra member of staff then itsarepresentative has to present
the case for it and it has to be agreed to by the committee before

it can be passed on to the next level for further consideration.

The second part of being a member of the Committee of Divisional
Chairmen is that each member has to act as an independent arbiter in
deciding what the hospital as a whole needs and to look at the.
requests and opinions of the various specialties and decide upon
their validity as general priorities or policies for the hospital.
For example, if a number of divisions have requests for additional
gstaff then according to the structure the members have to decide
which requests are most pressing and decide on the priority between
them. Therefore as a member of the Committee of Chairmen the

-individual faces two expectations:

a. a member is expected to represent the interests of his or
her own specialty, for this is the only way in which they

can be achieved; and

b. a member is expected to act as an objective, independent
arbiter over his or her own and other specialty requests
in deciding what is best for the service provided by the

hospital.



(79)

Bach chairman knows whabt his or her specialty wants yet he or she

has to appear to be objective in presenting such requests. To appear
to be pressing too strongly for his or her own specialty would
question any pretext at the expectation of being an independent
arbiter.

This situation also has to be seen in the light of the previous struc-
ture when a common specialty viewpoint on anything was probably a
rarity. The basic unit of organisation prior to divisions was the
'firm! and approaches to the administration would be made through

the consultant in-administrative-charge, or 'chief! (4). Potent-
ially there were asg many viewpoints, opinions and requests as there
were chiefs. At the same time it has been suggested that the chiefs
had differential access to the administration either through member-
ship of Boards of Management or Regionél Boards, or through informal
networks in that there tended to be one or two chiefs who were con-
sulted by the Medical Superintendent if a medical opinion was regquired.
Hence there were in theory as many viewpoints as there were firms -
even within specialties which had more than one firm - and the success
of requests was often determined by informal access rather than
intrinsic worth. With the divisional system all specialties have

a mechanism for presenting their requests to the Committee of Chairmen
and all specialties have the same formal access to the structure of
decision-making. By broadening out the medical organisation on a
specialty basis there has been a change, specialties are no longer

only of themselves, they are also for themselves.

At the same time, however, the chairman representing these interests
is aware that specialty zeal must be tempered with objective considera-
tion of his or her own requests in the light of viewpoints from other

specialties, and the needs of the service as a whole.

However, not all decisions entail these two expectations, the types

of decision where they are implicated will now be examined.
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Decisionsg which Place Memberg of the Committee of
Divigsional Chairmen in Role Conflict Situations

As in the case of individual divisions role conflict is most likely
to occur in decisions which involve requests or the representation
of interests by chairmen on behalf of their divisions. For indivi-
dual one~off requests the members have to consider whether +the claim
itself is valid. In other cases, claims from different divisions
may be made upon a limited budget. In these situations the members
have to consider the relative validity or priority of the various
requests. If priority decisions have to be made then the potential
difficulties are similar to those facing the member of a specialty
division.

1. Chairmen with specialty requests have to argue their case in
relation to the overall needs of the ho§pita1. There may be some
difficulty associated with pressing for a sectional specialty
interest as if it was a hospital interest because it might appear
that they were pubtting specilalty interest first. At the same time
they have ‘the pressure of their own divisional colleagues behind
them, their fellow consultants expect them to achieve agreement for
vhat they want.

2. Those with requests have to argue their case against requests
from other divisions.  They have to compare what their division
wants with what other divisions want and thereby may have to criti-
cise others in defence of their own claim. This again could be
seen as pushing for their own interest and favouring one expectation
rather than the other.

3. Those without submissions have to Judge the overall and relative
validity of the various specialty claims. VWhile in any one decision
they only have to adhere to the independent arbiter expectation a

longer term view of Committee of Chairmen interaction must be taken.
Although they are the judges in this instance they will be the judged
in others. In the future they will have to present their own
specialty requests which they will want the committee to accept, they
will have their own divigsion behind them expecting a successful out-
come and they will have their request assessed by people whom they

have Judged in the past. If they take the broader expectatbtion when
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they do not have requests this may affect the way in which other

members react to claims which they make in the future.

Again, following Gross (5), there are four possible solutions to the
conflict:

e

the representation of divisional claims and interests is
seen ag the major or most important expectation and the
Committee of Chairmen is used for either the ratification
of speclalty requests or decisions are structured by argu-
ments between specialty interests rather than broader

concermns;

the hospital decision-making expectation is seen as most
important and members will not go all out for their own
divisional interests. Decisioﬁé will be made on the
basis of broad considerations unaffected by the desires of

divisional members further down the structure;

there will be a compromige between these two alternatives;

and

situations or decisioné in which fhé expectations conflict
will be avoided altogether. This may not always be a
feasible altermative. If they were faced with patient care
evaluation, an issue which they are supposed to cover, it
would be possible to skirt the issue and not discuss it,
thereby zvoiding the problem. If, however, a decision
involves a request for equipment then the committee has to
say 'yes' or 'no', it camnot by-pass i1t. It could refer
the matter to a sub-committee, but not to take a decision
would in fact result in a decision. To fail to say 'no!
is in this instance to agree to the request and thewreby

give the specialty representation expectation primacy.

There will be some issues in which these expectations are not relevant,

either because specialty interest is legitimate, for example, if the

issue demands 2 separate response from each specialty, or because

specialty opinion is not inveoived.
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Thus far the Committee of Chairmen has been examined in structural
terms, ignoring to a large extent the nature of specialty groupings
within the medical profession. It is to this other input into the

Committee of Chairmen that this chapter will now turm.

Specialisation and the Committee of Chairmen

The basic units of organisation in the divisional system are first

of all, the individual consultant:

'The new sbructure of clinical organisation must be based on
the individual consultant. The basic entity would be the
"congultancy" which we define as the consultant and that part
of the hospital staff and resources which are directly
available to him.' ((1), para. 26)

£

and secondly, the individual specialty:

... we argue the case for the establishment of "divisions",
each with a chairman who will normally be elected, and each
corresponding to an agreed field of clinical or para-
clinical practice ... These larger groups are seen ag a
mechanism for the pooling of resources and are, therefore,
to be regarded as aggregations of medical staff with like
interests ...' ((1), para. 24-5)

For example, in the Hendry report (2) six specialty groupings are named
as illustrations of the way the structure might develop:

'Surgery -~ including, for example, general surgery, urology,
orthopaedics, ophthalmology.

Medicine ~ including, for example, general medicine, gefiatrics,

dermatology, nephrology.
Psychiatxy.
Obstetrics/Gynaecology.
Ansesthetics.
Laboratory speclalties.

Radiology.! ((2), Diagram A)
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In practice, the precigse number and type of divisions, and the com-
binations of specialties which might result are to be left strictly
to the doctors in the hospitals concerned, to identify where joint

interests lie and where they do not exist.

In the same way that individual autonomy was considered in relation
to the consultant in the division, the concommitants of specialty,
as the unit or organisation in the next level of the structure, must
be examined. VWhat does specialisation imply in terms of the values
and attributes which are brought into a forum which has specialty
as 1ts basis? ’

The answer to this question requires an examination of the nature of
specialisation within medicine, its development and the way in
which it influences the hospital service on a day-to~day basis. In
order to do this, this chapter will now examine the historical
development'of medicine from the specialty viewpoint. The major
features of this will be teased out of the picture which emerges.

In the final part of the chapter bthese will be looked at in the con-
text of the Committee of Chairmen and in conjunction with the
potential role conflict.

The Development of Specialisation within Medicine

The relations between groupings within most professions have not

received much detailed examination. As Smith comments:

'Tn the study of occupations and professions little attention
has been pald to the range of differences of behaviour which
may be encompassed within a single profession ... Rather
there hag been a concentration upon establishing the norms,

the central tendencies of professional behaviourn.!

((6), p.285)

While this is least true of medicine there has still been a tendency
to see this profession as a unitary body. Freldson suggests two
main reasons for this; the greater visibility of the medical degree
rather than the professional segments, which tends to limit public
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awareness to the grosser more symbolic aspects of the profession, and
the selective recruitment into the profession of people who are prone
to share the same outlook on work (7). Another possible reason is
the interest taken in relations between the profession and the public
which has stressed the common elements of the former.  Bucher and
Strauss, on the other hand, take a less charitable view in arguing

that a spurious unity is maintained before the public view (8).

However, the initial concern here is with the development of function-
ally specific groups in medicine. Medicine has two main branches,
the preventive and the curative, the former represented by public
‘health, or what is now community medicine, and the latter by hospital
medicine and general practice. Sokolowska has drawn abtention to

the differences in perspective which these two aspects of medicine
predicate (9). The preventive approach sees man as an individuum
connected with the environment while the curative approach concentrates
ujon single organisms and specific approaches to disease. Although
these approaches are complimentary the relationship between the two

is not always harmonious. Even within the broad curative categories.
of general practice and hospital medicine there have been arguments,
in part stemming from their historical development and their different
contributions to the treatment process. Political considerations
have further exacerbated their relationship, as exemplified by the
National Health Service negotiations and the competition for influence
between the British Medical Association and the Royal Colleges (10).
However, the main concern here is with hospital wmedicine and the rest
of this chapber will be devoted to that branch of the profession.
(Much of the following will draw heavily upon the work of Carr-Saumders
and Wilson (11) and Stevens (12).)

The first developments occurred in the two broadest specialties of

the present day, medicine or physic and surgery. By 1300 they were
both full-time occupations but from then until 1800 their separate
development was markedly different. The break was made in 1353 after
an wnsuccessful attempt to form a conjoint faculty, from then on
medicine developed mainly in an academic context and surgery came under

the guild organisation.
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The usual method of becoming a physician was to take an arts course
and subsequently graduate in medicine. The fifteenth century
revival of learning exerted considerable .influence upon the study of
physic and in 1518 Henry VIIT granted a charter to the Royal College
of Physicians of London. Following certain modifications the powers
of the college were confirmed by the 1522 Act which stated that no
person, other than a graduate of Oxford or Cambridge, was allowed to
practise physic unless he was examined and approved by the College.
Power to examine in medicine was also granted within 2 seven mile
radius of London and the oversight of physicians and scrutiny of
medicine was entrusted to four censors of the College, elected on an

annual basgis.

The physicians further differentiated themselves from the surgeons
with the passage of an Act in 1540. This gave ‘them the right to
practise surgery and forbade surgeons prescribing for thelr patients
or performing a major operation without the consent of a physician.
After the failure of the attempt to form a conjoint faculty the
surgeons had a more troubled course. In the early fifteenth century
they organised a guild of the usual form. It remained a fairly
‘exclusive body and in 1435 still had only seventeen members. These
were mainly court and army surgeons and for a time they ranked with
the physicians. However, because of this lack of academic develop-
ment they moved towards the craft form of organisation and formed a |
close liaison with the barbers which was consolidatbted by the forma-
tion of the Company of Barber-Surgeons in 1540. This illustrated
the decline of surgery from art to trade and for two centuries there

was a wide gulf between surgeons and the physicians.

In the seventeenth century the surgeons began to move towards the
model of development provided by the physicians. The standards
required by the company were raised, the quality of practice improved
and in 1684 the surgeons tried to split off from the barbers, but
their petition was unsuccessful. A second petition achieved this

and an Act of 1774 dissolved the compény and formed two separate
guilds. The rise of the surgeons after this was rapid. The company

was dissolved in 1796 and a new charter, secured in 1800, severed all
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comnections with the City of London and incorporated the Royal College
of Surgeons of London.

The other main group at this time were the apothecaries.  Although
they later developed into what are now general practitioners their

relationship with the physicians and the attitude of the latter to

the surgeons is clearly summed up by Waddingtbon:

'These three groups were organised in a hierarchical structure,
with physicians forming "the first class of medical practit—
loner in rank and legal pre-—eminence" ... the disdain which
physicians, as a body of learned mem, felt for manual work,

had led to a contraction in their duties. By the eighteenth
century, the practice of the physician was held to be properly
confined to prescribing of drugs to he compounded by the
apothecary, and in superintending operations performed by
surgeons in order to prescribe what was necessary to the general
health of the patient, or to counteract any internal disease.!

((13, p.107)

During this period other colleges had been formed in other parts of
the country, in 1599 the Royal College of Physicians and Surgeons of
Glasgow, and in Edinburgh the Royal College of Surgeons in 1505 and
the Royal College of Physicians in 1681.

The main desire on the part of physicians and surgeons was to carve
out a legitimate aubtonomy over an area of practice backed by law and

to control entry into that area of practice.

For a long period these two specialties dominated medical practice and
this operated against the development of other specialties in two
respects. First of all, in the organisation of hospital practice and

consequent control over resources:

"The gstaffing system of the voluntary hospitals did not
encourage immovation ... Vacancles arose only through the
death or retirement of an incumbent. The aspirant could not

afford to be an innovator; he was compelled to pay at least
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lip service to the practices and beliefs of his seniors ...
The physicians who were fellows of the Royal College and ran
the hogpital were general physiciansg; the most influential

surgeons were general surgeons.' ((12), p.26)

Not surprisingly most of the beds were allocated to general medicine
and general surgery. Physiclans and surgeons were not appointed

ag specilalists and although they could develop specilal interests a
second factor deterred them from doing so, that is, certain areas

of the body had tended to be excluded from medical practice. In

taking the example of eye disease, Rosen comments upon this
phenomenon:

'The disrepute of these peripatetic occulisis and of other
practitioners of the same ilk was so ‘great that vhen certain

men within the medical profession began to devote themselves

to the diseases of some organ such as the eye, or a particular
class of disease, they did so at the risk of inviting aspersions
upon their professional integrity and being ostracised by their
colleagues. There can be little doubt that group pressure,
operating in the form of specific social sanchions such as
ostracism,was indeed effective in retarding the rise of
specialties.' ((14), p.105)

Within the same area of deterrence was the question of disease and
morality in treatment of venereal and genito-urinary diseases.
Considerable social disapprobation was the lot of victims of syphillis
and gonorrhea and this extended to those medical men who treated them.
The result was that in these areas as well patients were driven to

guacks and other marginal practitioners.

With the lack of both structural provision and social accepbance the
only way for new specialties fto develop was through the formation of
speéialist hosgpitals and the develcpment of academic or group legiti-

macy in the mode of medicine and surgery.

In the case of the first there was a rapid development of specialist

hospitals throughout the country in the nineteenth century. In
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London alone four new special hospitals were founded in the 1830's,
seven in the forties, eight in the fifties and sixbeen in the

sixties (15). In this way specialist hospitals were established

in infectious diseases, obstetrics, ophthalmology and paediatrics.
Others followed in more esoteric areas and the adverse reaction on
the part of the major specialties and the general hospitals contained

within it a variety of objections:

'There undoubtedly were hospitals providing somewhat spurious
treatments and hogpitals which involved an unnecessary dupli-
cation of facilities. This became more evident when belatedly
the general hospitals set up special departments in the fields
whose neglect had contributed to fhe growth of special
hospitals. Both these factors do not wholly account for the
indiscriminate condemnation of special hospitals by the

leaders of opinion, both medical and lay. Many doctors were
opposed. to specialisation as a mabtter of principle, others
resented the loss of "teaching material and private practice:
both the lay governors and the medical staffs of the general
hospitals objected to the diversion of charitable funds else-
where. In 1853, the British Medical Journal made a bitter
attack on special hospitals: "Half the special hospitals
(were) founded in the grossest self-seeking on the part of

gome individual ..." In the same year, The Lancet spoke

of the special hospitals as a "monstrous evil -~ an evil which
springs from within the profession" ... In 1864, the forma-
tion of St. Peter's Hogpital for the Care of the Stone in the
Bladder and Urinary Diseases was derided by the British
Medical Journal: "Cutting for stone and crushing stones

are very limited occupations ... The establishment of a small
homre under the very shadow of Middlesex Hospital, is it not, in
a charitable sense, playing the farce of charity?" ‘The
hogpital had on its staff a Mr. John Walter Coulson who was
also a surgeon at St. Mary's Hospital. St. YMary's told him

to either leave the staff of the hospital or give up the
gspecial hospital. He decided to leave St. Mary's. Similaxly,
the Treasurer of St. Thomas' Hospital laid it down that no

member of the medical staff could work in a special hospital.
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In 1864, on the other hand, Moorfields (an eye hospital) laid
it down that nc surgeon could hold an ophthalmic appointment
in another hospital.'  ((15), p-28-30)

These objections cover several professional concerns.

1« The concern with the maintenance of generalist control over
the whole of medicine;

2. arising from thig, condescension about the nature of practice

in limited areas, as in stone removal;

3. concern over the morality of some areas of practice, for
example, St. Thomas' Hospital did not form a>department of gynae-
cology until 1888 for fear that such an immodest subject might
corrupt the souls of medical students; ‘and

h

4. non~profegsional objections such as the diversion of funds and
the loss of patients.

However, once specialtles had an institutional base it was difficult
to deny their existence or halt their development, and this process
was stimulated in the First World War in areas like psychiatry,
orthopaedics and plastic and thoracic surgery. In addition:

'... advances applicable to medical practice were being made
in non~clinical fields - biochemistry, bacteriology, and
endocrinology ... Radiotherapy was being adopted in a
number of hospitals, diagnostic radiology was expanding.
By the early 1920's medical specialisation, although
deplored by those who saw that medicine was irrevocably
disunited, was generally accepted as necessary and
inevitable. Many specialties were gradually evolving
from a general interest in a particular sphere of

general medicine or general surgery to bodies of knowledge
in their own right.! ((12), p.38)

Although the specialties gained the legitimation of a hospital base
they could be practised by members of the two main colleges and
there was no separvate legitimation, other than experience, by which

specialties could be identified. The other side of their develop-
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ment was therefore at the group level. Although they were already
members of a profession the development of the specialties in the
formation of associations and the drive for certification of one
kind or another bears remarkable similarities to Wilensky's typifi-
cation of the development of occupations into professions (16).

One example of such broad organisational legitimation is psychiatry.
This began in 1841 with the establishment of the 'Association of
Medical Officers of Asylums and Hospitals for the Insane'. In the
first years it made a small impact but through the establishment of
a journal it achieved a broad following among those involved in
psychiatry. In 1865 it adopted a new name, 'The Medico-Psychological
Agsociation!. Shortly after that it initiated a Cerfiticate in
Pgychological Méedicine, and elementary forerumner of the Diploma in
Psychological Medicine and in 1908 a draft training scheme was
submitted to the wniversities and colle%es which resulted in the
acceptance of five examining bodies for the diploma in 1911. In
1926 it became the Royal Medico-Psychological Association (17).

Other specialties werxe slower to develop and this reflected:

teoo ﬁhé struggle between the Royal Colleges which wanted
to retain medicine as a unified whole, with the emerging
groups which wanted to raise standards in their own
special fields and advance their own status.!

((12)$ P-38)

In addition, the Royal Colleges still provided the only further pro-
fessional qualifications of amy standing. The aspiring consultant
in any specialty was expected to have the Membership of the Royal
College of Physicians (MRCP) or the Fellowship of the Royal College
of Surgeons (FRCS) or the wniversity M.D. or M.S. before he would
be considered for appointment to a ﬁajor voluntary hospital.

Members of any specialty were expected to be affiliated to one or
other of the colleges although this began to change in the first
years of the twentieth century with the proliferation of special

certificates and diplomas in a number of specialties.

A Diploma in Ophthalmology was established in Oxford after a comment
by the General Medical Council on medical students lack of knowledge -
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in the field. The Council of British Ophthalmologists was founded
in 1918 and the Conjoint Board of the Royal Colleges introduced a
postgraduate Diploma in Ophthalmic Medicine and Surgery in 1920.

A special Diploma in Otolaryngology was set up by the Conjoint Board
in 1920. A degree in orthopaedics was established at Liverpool
University in 1924 and this was complemented by the formation of

- specialty societies, the British Orthopaedic Association in 1918 and
the International Society of Orthopaedic Surgery in 1929. These
were still largely supplementary to the two college gqualifications
and even these diplomas were still under the control of the Conjoint

Boaxd.

The first specialty to attempt to step outside this domination was
obatetrics and gynaecology. However, there was still a sharp
division between obstetrics and midwiféry and problems of obtaining
adequate beds for both treatment and training purposes. Physicians
and surgeons would not give up beds to obstetrics and gynaecology
until they were required to do so by the Colleges or the General
Medical Council and as those bodies were dominated by consultants
from the teaching hospitals they were not willing to press for the
release of beds. As a result, leading obstetricians and gynaeco-
logists began to demand the formation of a college of their own as
the two existing Colleges were not serving their interests. This

presented the Colleges with a dilemma:

'Up to this point the specialbties had been contained within
their walls -~ either because specialisation naturally
followed from the M.R.C.P. or F.R.C.S. diploma, oxr through
the new specialty diplomas arranged by the universities

or through their own Conjoint Boaxd. University diplomas
did not present a problem of authority for the Colleges,

but the creation of a new professional college challenged
their traditional supremacy as the great leaders of medicine.
Vot surprisingly, the Royal Colleges objected to a new
foundation ... The Colleges insisted that any diploma given by
the obstetricians shouwld carry no legal qualification to

practise, and then reluctantly agreed to the new foundation.



- (92)

The British College of Obstetricians was duly established in
September 1929. The Royal Colleges had moved too late.
Although they set up a rival diploma in the same year -
which, the President of the Royal College of Physicians
loftily pronounced, was a "guarantee of a high standard of
attainment" in the subject -~ their diploma quickly failed.
The College of Obstetricians established ... a membership
examination (now the M.R.C.0.G.) for consultants in 1936.
Membership in the College became & sine qua none for
coﬁsultant appointments in obstetrics and gynaecology, as
the M.R.C.P. and F.R.C.5. were for medicine and surgery.!
((12), p.45)

A similaxr debate was occurring in radiology. Their initial problem
had not been the dubious morality of deéling with the reproductive
organs but rather their position as technicians (the same problem
applied later to anasesthetics, pathology and physical medicine).

A diploma was established at Cambridge in 1917 under the sponsorship
of The British Association for the Advancement of Radiology and
Physiotherapy and in 1930 London University established a chair in
radiology. In 1932 the Conjoint Board's Diploma in Radiology was
established and an Academic Diploma in Medical Radiology was intro-
duced in London in 1933. In 1934 the British Association of Radio-
~ logists was formed and as a precursor o a more exclusive specialty
organisation it only allowed fully fledged practitioners to become
members. However, even thig wés not enough:

'Degpite this progress there was gtill pressure for a college
to afford the ultimate level of prestige on a par with the
physicians, surgeons, and now obstetricians and gynaecologists.
The title "College of Radiologigts" was opposed by the older
Colleges, and finally the new organisation, by amalgamation

of the Association of Radiologists with the Society of Radio-
therapists, was called the "Faculty of Radiologists" (1939),
with two sections, to accommodate the two branches of the
subject. The faculty, although independent of the Colleges,
did not try to compete with the existing radiology diploma of
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the Conjoint Boaxd. Instead it created its own fellowship
(F.F.R.) above the standards of the existing diplomas;

this became a more advanced examination in its specialty
than either the F.R.C.S., M.R.C.P., or M.R.C.0.G..!

((12), ».47)

Another service specialty, anaesthetics, also suffered, partly because
it was seen as an adjunct of surgery and partly because of the general
distrust of technicians on the part of clinicians. It was also
practised by general practitioners and this did little to enhance the
status of the specialty. Pathology, at that time encoﬁpassing bac~

teriology, haematology, biochemistry and morbid anatomy, had similar
disadvantages and the pathologist:

... 1like the radiologists, ... was still of lesser status than
the general physician and general surgeon. He was often employed
on a salary; he had little or none of the trappings of private
practice; and he lacked the ultimate status symbol: responsi-

bility for a specified unit of hospital beds.! ((12), p.50)

Paediatrics also suffered from associations with general practice butb
like dermatology, cardiology, and neurology it was happy to remain
with the Royal College of Physicians. Similarly, thoracic, plastic
and urological surgeons, among others, were content to stay within
the Royal College of Surgeons but as Stevens points out the develop-
ment of associations and colleges with powers of examination outside

the old college structure had dhanged the character of specialisation:

'Specialties were no longer merely indications of scientific
interest, marked by attachments to a special hospital and
attendance at after-dinner discussion clubs or the approp-
riate section of the Royal Society of Medicine. They had
become professionalised groups, each conscious of its own
particular needs; inclusion of their subject in the under-
graduate curriculum, raised standards of training (and
simultaneously the status of the specialty, and representa-

tion on appropriate administrative and professional bodies).!

((12), ».50)
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The newer specialties were most concermed about their future status
but many of the changes in the early part of the century did little
to consolidate it. The M.R.C.P. and F.R.C.S. were the main meal-
tickets recognised by the voluntary hospitals and the diplomas of
the Conjoint Board did not replace them. Apart from obstetrics

and gynaecology and one or two others the diplomas of the 1920's and
1930's conferred neither social status nor practising privileges.
They were merely evidence of vocational attainment. However, it was
not a one way process. The Royal Colleges reacted to this pressure
and with the National Health Service looming large the Colleges had
to assess their fubure position as educational and representative
bodies. There was pressure from the burgeoning specialties for
examination either within oxr outwith the College structure and at
the same time the Colleges were acting as spokesmen for all consul-
tants in the National Health Service negotiations. This implied
that they were representative of all areas of medical practice but
this was clearly not so with the Faculty of Radiologists as one
excluded group and the domination of college xrepresentation by
general physicians and general surgeons. If the two major special-
ties ignored the claimg from within their ranks then the lessons of
the past showed that such groups might resort to the establishment
of external organisations. In the build-up of pressure and the
reaction to it the Royal College of Surgeons was the first to come
under fire.

In 1944 the Royal College of Surgeons agreed to co-opt additional
members to the College Council from the following specialty socie-
ties: the Council of British Ophthalmologists, the Association of
Otolaryngologists, the Faculty of Radiologists and the Association
of Ansesthetists. Dental Surgery was added to the list and in 1946
the Royal College of Obstetricians and Gynaecologists was invited to
nominate a member. The dental surgeons were similarly agitated
and in 1946 & semi-autonomous Faculty of Dental Surgery was formed
and a Fellowship in Dental Surgery was created in 1947. In the
game year the Assoclation of Anaesthetists requested a faculty
gimilar to that established for the dental surgeons. This was

approved along with a special fellowship. Lastly, following
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pressure from the specialist societies, the F.R.C.S. in ophthalmology
and the F.R.C.S. in otolaryngology were institubed in 1947. In
contrast, orthopaedics, neurosurgery, plastic surgery, and urology

exerted no pressure on the college, for as Stevens points oub:

tThey were already status specialties, able to exert influence
within the Royal College of Surgeons ... The needs of these
groups could well be served by their small exclusive specialist
societies or through the appropriate section of the Royal
Society of Medicine. These surgeons continued to take the
general F,R.C.S. examination ... before embarking on
apprenticeship in the registrar and senior registrar grades

in their chosen surgical field.' ((12), p.114)

In the Royal College of Physicians pressure for change was less
noticeable in the 1940t's. This was in part attributable to the
different nature of specialty development in medicine. While sur-
gical development focussed upon limited areas of the body and used
advanced technical skills, medical specialties tended to be broader
in outlook. Specialties like paediatrics, geriatrics and psychiatry
were strongly linked not only with general medicine bubt also general
practice. In addition paediatrics, at that time, was not so much a
separate specialty but more general medicine applied o a sector of
the population. However, while specialties like neurology were
firmly established within the college, paediatrics was already develop-
ing a strong claim to separate recognition in the immediate post-war

period:

'Symbolic of the rise of paediatrics during and after World
War II was the increase in the importance of the role of
the British Paediatric Association (B.P.A.). By the end
of the war it had become usual for a hospital, about to
make an appointment in a new paediatric department, to
seek the associagtion's advice, and the B.P.A. thus played
a part in planning paediatric services within the National
Health Service.... The Paediatric Committee set up by the
Royal College of Physicians suggested in its report (1945)
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that pediatrics be regarded as a major clinical subjecth.
Among its detailed proposals for both undergraduate and
postgraduate education, it proposed a period of not less
than one~third of that devoted to clinical medicine %o
be set aside for clinical paediatrics, that from the
departments of psychiatry, radiology and pathology a
member of staff should interest himself particularly in
the problems of childhood, and that questions of paedia-
trice should be included in the undergraduate final
examinations...'  ((12), p.117)

The same quesbions applied to psychiatry and pathology. However,
they were larger than paediatrics, outside the major teaching hospi-
tals and members of both specialties generally held one of the
gpecial diplomas rather than the M.R.C.P. which consultant paedia-
tricians favoured. At the same time specialisation was occurring
within psychiatry and pathology. Inevitably comparisons were made
with the liberation achieved by the surgical specialties and it was
suggested, for example, that dental surgeons had more in common with
otolaryngologists than psychiatrists had with pathologists. The
obstetricians and radiologists had established a disturbing precedent
for the colleges and while the debate mainly revolved around the
specialist/éeneralist argument two other factors, mediated by the
National Health Service, added further weight to the arguments for
separation. First of all there was the question of size. Both
specialties had expanded rapidly under the new service and by 1964
each specialty contained ten per cent of consultants in the service.
They weﬁe exceeded in size only by general medicine, general surgery
and anaesthetics. They outnumbered obstetricians and gynaecologists
by five to three.

Secondly, there was the issue of representation. Pgychiatrists and
pathologists had to obtain their M.R.C.P. and be elected as fellows
of the college before they could even begin to influence the stand
of the college on particular issues. If they felt that their
-interests were not looked after by the college then logically they

were not properly represented on the various bodies composed of
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college nominees, for example, the Distinction Awards Committee and
the General Medical Council. The issues for pathology and psychiatry
were examinations, and thereby academic legitimation and self-
determination, status and professional representation. Pathology
reacted to these attractions before psychiatry. Discussion was con-
ducted by two major bodies, the Association of Clinical Pathologists
and the Pathological Society of Great Britain and Ireland and although
the debate started in 1953 there was still some equivocation in 1958:

'Circulars among members of both the A.C.P. and the Patholo-
gical Society in 1958 elicited a favourable response to
founding a College, but there was still considerable doubt
about the wisdom of such a gtep. It was argued that even
if a separate examination was devised for pathologists, it
would have to be similar to the M.R.C.P.; +that is, an
examination taken early in the career to pick out the best
available candidate for further training, rather than a
test of competence ag a consultant. The stumbling block
in this case was not the purpose but the existing bias of
the M.R.C.P. toward the selection of clinicians rather
than scientists. Nor could many see an overriding need
for a separate college as a political organisation, since
the A.C.P. had for several years spoken on behalf of
hogpital pathologists both directly to the Ministry of
Health and thxough the mediation of the Joint Consultants
Committee. Connection with the Royal College, it was

stressed by many, merely needed to be modified.!?
((12), ».343)

In 1959, as a reaction to these discussions and a desire to keep
pathology in the fold, the college offered the pathologists a faculty
along the same lines as that set up for the anaesthetists. However,
this initiative was forestalled by a ballot of the two pathology bodies
which indicated that a majority were in favour of a new institubion.

A joint committee was set up, the College of Pathologisis was founded

in 1962 and the first examination for membership was held in 1964.
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Meanwhile, in psychiatry, a similar debate was taking place within
the Royal Medico-Psychological Association (R.M.P.A.):

'It was claimed that the psychiatrists were being forced into
the position of considering a complete breakaway from the
Royal College of Physicians because, like the pathologists,
they were not receiving equal treatment with members of
other specialties within the College. The complaints of
the psychiatrists were, however, refreshingly different
from those of the pathologists, who had claimed that there
was no room in the College for scientists; it was claimed
by some psychiatrists that obtaining the M.R.C.P. needed
"extengive training in and dedication to clinical medicine,
which was increasingly based on mechanistic disciplines
like chemistry and physics and was ip danger of becoming

a technology". Another view was that the application

to the College for a faculty for psychiatrists would
surrender control to a body whose very history and chief
membership would tend to keep psychiatry as an "ancillaxy
science to something they would call medicine"; and
several claimed that it was "extremely rare" for a non-
teaching hospital psychiatrigt to be elected a fellow of
the Royal College of Physiciams.' ((12), p.346)

By 1963, proposals for a college had been circulated to members and
they had the example of the pathologists! success to encourage their

efforts. At a meeting in November of that year:

'"The R.M.P.A. held a debate ... on the possibility of
founding a College of Psychiatry. ... although it was
agserted that the Royal College of Physicians was about to
change the regulations for the M.R.C.P. examination (the
result, said one speaker, of "death bed repentence"), the
meeting formally resolved to establish a separate College,
subject to a favourable response to a postal ballot. The
Royal College of Physicians made its announcement in the
middle of May 1964 - only shortly before the R.M.P.A. ballot
was due. fter a long period of debate the M.R.C.P. was
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to be radically changed. In future, part of the examination
might be taken in special subjects instead of in general, or
internal, medicine. This was the first major change in the
examinations of the College since the M.R.C.P. had been
introduced ... It was thus a landmark in the College's history
ag well as an apparent attempt to restrain certain groups
from separatist action.'  ((12), p.346)

However, it was too late and a large majority of the association voted
for their own college and the council of the R.M.P.A. recommended that
an application be made to the Privy Council to change the name of the
association to the Royal College of Pgychiatrists. This was agreed

by the membership and the Privy Council agreed to the use of the royal
epithet in 1971.

The Analytical Components of Specialigation

These have been the major specialty developments in the profession

of medicine since the establishment of the Royal College of Physicians.
This chapter will now examine the main factors involved in this process
with a view to providing the professional 'inputs! to the Committee of

Chairmen.

As a process, specialisation involved a number of separate but intexr-
related elements. These elements are not particularly complex butb
it will be argued that they have utility in understanding the profes-

sional forces at work at the specialty level.

1. Knowledge. The development of a distinct area of knowledge
gbout a particular area of the body or a particular type of disease
provided the basis for specialisation such that any new area could
be seen in distinet contrast to the specialties already in existence.
Through this came claims that special training or experience was

necessary for a doctor to practise in a speclalty.

2. Autonomy. It is clear from the above that at certain points
in their history specialties began to claim that their knowledge
base and interests were sufficiently developed and sufficiently dif-

ferent from established specialties to Justify separation from them.
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In a sense the various specialties within medicine.have gone though
a separate process of professionalisation, or 'autonomisation! within
the profession. This process has been crystallised in the develop-
ment of specialty certificates and colleges or faculties and the out-
come, if not the aim, of these developments has been to give the
emergent specialties legitimacy within medicine, and aubonomy from

the two main colleges of medicine and surgery.

3. SBpecialty Differences and Status. ILeading on from thia it is

axiomatic that speclaltbies are different across a range of criteria,
the types of patients they deal with, how they deal with them, their
pogition in the treatment process and so on. However, difference
begs the question of relative importance and status. Looking
initially at the reasons why some specialties developed and others
did not and the way in which medicine as a whole has been represented
on bodies like the General Medical Counbil it would appear that the
older specialties have had more status and more potential for

influence than some of the specialties of more recent origin.
These strands in the development of speclalties will now be examined
in some detail and the discussion wilill be oriented towards the Com-

mittee of Divisional Chairmen.

Knowledge and Specialty Development

The development of a knowledge base was dne‘of the reasons or claimg
for justifying a specilalty's existence. This was the springboard
which launched the development of separate interests and the dawning
realisation that such interests were not served by the two major
specialty colleges. At this stage the concern is not with the ante-
cedents of that knowledge or the way in which it was built upon, but
rather the impact of separate knowledge bases upon the profession
and its practice. At its simplest this involved doctors becoming
interested, for one reason or another, in an area of the body or an
approach to illmness which was not already covered by the general
vhysicians or surgeons. While they were members primarily of one
or other of these older specilalties, increasingly, with the develop-

ment of facilities and practice, it became clear that there was a
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separate body of knowledge which was not catered for or reacted to
by the older colleges. The growth of such a knowledge base provided

the justification for a separate specialty with its own legitimacy.

Ag diplomas in the burgeoning specialties were established there was
an interim period in which doctors still took the memberships of the
major colleges and the diploma in the areas in which they wished to
specialise. However, with the formation of separate faculties and

. colleges most doctors planning to practise in one of the new special-
ties took only the relevant membership or fellowship, for example,
the M.R.C.0.G.. An obstetrician might well take the F.R.C.S. but
in recent years that alone would not be seen as guaranteeing exper-
tise in obstetrics. Nowadays, for a doctor to become a consultant
within the National Health Service he has to obtain the necessary

postgraduate qualification and experierce in the specialty concerned.

Part of the reaction against specialisation by the old Colleges was
motivated by a wespect for the generalist but in more recent years

the pressure to obtain speciality qualifications and the breadth of
knowledge which any specialty covers has had a considerable impact
upon the careers of newly qualified doctors. Because of the range

of specialties and their increasing complexity young doctors have
tended to start specialising at earlier and earlier gtages in their
careers. The Todd Report on medical education wasg concerned, among
many other issues, with specialty training (18). In looking for
better ways of achieving this the report mentioned some of the problems

of the past and present relating to early specialisation:

'In our view the years immediately following the intern year
present the most urgent problems, both because of the
numbers of trainees involved and because of the present
disorganised state of ftraining in these years. The present
provision of separate and unrelated courses for specialist
gualifications takes up a great deal of teachers' time and
although important differences of interest, knowledge and
gkill will no doubt remain between‘speoialties, at least
for a long time to come, we think that if adequate training
is made available Ho all doctors every effort must be made
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to find and emphasise the common features, which are often
substantial, rather than the differences.!  ((18), para. 74)

In this, Todd suggests that segmental training has been a natural
trap to fall into. However, while he recommends a more broadly-
based approach, in covering the present patterms of training he

touches upon one of the most importent pressures for early special-
igation:

'During the next two years or so in the Registrar grade, the
intending specialist hopes to obtain a higher qualification
by passing examinations such as those for the Membership of
the Royal College of Physicians or the Fellowship of the
Royal College of Surgeons ... Unless he succeeds he will have
little chance of being selected for further specialist
training in the Senior Registrar grade; indeed in some
specialties in which the number of applicants for Semior
Registrar posts far exceeds the number of vacancies,
qualification is certainly no guarantee that a Senior
Registrar appointment will be obtained.'  ((18), para.

74)

The passing of examinations for memberships, fellowships and diplomas
have become basic requirements for promotion, mot only for the con-~
sultant grade but also for Senior Registrar posts. This, coupled
with the competition which occurs for limited posts ensures that
specialisation gtarts soon after graduation as experience and publi-
cations have ‘to supplement paper qualifications and differentiate
between applicants with the same basic certification. Todd makes
recommendations to counteract this but these still suggest that
specialisation will begin four years after qualification. Even
taking that as the baseline and the average age of comsultant appoint-
ment as being fhirty—five, this means that doctors will have special-
ised for around ten years prior to obtaining a consultant appointment.
This is certainly true of the period prior to the Todd report, which
it is at pains to criticise, bubl even for more generally trained and
older.consultants there is another factor which contributes to a

narrowing of their knowledge base. This is the rate at which medical
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knowledge has increased within specialties over the last thirty years.
Not only has this encouraged greater specialisation within special-
ties, for example, neurosurgery within general surgery and nephrology
within general medicine, it has made it increasingly difficult for o
doctors to keep up with developments within their own specialties,
let alone those in other specialties. The existence of jourmal
clubs in many hospital specialties testifies to this bub does not
solve the inter-gpecialty divergence of knowledge.

These factors have algo had an impact upon the organisation of medicine
within hospitals and the delivery of care to patients. Patients are
referred to consultants in hospitals by general practitioners. Such
referrals are made to consultants in specific specialties, for example,
E.N.T. surgery, obstetrics, paediatrics, and particular wards and
areags of the hospital are ubilised by these specialties alone. There
is segregation by specialty which means that invariably consultants
work in isolation from one another. The result ig that doctors in
one specialty probably know very 1little about the details of work in
most of the other specialties. They know what they are concerned

- with but they have few official conbacts which might keep them abreast,
in a meaningful way, of developments in other specialties, or remind
them of things which have not changed and which they have forgotten
through lack of usage. There are exceptions. Some specialties

work together in certain aspects of their work, surgeons and anaes-
thetists work together in theatre, paediatricians and obstetricians
have contact in relation to newly born infants, but in the main cross-
specialty contact and exchange of kmowledge is limited and hampered

by the organisation of gpecialties in hospitals. This is not to say
that organisation in this way does not have real benefits but it is
certainly not designed to counter the pressures towards specialisation

and separate specialty development.

In these ways the specialigation of individual doctors, the develop-
ment of more esoteric knowledge within specialties and the way work
is organised in hospitals operate against widespread cross-specialty

knowledge among consultants.
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To touch briefly upon the Committee of Divisional Chairmen, this com-
mittee is composed of a representative from each of the main special-
tles. As elected chairmen in the specilalty concermed they are likely
to be senior consultants. It will have been a long time since they
recelved their general medical training. Development of knowledge
has been considerable since then and the nature of their day-to-day
work does not make it easy for them to keep abreast of what is going
on in other specialties, in terms of either immovations in knowledge,
or the realities of practice. This raises quegtions about thelr
ability to judge requests and assess opiniong and claims from other
specialties if they relate specifically to those specialties. Do
they know enough about other specialties not only to judge the valid-
ity of individual specialty claims, in the hospital context, but also
the relative validity of claims and opinions from different special—

ties?

Avtonomy and Specialbty Development

Por any group of doctors interested in a particular area of medicine
a body of knowledge was not enough +to mark them out as a specialty
group. Problems of developing an institutional base mainly bound
up with the control of resources on the part of physicians and sur-
geons have been considered in some detail, the short term solution
was generally the establishment of special hospitals. Other issues
were also involved. In the early stages not only were the older
colleges wawilling to recognise such knowledge by providing special
qualifications but also these developing groups, which felt they had
a sgeparate identity and different interests from the established
gpecialties, found that in a number of arenas they were dependent
for representation upon the older colleges. TFor examﬁle, up until
the 1950ts and 1960's pathology and psychiatry were only represented
on bodieg like the General Medical Council and the Distinction Awards
Committee through the Royal College of Physicians. Concommitantly
they had reduced influence over such things as control over standards
of doctors entering the specialty, thgir suitability for the specialty

and the representation of group interests on a broader level.

The desire for more appropriate examinations and separate legitimating
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bodies was an attempt to remove themselves from the rather unsympa-
thetic hegemony of the older Colleges. The reaction to the specialty
diplomas of the Colleges and the Conjoint Board, which were designed
to deter the separation, indicated that it was not just examinations
but also self-determination. That is, to make themselves autono-
mous. Seen in this light the development of specialties can be
viewed as a secondary process of professionalisation involving the
gquest for autonomy, but in this instance from the control of more
powerful groups within the profession.

In this way, and through the necessity of specialty qualifications
before consultbant practice can be undertaken, specialties can be

seen as aubonomous groups within the profession. Through examing—
tions and other activities specialties can therefore claim the control

of practice and standards.

On the Committee of Divisional Chairmen individual specialties are
represented. The chairmen of the divisions, fully-qualified in
terms of experience and qualifications in their own specialty put
forward the views, opinions and desires which their specialty col-
leagues have developed as a result of the perspective, position and
work of their specialty. Any specialty viewpoint is arrived at
through the mediation of expertise in that specialty and the parti-
cular contingencies which surround its practice in the hospital.

If doctors have to pass stringent examinations and have considerable
experience in a specialty before they can practise it then even if
the members of other specialties are able, through their own know-
ledge, to comment upon views and claims from obther specialties, then
the factor of specialty autonomy raises the question of whether they
will be willing to criticise or even comment upon matbers raised or

expressed by other specialties.

Specialby Differences and Status

Specialisation is not only a matter of differences in kmowledge and
the attainment of autonomy, it has other implications which have

been elaborated upon by Johnson:
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'Professionalism is associated with a homogeneoué occupational
commﬁnity. Homogeneity of outlook and interest is associated
with a relatively low degree of gpecialisation within the
occupation and by recruitment from similar social backgrounds.
Where the norm of "general practice! has given way to the
prolifexation of highly-specialised sub-groupings, the com-
munity identity of the occupation is threatened by divergent
interests and "missions". It is likely then that a fully
developed system of professionalism can emerge only where
specialisation is relatively low. However, the culturally
divisive tendencies of specialisation may be contained within
an occupation already characterised by professional institu-
tions. TFor example, the medical associations in Britain and
the United States have been partly successful in containing
the disruptive consequences of the iﬁcreasing pace of
specialisation by subordinating new specialties to the control

of the dominant clinician and general practice groups.!

((19, p.53).

This view is certainly true historically insofar as the attempts made
by the old specialties to control the new were partially successful
but a lot of the newer specialties now have their own separate insti-
tutions and as yet the most recent super-specialties, within general
medicine and general surgery have been content to remain within the
two generic colleges. However, the relationship between the special-
ties will be examined in this section to analyse whether or not the
historical advantages of general medicine and surgery have any impact
upon inter~spécialty relations in the present. Specialties through
their development have, almost by definition, exhibited distinctive
characteristics in relation to factors like their clientele, the
nature of their work and so on and this seems to have contributed to
specialty images. As Bucher comments following an examination of

gspecialty jourmals:

IThe expectation that there would be distinctive identities
for medical specialties was more than borne out by this

literature. The jourmals of each specialty were permeated
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by discussions which conceptualised the specialty as a dis-
tinctive group, with a special area of study, a unique con-
tribution to make to medicine, and special problems of
implementation ... Further, the literature gave indications
of some concommitants of specialty development. Foremost
among these was a general disavowal or dissociation with
inappropriate images, and a concentration upon new images
of the specialty ... Suvgeons did not want to be thought of
as mere bechnicians ... Urologists still smarted under their
origins as the doctors who treated venereal disease ...
These substitutions of identification point to rhetorical
battles which take part as a general struggle for position
within the medical world on the part of the specialties.!?
((20, pp.6-T7)

In a similar way Zola and Miller remark upon the relative rate of

development of specialties within medicine:

"The subgroups (segments) of the medical profession are not
all of the same kind. Some are egtablished and their
claimns to intellectual or technical superiority have been
recognised. Internists and surgeons are examples of
recognised specialties or established subgroups within
medicine. Other subgroups of physicians are not so well
established - for example psychiatry and physical
medicine.t!  ((21), p.155)

Certainly the differences in character between the older specialties

of genexral medicine and general surgery have been well documented in
the distinction between the art of medicine and the trade of surgery
with its present day hangover in the doctor/mister distinction.
However, these rather sharp dichotomies still seem to have some
meaning for doctors as Sir Robexrt Platt, president of the Royal College

of Physicians recently stated:

tSurgeons, I suspect see themselves in a setting of glamour,
conguering disease by the bold strokes of sheer technical

gkill. Physicians quietly remember that they were educated
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gentlemen, centuries ago, when surgeons and apothecaries
were tradesmen. They see themselves as the traditional
thinkers of the profession.!' ((22), p.83)

In tallking to doctors it was clear that these images still had some
present day reality in the way specialties conceptualised one another.
A pathologist put it like this:

'The physicians are the intellectuals and the surgeons are
the action men, they attract different kinds of people,
the one thoughtful and introspective, the other impulsive
and. almost impatient.!

A gynaecologist made this distinction even clearer and suggested certain
implications of such differences:

*You see I'm a surgeon, I act, if I don't know what's wrong
then I open the patient up and have a look, whereas the
physicians, they think too much. I saw a girl privately
the other day about a gynaecological matter, although she
wag run down as well. She had been seing a physician in
another hospital and it was obvious to me that she had X
and Y but he hadn't seen those things because he was
thinking too much. They're generally better at talking
than we are because they think so much, and when you get
a professoxr as well, they think a lot too, and when you
have a physician who is also a professor well with that

combination he can think and talk bebtter than we can.!

' For other specialties there were other images which seemed to be
appropriate. One of the obvious distinctions is between clinical
and laboratory medicine. A pathologist commented upon the type of

people who went into laboratory medicine:

'fhere was a2 time when the perfect image of the pathologist
was a man who wore a tweed jacket, flaunels, didn't polish
his shoes, smoked Capstan Full Strength and peed in the
sink to avoid leaving his lab. I used to smoke Capstan

mntil I took up the pipe. His lab was everything, he
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lived in it, that's changed a bit now though, it's become
a lot more scientific.!

At the same time, and possibly reflecting the lack of contact with
patients there was a certain defemsiveness on the part of laboratory
speclalties in referring to clinical specialties, as a bacteriologist
said:

'Take the paediatricians, they're always going on about how
difficult it is to find veins in young children and babies.
It makes you sick, we have to find veing in rats and even
smaller animzls to inject them, and the veins are much
smaller, and they have all that fur as well.t

And in slightly more pragmatic terms a radiologist referred to the
position of radiology in the treatment process relative to that of

clinicians:

'Those boys in medicine and surgery are probably more
important than we are, they are in the front line, we are
Just the supply columns, they get all the emergencies, they
are at the forefront of medical problems.!

These images and comparigons suggest certain strong contrasts between
specialties. However, as expressed here these differences are not
neutral, they contain notions of relative importance and status.

In order to examine such differences there is a need to return to

the broad patterns of specialty development and difference.

Specialties developed from four main gources:

1. through movement into areas of treatment which had previously

been spurhed by the. general physicians and surgeons;
2. through segmentalisation within general surgery;
B through segmentalisation within general medicine; and

4. as a result of technological and scientific developments.

It has already been indicated that specialties were built upon eso-

teric collections of lnowledge bubt in some cases it is clear that
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the knowledge was not in limbo waiting to be picked wup, it had been
rejected by the major specialties of the time as being unworthy of
conslderation, partly because it was practised by quacks and in s
more crucial way because it dealt with areas of fhe body which were
seen as trivial or immoral. This was particularly true of eyes,
ears, noses, throats and the genito-urinary system. Doctors who
moved into these areas were ostracised and looked down upon by those
in the mainstream of medicine. Over a period of time they did gain
acceptance but they still carry the burden of being relatively marrow
in their viewpoint and even in the present this factor still seemed
to affect the way in which they were seen by more mainstream clini-
clans. The following discussion took place, in one of the Commit-

tee of Chairmen meetings, about special training for general surgery:

Mr. X (General Surgeon): You see what happens is that certain
Juniors who want to specialise in gemeral surgery are selected

for special intensive training.

Dr. ¥ (General Physician and Postgraduate Tutor): What happens
to those who aren't selected? Do they get a second chance?

Mr. X: Well they don't, no, they have a lower level of training.

Dr. ¥: Well what happens to them and the ones who fail the

course?

Mr. X: Oh, they can do ENT or ophthalmology or something like
that

The implication of this is that doctors do not have to be of such a
high standard to practigse in the sub-specialties. Similarly in
another context a general surgeon was talking about the chairman of
the Medical Staff Agsociation, an Ear, Nose and Throat surgeon, who
for some purposes would act as a medical liaison with the administra-
tion and the nursing staff. He thought this was bad because the

chairman happened to be an ENT surgeon, and said:

'... why he's not even a clinician in the true sense of the

word.!

The implication here is that ENT surgery is inferior to general sur-
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gery in the nature of its practice.

Another example of this is psychiatry which again has associations
with inappropriate images. Smith identifies the historical origins
of psychiatry as being problematic:

'"The historical background of psychiatry ... is involved in
its marginal status. It has been said that psychiatry,
born out of jJalls and almshouses had a more ignoble birth
than other branches of medicine.' ((6), p.286)

Its approach is also radically different to other clinical special-
ties:

'One is causallity - thinking in terms of unitary cause and
effect rather than multiple determinants of behaviouw.
Second is the concern of medicine with parts rather than
wholes. A third point is medicine's concern with what

and how rather than why. And, finally, medicine has dis-
trusted the validity of subjective data. These differences
have contributed to the "outsider" status of psychiatry

in medicine.' ((6), p.286)

In addition he mentions changes in psychiatric therapy and its links

with disciplines outside medicine:

'"The specilalised technique of psychiatry has moved with time
from a medically respected base in neurology to a psycho-
dynamic orientation with emphasis upon psychotherapy. The
peculiar techniques of psychotherapy, which might be called
the wnique skill of psychiatry in medicine, were developed
outside the body of organised medicine and are, in fact,
broadly shared with members of other non-medical occupations

and professions.! ((6), p.285)

As was outlined above similar problems beset obstebtrics, gynaecology,
urology and venereology and the taboos concerning the sexual organs
which had resulted in lesser mortals dealing with problems in these

areas .
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Initially of course these specialties were colonised by members of
the two Royal Colleges but it is interesting to note that all of them
- have, in time, successfully sought and taken separate legitimation.

They suffered from their subordination within the college structure.

The second type of development occurred within general surgery, for
example, orthopaedic surgery, plastic surgery, thoracic surgery,
NeUrOSUrgery - These specialties have chosen to remain within the
College and it may be surmised that they are satisfied with the
service which is given by the college to their interests, suggesting
in turn that they have more legitimation within the coliege than the
specialties of ophthalmology and otolaryngology, among others, were

able to secure.

In medicine, the third category of deveiopment, there has been much
less agitation for separate organisations. Cardiology, nephrology,
neurology, gastroenterology and so on have apparently been happy

with their position while, as mentioned already the specialty of
peychiatry with its tainted background chose to move outside the
college. While the majority of these developments restricted them—
selves to particular areas of the body there are two excepbions o

this, paediatrics and geriatrics, these restrict themselves to par-
ticular age groups in the population. Their position is possibly

less secure than that of the other specialties still within the college.

The final source of specialty development has been through technical
and scientific innovation. This is particularly the case with the
service specialties and all of them have decided to move outside

the old college structure and form their own legitimating bodies,
although anaesthetics has done-this within the Royal College of
Surgeons in the form of a faculty. This latter had the additiomal
early disadvantage of widespread practice by general practitioners.
Ag compared with general medicine and general surgery all other
specialties appear to have suffered some disadvantages and in some

cases conbinue to suffer from them. The main ones are:

T links with inappropriate professional images;
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2. not having patients of their own but acting in a service
capacity for other specialties; and

3. restricting themselves to particular categories of patients
or parts of the body.

1t might be argued that gome of these differences are associabed with
historical circumstances which have little influence upon the present.
While more recent indices are limited it is possible to look at a
numbser of areas which may indicate whether the historical advantages
accruing to general medicine and general surgery influence the nature
of the profession at the present time.. There are three indicators

available which provide some information on this, they are:
a. wmerit awards;

b. the popularity of specialties within the profession
indicated by (i) medical student career preferences
and (ii) the ease with which appointments can be

attained in the various gpeclalties; and

c. studies dealing specifically with the wrelative

prestige and status of the various specialties.

a. Merit Awards

Merit or distinction awards were introduced in 1948 to reward merit
in the National Health Service which prior to that would have been
apparent in differences in salaries from private practice. They

are awarded on top of the basic salary and as Stevens comments:

tThe distinction system was created as, and has remained, an
intraprofessional matter at a very high level. The overall
numbexr of awards is centrally controlled, but decisions on
the allocation of awards are made by an advisory committee
appointed by the Ministry of Health. Thigs committee is in
effect a symposium of the English and Scottish consultant
bodies, including among others the presidents of the three
BEnglish Royal Colleges and senior representatives of the
Scottish Colleges.' ((12), p.213)
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There are four awards and in 1975 they were worth the following:
A+ £7,947; A £6,0304 B £3,540; Cc £1,506.

For the purposes of looking at the allocation of awards between
gpecialties the number of awards at each level have been added together.
These are shown in Table 3.1 (23). It would be a mistake to draw any
definite conclusions from this ranking as at any point in the list

the differences between consecutive specizlties in terms of the per-
centage of awards received are relatively small. However, a number

of broadexr points can be made.

First of all, the first eight specialties are all within the two oldest
colleges of medicine and surgery and the next five specialties either
were in the Royal College of Physicians‘or are still in it, for example,
dermatology. Secondly, the fringe specialties of the eighteenth and
nineteenth centuries are at the bhottom of the list, venereal disease,
psychlatry, ophthalmology, ENT surgery. A number of individual com-
parigong are also of interest. Radiotherapy is higher than radio-
diagnosis, radiotherapists treat patients, radiodiagnosticians do not.
Paediatrics is much higher than geriatrics. Genexal medicine, with
12.9% of consultants has 19.2% of the awards, whereas anaesthetics

with 11.1% of consultants has only 5.7% of the awards. It is difficult
to know what precise inferences can be drawn from these figures. It
has been argued that they reflect to some extent the biases of repre-
sentation on the awarding committees which still accrue to the older
colleges bub this does indicate that in one area where merit within

the profession is visible on a specialty basis the historically advan-
taged specialties still do better than those which have emerged since
then. However, at least some of the following conclusions may be

true:

1. some specialties are more important to the sexvice than

others;
2. some gspeclialties contain more talented people;

3. some specialties are more easily defined in terms of merit

than others;
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Table 3.1. Allccation of Merit Awards in Scotland;71974. (23)

Specialty

Surgical Neurology
Thoracic Surgery
Plagtic Surgery
Paediatric Surgery
General Medicine
General Surgery
Neurology
Paediatric Medicine
Pathology
Microbiology
Dermatology
Haematology
Clinical Chemistyy
Radiotherapy
Ob/Cyn.
Orthopaedics
Dentistry
Radiodiagnosis

Infectious Diseases

Respiratory Diseases

ENT Surgery
Ophthalmology
Anaesthetics
Geriatrics
Pgychiatry

Venereal Disease

% of the

Total Awards

% of % of
Specialty Congultants

With An in the

Awaxd Specialty
133 0.9
72.7 0.6
58.3 0.7
58.3 0.7
53.1 12.9
52.7 9.1
4.7 0.9
43.4 3.1
431 5.1
41.0 3.6
40.7 1.6
40.6 1.9
29,3 1.6
38.5 1.5
34.5 6.6
32.5 4.7
32.2 3.4
30.6 5.7
29.4 1.0
28.9 2.2
25.5 %.0
23.0 3.0
18.8 10.6
18.7 2.8
18.4 11.1

11.1

0.5

Held By

Consultants

in Bach

Specialty

1.8 .
1.3
1.1
1.1
19.2
13.4
1.1
3.7
6.2
4.1
1.8
2.1
1.8
1.6
6.4
4.2
3.9
4.9
0.8
1.8
2.1
2.0
5.5
1.5
5.7
0.2
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4. the allocation indicates the internal status system of
the profession, in view of the fact that the profession is
responsible for the allocation and if this in turn merely
reflects advantages of representation then these also cannot
be ignored as present day indicators of the differential

status and influence of s