QHEAPTER 2: CHCs INVENTED: THE CONSERVATIVE GOVERNMENT 1970-TL

In Chapter 1 doubts were raised about the 1966-70 Labour Government's
enthusiasm for local public representation in the NHS. The situation
with regard to the 1970-T4 Conservative Government is much clearer,
although a2t first sight paradoxical. This Government created a new
institution for local public representation (the CHC) but was in no way
enthusiastic about it.

This apparent paradox can be explained simply. The NHS structure
proposed by Sir Keith Joseph (secretary of State for Social Services)
wesg 80 managerial in nature that it had no place for public representa-—
tion, so either the NHS had to remain without public representation, or
a new consultative body outside the management structure had to be
created. The second alternative was the only politically acceptable
one, as Klein and Lewis note:1

Upward accountsbility (the cornerstone of the hierarchical

structure) is scarcely compatible with accountability to

local communities or professional peers (and if representa-

tive members were not so accountable then what was representa-

tive about them?) But the political consequences were

distinctly uncomfortable, It meant that, following the

magsacre of HMC members which at a stroke removed the largest

element of lay participation in the management of the NHS,

there was a conspicuous abgence of anything remotely

resembling consumer representation in the reorganised

gervice."

CHCs were thus added on to the main structure after it had been designed
but not so late as Dr. David Owen mistakenly asserted - "during the
process of legislation, being grafted on to the Bill."2 Informed
gources claim that initial discussions on CHCs took place in DHSS
meetings on the subject not of public representation but of integrating
local aerviees.3 One of the ministers involved is reported as saying,
"the idea suggested itself as soon ag we had decided to go for unrepre-
sentative AHAs."h This supports Haywood's claim that "the low degree

of priority given to local consumer representation in the reorganisation
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of the NHS is not an oversight and it is a reflection of the lack of
importance attached to it by those who run the service."5

The development of the concept

The Government's planst the idea of CHCs first saw the light of

day in a DHSS pamphlet, National Health Service Reorganisation:

Congultative Document,6 known as the Congultative Document. It was

modified in the White Paper National Health Service Reorganisation:

England.7 CHCs were dealt with in section 9 of the National Health

Service Reorganisation 3111,8 which underwent several changes before

9

the National Health Service Reorganisation Act” was passed. Details

of CHC structure and function were dealt with by statutory instrument
(regulations)10 and DHSS circular (guidanoa).11

CHCs were given scant attention in the Consultative Document and
little in the White Paper, the main concern in these was the NHS
management structure which was based on Crossman's plans but with the
following differences. The regional tier was to be strengthened
making AHAe directly responsible to regional health authorities (RHAs).
All RHA members were to be appointed by the Secretary of State.
Membership of AHAs was to be composed as follows: of a total member—
ship of normally fifteen, nine were to be appointed by the RHA, four
by the local authority, one by the university, and the chairman by
the Secretary of State.12 Finally there would be no statutory tier

at district level, but each district would have a statutory con-

gultative council - the CHC.

The Conservatives' plan, although eimilar in structure to Labour's,
bhad a very different emphasis. The Consultative Document which set
the tone of the Conservatives' stance was unequivocal in its emphasis
upon effective managements "As the document's brief statement of the
Government's proposals for a new health services structure makes clear,

their essence — and their basic difference from earlier proposals - is
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the emphasis they place on effective management. The importance of
good management in making the best use of resources can hardly be
overstated.“13 More specifically its basic credo is as follows
"there should be maximum delegation downwards, matched by accounta-
bility upwards, and . . . a sound management structure should be
created at all lenrels.."“+ This strong emphasis upon chains of
accountability (delegation was always given less emphasis) and
managerial efficiency leaves no place in the authorify structure for
loeal public representation, and the Consultative Document was
strongly critical of Crossman's proposals of giving NHS authorities a
representational characteq,on the grounds that this "would have led
to a dangerous confugion between management on the one hand and the
community's reaction to management on the other."15

The document was extremely vague about the bodies whose job it
was to express the community's reaction to management. Ohly the
following information was given: CHCs were to be established by AHAs,
their members were to be appointed by AHAs after consultations with%a
wide range of interested organisationsj" +they were to be consulted
by AHAs on the development and operation of health services and were
to issue an annual report; CHCs were to be set up to ensure that "in
making plans and operating services, area authorities take full account
of the views of the public they serve.“16

In response to strident criticisms of CHCs' lack of independencs
(discussed below) proposals were put forward in the White Paper for
local authorities to appoint one half of CHCmembership and for the AHAs
to appoint the other half "mainly on the nomination of voluntary bodies
conosrned locally with the NES."'! The CHC role was redefined as "to
represent to the AHA the interests of the public in the health services

in the distriot."18 AHAs were to be given the duty of replying to any




report the CHC might wish to issue and there was to be an annual
meeting between the AHA and CHC.19

While the Government was strengthening the structure of CHCs the
team which wag making detailed Plans for the reorganised NHS was
weakening CHC functions. The NHS Management Study Steering Committee
compriging DHSS officials, Management consultants and academics had in

1971 in its Pirst Tentative Hypotheses laid stress upon CHCs participa~

ting in health service planning20 but when the final report was

published in 1972 (Management Arrangements for the Reorganised National

Health Service - the Grey Book) CHCs were completely excluded from any

management or planning functions, The report dismisged CHCs thua:
"The compogition and function of the Community Health Councils were not
examined since this wasg covered in the White Paper"21 = but the White
Paper made no mention of CHC involvement in Planning,

The first draft of the Bill was similarly vague over CHCs.
Matters dealt with in Section 9 werse: the duty of AHAs to establish
CHCs; the duty of the GHC "o Tepresent the interests in the health
service of the publig in its district," angd the right of the Secretary
of State to Pay expenses to members, Matters delegated to regulationg
by the Bill wers: membership; the appointmsnt of chairmen; proceed-
ings; staffing and financing by AHAs; the right to inspect NHS
Premises; Procedures for CHCs advising AHAs; the publication of CHC
reports and the publication of replies by the AHA.22

The Bill had an unusual passage through Parliament, starting in
the Lords instead of the Commons. This was because of the crowded
timetable of the 1972-3 Parliamentary segsion. The stages the Bill
Passed through wre as follows:
15.11.72, Lords First Reading: no debate23
12.12.72, Lords Second Reading: all speakers criticised the lack of

independence of CHCs, the minister gave an undertaking to improve thia.24
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23.1.73, Lords Committee Stage: the minister agreed to put composition
of CHC membership in the Bill and to make more flexible provisions
for staffing, finance and acoommodation.25
J+2+73y Lords Report Stage: the minister introduced amendments which
made the Secretary of State responsible for establishing, staffing
financing and accommodating CHCs and gave him the right to delegate
this duty to RHAs; he also introduced amendments which provided for
membership appointment procedures to be laid down in the Bill.es
27.2.73, Lords Third Reading?'
26.3.73, Commons Second Reading: a national CHC body was suggastad.28 !
15.5.73, Commons Committee Stage: the minister suggested guidelines |
for CHC aotivity.29 |
12.6.73, Commons Report Stage: amendments were passed prohibiting
cross—membership of CHCs and NHS authorities and permitting the
establishment of a national CHC body.30
19.6.73, Commons Third Reading.o!
5.7.73, Royal Assent.->c
Section 9 of the Act was considerably longer than that of the
first draft of the Bill. There were four major additions: first
the membership composition of CHCs was written into the Aet in con-
siderable detail; secondly cross-membership of CHCs and NHS
authorities was prohibited; thirdly, the Secretary of State was given
the power to make regulations providing for the creation of a national
body to advise and assist CHCs and to perform any other functions as
may be presoribed, and fourthly provisions could be made by regulation
concerning AHAs furnishing information to CHCs. In addition there
were three important alterations — first it was now the duty of the i
\
|

Secretary of State not the AHA to establish CHCs; secondly regulations
were to be made about the elesction rather than the appointment of CHC



—r—————

R RS S S A A A

2o Ll iR

AR e s

- TR, A W

ae——

chairmen, and thirdly the AHA was no longer given the duty of staffing,
financing and adcommodating CHCs.33

The regulations were laid before Parliament (without debate) on
31st December 1973. Their purpose was to "make provisions as to the
establishment of community health councils and the performance of
functions by such councils and for their membership, staff, premises
and e:z;peuuaee."jl+ Departmental guidance was issued in a NHS reorgani-
sation circular in January 197&.35 DHSS officials had been working
on the regulations and guidance for several months, and a draft of
suggested regulations and guidance was circulated in August 1973,
Only a few minor changes were made between this draft and the final
publication.

reactions to the plans: +the original CHC Plans met with at best an

ynenthusiastic and at worst a highly critical responses. 1In the

British Medical Journal the BMA General Medical Services Committee cast

doubts upon CHC offactiven33336 and an article in the Lancet claimed
that CHCs would be inadequate as bodies to represent the publiec
in'terest.37 In a parliamentary debate on the Consultative Document
Mre. Shirley Williams made the following swing%\.ng oriticism; 0

This is the strangest bunch of administrative eunuchs
that any Department has yet foisted upon the House =
a kind of seraglio of the Secretary of State of
utterly -useless and emasculated badies which have no
powers. I am sorry - they can visit hospitals. How
nice for them. So can most of us. They can, if
they wish, produce an annual report, but nobody would
read the annual report because the community health
councils have ho power to affect anything at all.

They are to be appointed, just to ensure that they
are totally powerless, by the area health authorities,

After the publication of the White Paper only one enthusiastic
commentator could be found in the academic press — Malcolm Johnson
of the Nuffield Centre for Health Services Studies at Leeds

University. He said "community health councils, if they are
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developed in the spirit of the White Paper, are a new and exciting
innovation in the NHS. They are an implicit recognition of the
delicate balance of social exchange which underlies +the concept of
socialised medicine."39 Others were still not happy. Peter Draper
and Tony Smart, in a paper published by Guy's Hospital Medical School,
ingisted that "to develop genuine public participation management powers

would have to be introduced.“ho

During the passage of the Bill no member was happy with CHCs -
except the ministers who had a vested interest in them. Dissatisfaction
ranged from outright condemmation of the managerial concept with its
exclusion of public representational maohanisms‘fDOm the management
structure (the official Labour Party line) at one end of the spectrum,
to support for the concept of consultative councils but opposition to
the powerlessness and lack of independence of CHCs as expressed in the

Consultative Document White Paper and Bill at the other end.

Changes in the concept

In response to this concerted criticism several imporiant changes
in the CHC concept were made when the Bill was amended in Parliament.

Heartening though this may be to supporters of the sovereignty of
Parliament the main reason was the Conservative Government's lack of

interest in CHCs. As one minister said "(we had) no fixed ideas on how

(cHCs) should be constituted or how they should work. We were much
happier to make concessions on this part of the Bill than on the

management structure. And it always helps politically to make some

eoncessions."h1 Even so the Conservative Government was in a strong

parliamentary position. It had a majority of 31 in the House of

Commons and a traditional inbuilt majority inthes House of Lords. It
was therefore able to force its NHS Reorganisation hill (and in

particular the section dealing with CHCs) through Parliament without
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amendment if it could be assured of support from within its own ranks

(which it could on this issue.)

The Government was in a position to insist upon any point about

which it felt strongly. Therefore any changes to be made to CHCs

e e el

during the passage of the Bill were either approved of by the
Government or were on matters which it considered to be relatively
insignificant, and it can be assumed that the Government would not give

way on any matters yhich it considered to be important.

Before discussing the actual changes made as the Bill passed

through Parliament it is worth introducing the major protagonists.

ARl i AL o S

The three government ministers with a responsibility for CHCs were Sir

Keith Joseph, Lord Aberdare and Mr. Michael Alison. Sir Keith Joseph

PR Al

who was Secretary of State for Health and Social Services, and in
overall charge of the Bill, is a most unusual politician. Universally
respected for his integrity (if not his wisdom) he is not afraid to

hold unconventional views and is one of the Conservative Party's leading
: theorists. He popularised the "cycle of deprivation™ theory of poverty
and was an uncompromising disciple of the managerialist movement.

When at the Ministry of Housing and Local Government he pioneersd the

s e L e
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development of high rise flats. Never afraid to admit his mistakes

N

(a rare attribute in politicians) he has revised his earlier views on

the advantages both of high density council housing and managerialism.

TS TS

Lord Aberdare who was Minister of State for Health, had the task
of piloting the Bill through the House of Lords. He performed this
task conscientiously but succumbed to occasional outbursts of impatience,
on one occasion accusing the whole House of Lords of being unduely
difficult over CHCs,J+2 and on another accusing Lord Garnsworthy of

"turning a hostile face and thumping the tabla"43 - much to Lord

| Garnsworthy's and the House's surpirise. Mr. Michael Alison, Under
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Secretary of State for Health was, on the contirary, a model of urbanity
and was a skilled debator, on one occasion making Richard Crossman
(no mean debator himself) look decidedly foolish by pointing out with
congiderable irony that in Crossman's plans for a "participatory“ NHB
the medical profession would have the same proportion of AHA members as
would the consumers.

The Government of course was ﬁOt the only agent at work, Her
Majesty's Opposition played a part in the broceedings and its stance

can be evaluated, with some surprising results. More important than

‘the Opposition's activities though were the efforts of a few individual
members who engineered significant changes in CHC structure without
party support. In the House of Lords Baroness White, the indefatigable
ex-chairman of the Fgbian Society, was the most influential member,

She wrung concessions from the Government on CHC establighment, staffing,
finance and accommodation and ensured that membership provisions were
written into the Bill, She also attempted unsuccessfully to get
permissive powers for election of CHC members to be written into the
Bill. She was closely involved with voluntary organisationa,particularly
the National Council of Social Service.

In the House of Commons Mr. Christopher Mayhew ensured that two
fundamental amendments were made to the Bill prohibiting cross-
membership between CHCs and NHS authorities and permitting the creation
of a national CHQ body. He too Tepresented voluntary body interests in
Parliament, being a spokesman fo#fhe National Association for Mental
Health (MIND) from which the idea for a national CHC body first came.

He was one of thoss brave (mot to say foolhardy) Members of Parliament
who have crossed the floor of the House, resigning the Labour Whip to

Jjoin the Liberals.
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under the following headings: establiahment; membership; staff,

finance ang accommodation; terms of reference; ang & national body.

improvementg wbuld be made.éh In the courge of the committee stage
however it s00n became apparent that there were few viable alternativeg
to the AHA ag establishing authority. mTpe two mogt Popular alternativesg

were the loecal authority and the Secretary of State. The Government

was the very lagt thing he should do. There would be grave diffi-
culties if that were to ha.ppen."45 He went on to explain that the
central department could not Poasibly set about finding members, gtaff

and accommodation for 200 local bodies, f
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membership: the debate on membership was far more heated because
there was a greater variety of choice in the matter and it had longer—
term sigrnficance, At Lords' committee stage the minister stated
the Government's commitment to making CHCs representative and then

explained why the AHA had been chosen to appoint membersshT

% The important matter on which we are all agreed is that
£ the community health councils should be representative
3 of local opinion and it has been our thought hitherto

p that it would be easiest and more effective if the

= appointments were actually made by the Area Health

Authority — although we are open to suggestions about
this - simply because within the Health Service, which
is the body in which these community health councils

s will be engaged, this is the most local body we can
find who will know the local conditions.

Falalpa 5l

This is a revealing statement. Appointment by the AHA is certainly
the easiest way but it is difficult to believe that the Government
could congider it to be the most effective way. The Government had
been criticised right from the publication of the Consultative

Document through to the drafting of the Bill on this point and it is
difficult to believe that they would really think it appropriate to

% have a HMC-type appointment procedure for a body which was to represent
§

the community rather than the health service. Such an appointment

procedure would lead to the antithesis of Joseph's"community's reaction

to management™ - it would be "management's appointees' reaction to

management."

The Government was willing to change the Bill but had no ideas
itself on how membership composition should be organised: "We will
put forward amendments on report in the light of the further discussions
we may have today on what the compasition should be.“ha It would
appear from thig that as far as membership was concerned the Government

was not particularly committed at all to achieving genuine local rep-

resentation and just took the easy way out with AHA appointments.
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The minister's statement concerning 504 loeal authority appointmentg -
"this immediately means that the Area Health Authority cannot have a
majority of members on the community health council,"hg = adds further
weight to the hypothesis that the Government thought of the LHE
appointees as "NHS representatives" rather than "community
representativeg”, Furthermore at no stage did the Government con-
sider the Possibility that'health authorities need not appoint any
members to CHCsy i.e. at no stage digd they consider the Possibility

of totally independent membership for CHCs. The argument was fought
on the basig of levels and types of dependence. The appointment of
members by AHAs May or may not have been a deliberate attempt by the
Government to weaken CHCs, but it was certainly something on which
they were willing to give way, if only gradually,

During the Lords report stage the Government moved a series of
amendments which would enshrine the compogition of membership in the
Act (one half local authority, one thirg voluntary body ang one
sixth RHA appointees.) Thig Was very much a compromise because it
still gave NHS authoritieg a great deal of control over appointmentsg

(though it was now the RHAs, not the AHAS). The minister said

to decide amongst themselves which of their number were to make

appointments.51 The minister replied=52

Our intention was that if, for exanple, there were ten
Places to be filled by voluntary bodies, the Tregional

39.
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health authority ang the loeal authority concerned

would nominate ten voluntary bodies, each to put up

one. Thig ig something that we could think aboyt

again but that wag our intention,
The minigter accepted in Principle that voluntary bodies themselveg
could chooge which of them wag to a&ppoint a member but the regulationg
relevant to this when drafted gave the RHAg Cconsiderable freedom of
choice, They had to Prepare listg of voluntary bodies with an
interest in the NHS, and from these lists hag to determine "after
consultation , , . which voluntary bodies ghall be invited o take
part in appointing members.’!53 Then these voluntary bodies had to

determine which of their number were to appoint members, Therefore an

RHA could stil] choose e.g. ten bodies to f£il] ten places ang it coulqd

future date. An attempt by Dr. Shirley Summerskill in the Commong
committee stage to increase the Proportion of logal authority memberg
on CHCs algo failed. One change concerning membership Proposed by a
backbencher was successful, Thig was Christopher Mayhew's amendment
Prohibiting Cross-membership of CECs and NHS authoritieg which wms
accepted without debate or divigion, The proposal was fully in accord

with the Select Committee on Nationaligeqd Industry's conclusion that
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staff, finance and accommodation: the Government's willingness to

rethink over these matters was expressed by the minister in Lords

pI

committee as followss

Finance, premises and staff are again matters which we
wish to look at. I think that we have not got them
quite right at the moment . . .. When we come to

the matters of staff and expenses in general, I am not
sure that the Bill is flexible enough at present with
staffing and premises, which all need considering in the
light of local circumstances in each district.

In the Lords report stage the Government introduced amendments which
It
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would take away from AHAs the duty to staff and finance CHCs.

now became the Secretary of State's duty, which again could be

delegated to the RHAs. Over finance this would make little difference

< g

The Government

to the original intention, and over staffing none.

still insisted that the RHA, not the CHC, would choose CHC staff,
although the CHC would have the right of veto. The minigter said

the Government thought this would work to everyone's advantage: "The

officers concerned would enhance their value to the National Health
Service, and therefore their career prospscts in the service."55

He neglected to mention however that this would be a most effective

way of muzzling potential criticisms of the service by CHCs. It would

not enhance the career prospects of an officer in the NHS to complain

about the actions of his employers, colleagues and peers — a task which

a conscientious CHC secretary might need to undertake.
This was one issue which raised the Labour Opposition in the

Commons from its apathy over CHCs. Its criticisms prompted the

Government to show their hand on this matter and thereby to reveal the

inconsistencies of their pogition. In committee, the Under Secretary

of State said: "I am able to give . . . the specific undertaking that

my right hon. Friend (Sir Keith Joseph) is anxious to secure at all

costs the clear independence of the community health councils . « ..

L.




We do not want to inhibit the community health councils in any way."56
He then went on immediately to break the undertaking by stating that
the RHA not the CHC would choose the CHC's accommodation the CHC only
being "consulted". Sir Keith Joseph himself said about - gtaffing:
"I am . . . asserting that we think that the right staff should be
culled or chosen from people who are in the NHS as a career”57
(emphasis added) and "I should have thought that the career of any
sengible administrator in the health servige ought to include a stint
with a community health council. So far as lies in our power to do
50, we shall ensure that this is the attitude."2C

Their power being not incongiderable they were able to ensure
that the RHA not the CHC was in control of CHC staffing. Under the
regulations the RHA had to appoint a secretary to the CHC who was
acceptable to the CHC,and the guidance lists in order of preference
for the posts: serving NHS officers within the region, recently
retired NES officers and finally "people from outside the NHS with
experience of voluntary work in the health or social services field
who would be interested in holding a CHC secretary post for a
limited period."”’ (emphasis added)

There is a contradiction between the Government's claim "to
ensure at all costs the complete independence" of CHCs and their
attitude over staffing and accommodation.

terms of reference: there was surprisingly little discussion of

this during the passage of the Bill. Apart from the inclusion of a
subsection allowing for regulations to be made concerning the con-
sultation of CHCs by AHABSO the only important thing to emerge wae a
checklist of possible CHC activities given by the minigter during the
Commons committee stage. It was as follows: monitoring the quality

and adequacy of services; oriticism and comment on plans;

surveillance, criticism and monitoring of proposed changes; commenting

L2.




on the extent to which local standerds meteh up to national norms;
patient facilities, waiting liste etc.; catering; acting as a
"patient's friend", and ensuring that complaints procedures work well.

| The regulations however introduced a new retriction over the dis-
clesure of information by AHAs to CHCs. If an AHA refused to disclose
any information requeated by the CHC then the "decision of the

establighing authority (i.e. the RHA) as to whather the information is

rezsonably required by the eouncil in order fo carry cut its duties or
ag to whether the ares authority may regard the information azs confi-
dential shall be final."s1 Thig regulation, the content of which was
not alluded to in Parliament, is a delibsrate and serious limitation

on the potential effectiveness of CHCs. It deprived the CEC of the :

right of ewocegs to the Secretary of State. There is a further problem

in that different RHAs might impoge difference definitions of what is

reasonable.

a national body: +this was suggested first by the Nationszl

Asmociation for Mental Health and proposed by Christopher Mayhew at

el

Commons second reading. Neither the éovernment nor the Opposition
had thought about it, which is surprising considering - both the

Consumer Council's and the Selesct Committee on Nationalised Industry's,

recopmendations about fthe advigability of national hodies, as noted in i
Chapter 1. John Silkin and Timothy Raisin (two unlikely collaborators)
followed up Mayhew's proposal in committee where the minister gave an

undertaking honoured in the report stage that the (Jovernment would.

introduce amendments t¢ enable such a body to be created at a later

stage if desired.
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CHCs defined*

The Act, regulations and guidance provided the Conservative
Government's definitive framework for CHCs. It is as follows:

establishment: it was the duty of the Secretary of State to

establish CHCs. That duty was delegated to RHAs who were expected to
have all CHCs establiahed by the end of April 197#.62

membership: CHCs would normally have a membership of between eighteen
and thirty. Half of the members were to be appointed from each local
authority whose area, or part of it, was included within the CHC's
distriet. It was up to the relevant local authorities to decide
amongst themselves how many appointments each should make. In case
of dispute the RHA had the power to intervene. One third of CHC
membérs were to be appointed by voluntary organisations with an
interest in the health services in the CHC's district. Deciding
which voluntary organisations should make appointments was a convaluted
process which gave the RHA considerable freedom of choice. The
remaining members were to be appointed by the RHA itself, after
consultation.65

terms of reference: CHCs were given the duty to keep under review

the operation of health services in their distriets, make recommenda-
tions or otherwise advise. AHAs and to produce annual rsports.61+
CHCs were given the right to be eonsulted by AHAs on any proposals for
substantial development or variation of health service provision; to

obtain information from AHAs about the planning and operation of health

services as may reasonably be required to carry out their duties; to

*This section, which contains only factual information, is based
upon part of an article by the author entitled 'Community Health
Councils' in Jones, K. (Editor), The Year Book of Social Policy

in Britain 1974, RKP, 1975, pp.101-=118.




enter and inspest any premises controlled by AHAs except staff
regidences and general practitioners' surgeriss; 1o receive writien
replies from AHAs to annual (and any other) reports and to meet the
65

AHA a% least once a year.

gtaff, accommodation and finance:s "the establishing authority (RHA)

shall appoint a person acceptable té the council to act as gsecratary
to the council."66 DHSS guidance made it quite olear that NHS
pergonnel were t0 be given firsi choice for the post of ssorsiary.
"It shall be the duty of the sstablishing authority to provide a
oouncil with such office and othsr acoommodation as that authority
eonsiders neceggary.” The CHC had no right either to reject promises
offered it or to find its own premiszes {but it could find its own
premises if the RHA agraed.)57 "It shall be the duty of the
establishing authority to approve such expenses as that authority
considers may reasonably be incurred by a council. The payment and
accounting facilitisg of the relevant area authority should be used
and & separate bank account should not be necessary.“68

congtitutions members were to hold office for four years sxcept in

the case of firet appoiniments, where half the members were to hold
office for only two yaars.69 Nembership could be terminated by the
appointing body if a member had not attended meetings for & period of
six months. Hembers were not to serve more than twe FSPRSCHE ‘SFrice.
Elections were 4o be held for the posts of chairman and vice-chairman.
CHCs could appoint sub-committees and these sub=comnmitiess could co-opt
up to one half of the number of CHC members serving in each sub-
committee. Meetings were to be held at least once every three months

and the quorum was one third of the membership.70
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Potential effectiveness of CHCs

By the time the Conservatives' plang were finalised CHCs hag
taken the form of fully fledged Consumer consultative councils -
their role was to Tepresent the publie's interests to the NHS
authorities. Therefore the structural criteria for effectiveness
discussed in Chapter 1 (independence, wide terms of reference angd
sufficient pPowers) can be applied to them. As the non-gtructural
ariteria (concerned with the personal qualities of chairmen, offigers
and members, and the councilg! effectiveness in publicising themselves)
are rslevant only to bodies which are in operation they cannot be

used here.

independence: that is total independence from the "industry" in terms

of establishment, membership, staffing, finance ang accommodation.

CHCs do not do very well on any of thege counts. They wers to be ;
established, staffed, financed and accommodated by NHS authorities ;
(RH&s). In addition the authoritbs themselves wers to choose CHC

staff from among WHS personnel (the cHC only having the right of veto,

not the right to choose) and o choose CHC acoommodation (with the ;

CHC not even having the right of veto.) The authorities were to
appoint one gixth of CHC membership and to have congiderable control é
over a further third (voluntary body appointees.) It is true that ’
all thig is congiderably better than in the original plansg where the

AHA had complete control over all thege factors/but it still left

CHCs totally dependent upon NHS authorities. On the Plus side

establishment by RHAs could enable CHCs within a region to have much i
more contact with each other and with the RHA than they might otherwise

have had, but thig is no substitute for independence.
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termg of reference: here CHCs did much better. Their terms of

reference were wide enough to enable them to consider any matters
relevant to the public interest. The duty of AHAs to consult CHCs
on major developments was written into the Act and the checklist of

possible CHC activities given by the minister in Commons committee

and repeated in the guidance gave CHCs as much scope as they needed.

sufficient powers: that is, a statutory right to be consulted, right

of access to the minister, a national structurs with independent
advice and research facilities. CHCs do well on the first of these
factors but no so well on the second. The only right of acess to
the minister given them concerned their establishment, staffing,
finance and accommodation. In the crucial area of disputes between
them and the AHA the regulations gpecifically forbade them right of 4

access to the minister. This geriously weakened thelr powers.

On the third factor the door was left open with permissive powers E |

being given for the establishment of a national body at some future

date.

Overall the potential for CHC effectiveness was mixed. Other
things being equal they were given wide enough terms of reference {

to be effective — but other things were not equal. The CHC's total

dependence upon the RHA for staffing]finance and acoommodation was
not only restrictive from the point of view of public confidence, it
was positively detrimental to independent thought and action, as was
the RHA's appointment of one-sixth of CHC membership and control over
a further third. The denial of the right of appeal to the minister
in cases of dispute again put CHC's firmly in the lap of the RHA.

CHCs therefore ocould only be affective if BHAs and AHAs wanted them

e ———

to be. Even with the widest terms of reference possible a CHC

totally dependent upon NHS authorities and with no right of access
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to the minister could not be effective if the authorities — and the CHC's

own staff- did not wish it to be. This nullifie4 the whole point of
consumer consultative councils. They should be able %o be effective
irrespective of the wishes of the authorities.

Political perspectives

the Conservative Government: in terms of potential effectiveness as

defined here the Conservative Government's final CHC plans were badly
flawed. If the Conservatives were as committed to effective local
public representation as they said they were then the only possible
explanation is that they could find no practicable way of making CHCs
stronger. On first sight this explanation appears to be attractive.
There is a good case to be made for RHAs egtablishing CHCs; in the
establishment timetable which was envisaged RiAs were the only bodies
which could have taken the job over from the AHAs. Secondly it was
realistic to ask the RHAs to staff, finance and accommodate CHCs. A
cage can also be made for the RHA appointing one—sixth of CHC member—
ghip — these members could provide CHCs with valuable expertise -
and an argument can be put forward for the RHA having a co-
ordinating role in the appointment of voluntary body members.

On a close inspection however the picture becomes radiecally
different. The Government broke a ministerial undertaking on the
independence of (HCS by giving RHAs — not CHCs - the power to choose
CHC secretaries and accommodation. There was no technical problem
whatsoeier (as the 1974 Labour Government demonstrated) about allowing
CHCs to choose their own staff and premises. Nor was there a problem

in financing CHCs from central DHSS funds. Even though they only had

delegated powerm by statute the RHAs were given the right by regulations

to have complete control over which voluntary organisations could

appoint CHC members even though the minister had agreed in principle to

48.




the voluntary bodies having the right to choose from amongst their
= ;
own number (and again as later events demonstrated there was no i
? i
i
problem involved here — and even if there had been, voluntary bodies

could have been given the right to attempt to choose from amongset i

themselves in the first instance). Finally the regulations without
parliamentary mandate deprived CHCs of the right of access to the

minister in the cases of dispute with the AHA. All of these actions

Wwere unnécessary curtailments to the potential effectiveness of CHCs.

Having discounted the only explanation completely consistentwith

the Government's stated commitment to creating effective CHCs there

are only two possible explanations left, first (giving them the benefit
of the doubt) that the Conservatives were committed to creating
effective consultative councils but were using an extremely unusual
definition of "effective" or secondly that they were not committed to

creating effective CHCs but preiended that they were.

Were they working with a different definition of "effectiveness"?
This is an attractive possibility, it leaves Sir Keith Joseph's reputa-
tion for integrity intact and fits in well with his advooacy of manager—
jalism so forcefully expressed in the Consultative Document. Management

ig seen as a soientific undertaking where skilled professionals with

no axes to grind make impartial, rationmal, correct decisions taking
long, medium and short term factors into consideration as well as the
relationship between national policies and local circumstances. The
hierarchical authority structure with a system of monitoring and Q
accountability ensures that nothing goes wrong. In this context \
consumer consultative councils are effective if they ensure that (as

the Consultative‘nocument put it) "local attitudes are known and safe-

guards built in". According to this approach any CHC which overtly

disagreed with management would be acting in either a misguided or
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mischievous faghion and CHCs should therefore be made dependent upon

NHS authorities who can guide and educate them. Naive though it is,
this approach is the only one which appears to be consistent with both
the Government's stated commitment and its actions, and it is only
consistent if one considers the breaking of a ministerial undertaking on
CHC independence as an unfortunate aberration.

It is uncharitable, but perhaps more realistic, to affirm the
second explanation — that the Governmeni was not committed to effective
CHCs but pretended that it was. This is the answer which best explains
the initial lapse of memory — forgetting to cresate a consultative
mechanism - and the lack of any complete plans even when the Bill had
been drafted. Furthermore even if the doctrine of managerial
infallibility is accepted there is still no  real argument for refusing
to give CHCs indgpendence, certainly some CHCs might act irresponsibly
during the early days, but if management is always right then surely it
can demonstrate this and surely it is better for management to suffer a
little inconvenience if the reward is public trust in its watchdog's
independence.

The refusal to grant independence to CHCs is all the more baffling
in the light of the Select Committee on Nationalised Industry's
categorical insistence that "only when the consultative councils'
independence is clearly recognised will the great amount of voluntary
effort that goes so ungrudgingly into their working be requited".

The Conservatives, when oreating CHCs, either neglected to take note of
or else ignored the Select Committee's recommendations.

The only sensible explanation of their actions is that the
Conservatives, in spite of their protestations to the contrary, had no
commitment at all to making CHCs effective. Once this explanation is

accepted everything falls into place. After Crossman's promise of
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increased local involvement in the NHS and the 'massacre' of HMC
members in Joseph's plans it would have been politically damaging not
to have ocreated some sort of mechanism for representing local public
interests. The Conservatives could not have done less than they did,
in the Consultative Document they tried to create a totally ineffeciive
body but were forcadrto improve their proposals in the White Paper and
during the passage of the Bill. Even then they only gave way
grudgingly on matters such as membership and establishment and never
gave way at all on such crucial matters as staffing and accommodation.
They engaged in a delicate juggling operation, on the one hand making
political capital (or avoiding politieal damaga) by creating a public
representation mechanism, and on the other hand safeguarding the
sanctity of management by attempting to ensure that public represent-
ation would not interfere with the running of the NHS.

The creation of CHCs was therefore nothing more than an act of
political expediency. If the Conservatives had been wholeheartedly
committed to CHCs they could have created a really worthwhile and
effective system of community representation — but they were not and
did not. It is a pity that such a rare opportunity for creating a
valuable new social policy innovation was not used to its best

advantagse.

the Labour Party:s at the end of Chapter I two possibilities were

discussed concerning the 1966=70 Labour Government's stance: the
Pirst was that their stated principle of local participation might
have ﬁaen merely an expression of political expediency and the second
was that it might have been deeply felt but impossible to operation—-
alige because of the pressure of the medical profession.

Richard Crossman's statements when Opposition Health Spokesman

throw: light on the question. Unencumbered by the necessity for
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diplomacy inherent to ministerial office he came into the open and

said that local authority control was the best answer371

It is easier for me to say this now that I am not in
office but there is, in reason, no case for saying
that the great new local authorities, with very
extensive powers, should not take over the health
service. That would be infinitely more logical.

- It would have solved at one stroke the appalling

[ division between the local authorities and the
health service. There would have been proper
democratic representation; we know why it is not
being done - because the medical profession vetoes
common sense in this respect. (emphasis added)

T

In pasging it is worth noting that Sir Keith Joseph did not contradict
this assertion, he merely stated "and there are financial reasons."72
Crossman's statement is a very firm commitment to local authority
control of the NHS with its "proper democratic representation."
He went on to say "whatever we do will be a compromise which is not
very satisfactory." This helps explain the inconsistencies in the i
previous Labour Government's plans fof a "democratic" NHS.

The situation however becomesmore complicated because of this.

If the Labour Party accepted that whatever happens would be an g

unsatisfactory compromise then its best course of action would not be ;

to wash its hands of the affair but to try to negotiate the best

possible compromiss. - This would have to be done on two fronts:

first by attempting to increase local public representation on the

AHAs, and secondly by striving to ensure that matters concerning CHCs
were dealt with in delegated legislation so that they could be changed ;
without amending the Act on the occasion of Labour's return to power.

The Labour Opposition did attempt, with no hope of success, to achieve
the first of these aims but made no attempt at all on the second one i

(which it could have achieved with ease).

From Labour's point of view two depressing conclusions can be
drawn from the passage of the Bill: first they would have been better

off if no amendments at all had been made to the Bill - the first
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draft was very vague and left almost everything to delegated legislation.
Secondly it was their own members /" efforts led to the Bill being
amended in such an unhelpful way. It was Baroness White who ensured
that membership proportions were written into the Act thereby denying
Lgbour the chance of giving local authority members a majority of CHC
seats and it was Christopher Mayhew who introduced an amendment
prohibiting cross-membership of AHAs and CHCs thereby excluding the
possibility of CHCs becoming de facto district commitiees of AHAs,

which was what the incoming 1974 Labour Government wanted to achieve.73

All was not lost though. The Seeretary of State's duty to
establish, staff, finance and accommodate CHCs was written into the
Act end Labour peers had achieved this. Also the Labour MPs' attack
on behalf of CEC independence did have the effect of bringing out
into the open the Conservatives' intransigence over this.

Overall however Labpour's showing was dismal. Arthur Blenkinsop,
who had been Bevan's Under Secretary in 1946 when the NHS Act was
passed, stated "we battle on in a manful way to try to get modest
amendments made, to make the Bill less disagreeable and to improve
its provisions." ™ - a hollow boast in the light of what they could
have achieved if they had thought out their stirategy and made a
concerted effort. In spiteof its brave words the Labour Party did
more harm than good to its cause. ILabour's commitment to democrati-
sing the NHS could not have been strong and its overall apathy towards
CHCs left it in an embarrassing situation when it came into power
eight monthe after the NHS Reorganisation Bill received Royal Assent

and one month before it was due to be put intc operation.
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CHAPTER 3: A CHANGE IN EMPHASIS: THE LABOUR GOVERNMENT 197k

Changes and proposed changes

The February 1974 General Election which led to the formation of
a minority Labour Government came at a bad time for the Labour Party
with regard to NHS policy. For its policy (expressed in an Opposition
Motion in December 1973) was to "postpone the coming into operation of
the new service pending a full scale enquiry."1 By the time it came
into office in early March the Appointed Day for NHS reorganisation
(1 April, appropriately enough) was less than a month away and it would
not have been feasible to have postponed it.

The Government had inherited the reorganised structure and had to
make the best of what it considered to be a bad job. Mrs. Barbara
Castle, the newly appointed Secretary of State for Health and Social
Services stated on March 18th, 1974 that "the Government was considering
how, within the existing legilation and without overturning appointments
already made, it could move to greater democracy within the structure."

With regard to CHCs the first step the Secretary of State took was

to send a "Dear Regional Administrator" letter asking RHAs not to appoint

any CHC secretaries until the previous Government's guidance had been
a.mended.3 On May 16%h, the Guardian reported that Mrs. Castle "does
not believe that (CHCs) are either strong or democratic enough to
function effectively" and that as a first step to strengthen them
non-NHS employees were 1o be given a chance to become CHC sacretaries.h
Meanwhile in Parliament on May 8th, a question was tabled about
NHS employees serving as CHC members. Mrs. Castle, in a written
answer, asserted that the guidance given by Sir Keith Joseph was too
restrictive. She stated that appointing bodies should not feel
inhibited from inviting NHS employees to be CHC members except with
p)

regard to members of regional and area teams of officers and of DMTs.

Thig was formalised in a second "Dear Regional Administrator" letter on

She
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May 131;h.6 Yet znother circular letter was sent to the RHAs on May

16th,7 which related to CHC secretaries and contained guidance super—
seding that previously given by the Conservative Government. The
basic points aret first that each CHC should choose its own secretary;
secondly that CHC secretaryships should be advertised without restriction;
thirdly that as part of their jobs CHC secretaries should make wide
contacts in the community, and fourthly that a CHC secretary must have
the ability "to represent the views of the CHC resourcefully whilst at
the same time maintaining friendly relations with the officers of the
AHALM

Further guidance issued on May 23rd, stated that: a spokesman of
the DMT should attend CHC meetings whenever asked, to answer questions
in publie session; that CHCs should be consulted on appointments to
AHA membership; that CHCs should have a special function with regard
to hospital closures (to be discussed in detail below) and that CHC
members should be resident in the CHC's district.C

On May 30th, 1974 yet another conultative document, Democracy in

the National Health Service: Membership of Authoritiea9 was published.

This contained proposals for "democratising the NHS" which are as
follows: first that each CHC should elect two of its members (at least
one of whom would be a district councillor) to be appointed to the AHA
and that in single district (unitary) areas the CHC should elect four
members (inoluding at least two district councillors) to the AHA. To
ensure that at least one third of AHA members were local authority
councillors the relevant regional health authority should if necessary
appoint one or two extra councillors to the AHA;

Secondly, "The 1973 Act precludes members of CHCs serving on
AHAs so that unless the Act were amended members elected from the CHC

would bave to resign from the CHC while serving on the AHA§; it would
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be desirable that they should, whenever possible, then be reappointed
to the CHC."10 This convoluted proposal was of course made necessary
by an amendment to the Bill prohibiting eross-membership proposed by a
Labour MP and unopposed by the Labour Opposition;

Thirdly that the Secretary of State should make additional appoint-
ments to BRHAs to ensure that one third of their members were local
authority councillors; fourthly that medical and nursing personnel at
present appointed to AHAs by the RHA afterrconsultation with the pro-
fessions should be chosen by the professions themselves and that similar
arrengements should be made with regard to the RHAs; fifthly that two
members should be appointed to each RHA and AHA drawn from NHS staff
other than doctors and nurses; and finally "the Government considers
that there should be a national council, with a budget drawn from
central Government funds, to advise and assist CHCs.“11

Not all of these proposals were put into practice. In July 1974
the Secretary of State announced that one third of RHA and AHA members
should in future be appointed by local authorities and that two non—
medical non-nursing staff should be appointed to RHAs and AHAs.12
The recommendation in the consultative document about CHCs electing
members to AHAs wae dropped after strong criticism, not least from among
the QHCs themselves. As a way of inecreasing communication between CHCs
and AHAs guidance was issued agking AHAs to invite one member from each
of their CHCs to attend AHA meetings with the right to speak but not to
vote.13

The Government's decision to promote a national council for CHCs
at first met with a mixed response from the CHCs themselves. The

national advisers to CHCs which the Government appointed, Lady Marre and

Councillor Ken Collis, found that some CHCe were strongly against the

idea. (their criticisms have finally been overcome and a National

Assocation of CHCs was formally established on June 15th 1977).
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Implications

These changes were made during the process of establishing CHCs
and one of the major effects was a psychological one. In press
releases, interviews with journalists and in the consultative document
ministers emphasised the importance of CHCs. This brought them into
the limelight and enabled CHCs, if nothing else, to feel important.

The implications of the changes for the actual functioning of CHCs were
however mixed. On the plus side, apart from the Government's good
intentions, ﬁeres thé open advertisements for the secretaries' posts;
the emphasis upon the community orientation in the secrstaries' job
description; the extra links with the DMT and AHA, the appointment of
national advisers, and (although not to be discussed here) moves towards
setting up a national council. On the minus side was the new "special
function" of CHCs with regard to hospital closures.

CHCs, pluses: open competition for the post of CHC secretary was

perhaps the most important single step the Labour Government took to
make CHCs potentially more effective. The only job definition hinted
at by the outgoing Conservative Government related to the career pros—
pects for CHC secretaries within the NHS and to working relationships
between the CHC secretary and other NHS personnel.1h The incoming
Labour Government placed an emphasis upon the CHC secretary working
within the community; ”GHGQ may expect their secretaries to maintain
links with every section of the community, to attend meetings of
voluntary associations when invited, to have regular meetings with trade
unions and other types of local organisations and generally to collect
views about the working of local health servicas.“15 Given that the

duty of CHCs is to represent local public interests in the NHS this

approach is all to the good.
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The new links with the DMT and the AHA were also a valuable
addition because no such links had been previously specified.
Previously it would therefore have been possible that the DMT might
have refused to send a representative if asked and it would have been
highly likely for any AHA to refuse to allow a CHC member to speak on
request at their meetings. This formalising of links with the DMT
and AHA was bound to increase communication between the CHC and the
health authorities and therefore (hopeﬁully) also to increase the
potential for effective public representation.

The appointment of the national advisers was & useful step in
enabling communication to take place between CHCs in different regions.
Communication between CHCs within regions was helped by the series of
seminars the RHAs had been asked to undertake and the advent of the
advisers, travelling from region to region collecting and disseminating
ideas, was of use in enabling much wider cross-fertlisation to take

place.

CHCs minuses:* on the other hand the "special function" which the

Labour Government gave CHCe with reference to hospital closures is a
recipe for damage to CHCs' potential effectiveness as representatives

of the public's interest. This is not to say that a special function
with regard to hospital closures could not have been defined which would
have enhanced CHCs' potentizl effectiveness. If the AHA's duty to
consult all interested bodies had been delegated to CHCs (along with
sufficient funds to carry it :out effectively), if CHCs had been given
the opportunity to investigate thoroughly any possible alternative
policies and if the CHCs'final decisions were binding upon the AHA the
CHC could perform a very useful role in representing the public interest.
The actual "special function" created, however, put CHCe in a double

bind situation.

*This gection is an extended version of part of an unpublished paper the
author gave at the Social Administration Association Annual Conference
in 1975 entitled The Concept of Democratic Involvement in Health Care.
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The function of CHCs was made explicit in the consultative document

thu==16

At present all closures are subject to specific

authorisation by the Secretery of State. In future

when the CHC accepts the proposed closure this

authorisation will not be required. If a CHC wishes

to object to closure then it will be expected to make

a detailed and constructive counterproposal, with full

regard to the factors, including restraints on resources,

which have led the health authorities to propose the

closure.
This is an invidious move which saves the health authorities a great
deal of trouble and puts the CHC in a difficult situation. Prior to
this new instruction the health authorita, had to undertake exhaustive
consultations with interested parties and of course had to submit to
muich local critcism if it decided to close a hompital.

It is now the CHC which has to undertake these consultations.
It is the CHC which is blamed if any interested party is not consulted.
The CHC now gets the blame if it agrees to a closure (and in so doing

automatically prohibits any interested group from its last line of

defence to the Secretary of State whose specific authorigation is no

longer necessary). In addition the CHC has to finance the consultation

from its own budget.

So the CHC is in an almost intolerable position as "representative
of the local public's interests" if it agrees to a closure. Yet if it
does not agree then "it will be expected to make a detailed and con-
structive counterprppoaal? Even if the CHC could find the money)the
information and the professional personnel and could, in the limited
time available, put forward a detailed and constructive counterproposal

it still would not have the power to stop the proposed closure.

Klein and Lewis give the reason for this move as follows: "The
NHS authorities were given a direct incentive to consult CHCs about

hospital closures — always a contentious issue, likely to stir up local
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passions - in order to avoid the long delays involved in seeking DHSS

sanctions.“17 (emphasis added) Dr David Owen who played an important
part in creating this special function justified it as follows: "It
was said that councils would never agree to any closure - yet up and
down the countfy, community health councils are agreeing," and "when
opposed closures to hospitals for instance come before Ministers -

community health councils can be sure that ministers will read carefully

what the community health council says if they pnt up sensible

alternatives = as the final arbiters min®ters must look for a reasoned

gensible case with an alternative costed 0ption.“18 (emphasis added)

That this burden be imposed on CHCs in the name of "Democracy in
the NHS" and "strengthening Community Health Councils" is utter
hypocracy. It would have been easy, as noted above, to have given CHCs
a role concerning proposed hospital closures which would have enhanced
both local public representation and the local service provided by the
NHS. A role such as this would have been an important step towards
strengthening CHCs. The "special function" which was actually created
put CHCs into a position where they could not win and left AHAs in a
position where they could not lose. The Labour Government had with
regard to hospital closures enabled AHAs to abrogate their responsibility
and had taken away from CHCs the power to do their duty - represent the
public interest. Thus the Labour Government, just like its Conservative
predecessor, was willing to strengthen the hand of management at the

expense of community representation.

implications for local public representation: CHCs had been strengthened

in some respects and weakened in others. But over and above this AHAs
had been given a representational — or more appropriately a quagi-
representational — status. Additional local authority councillors were
appointed to AHAs (and RHAs) so that one third of members were " elected
representatives". Labour's original reorganisation plans envisaged

representational authorities but no consultative councils; the
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Conservatives proposed non—-representational authorities and consultative

councils and the 1974 Labour Government provided the NHS with both
representational authorities and consultative councils. This is a
recipe for confusion.

The Labour Government's stance

As noted at the end of Chapter 2 the Labour Party when in opposition

took very little interest at all in CHCs. Even when coming into power
it was much more interested in the RHAs and AHAs and by introducing new
regualtions was able to ensure one—third local authority representation

19

on them.

It did start to take anactive interest in CHCs though, for as Dr
David Owen said "when the Labour Government took office in 1974, three
weeks before the appointed day for reorganisation, a basic decision was
taken to strengthen and enhance the role of the community health
councils."zo It had an uphill task because as noted above its lack of
vigilance while in opposition left the Act prescribing in detail the
parameters of membership and proscribing crogs—membership of CHCs and
health authorities. The proposals in the "Democracy in the NHS"
consultative document for CHCs to elect members to AHAs suffer because
of these restrictions. There was therefore little it could do to
strengthen CHCs and although it took some useful steps iT  undid wuch
of its good work by imposing upon CHCs the '"special function" with
regard to hospital closures.

It is perhaps unfair to judge Labour's commitment to local public
representation just on the evidence of its approach to CHCs. It could
make more substantial gains by tackling the seats of power (the RHAs
and AHAs)which it did, and it was never in favour of CHCs as such.

But, given the political realities of the situation - that further

structural change in the NHS was not feasible (and that the medical

profession would anyway veto local authority control) - it is surprising

that the Lebour Government actually went out of its way to weaken CHCs
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on the fundamental issus of hogpital closure. Not only were CHCs

put in an untenable position buit their public image {crucial for a

consuner consuliative body) was bound to suffer when hospital closures

were being discussed -~ whatever they did.

The Labour Government took some steps to snhance and some steps to

reduge CHC effectivenssa. This very inconsistency is the one consisitent

attribute of the Labour Party towards local public representation.

Right from Crossman's "participatory"” NHS with equal representaiion for

the community and one group of NHS workers (doctors), through its

vacilating approach to CHCs ‘wheﬁ in Oppesition, to its contradictory

actions . when in office the Labour Party hag been consistently

incongistent.

Both Labour and Conssrvative parties, while in government and in

opposition, have acted short-sightedly and inconsistently over CHCs.
In so doing they have between them created an institution which is
flawed and lacking in potential effectiveness. By taking a minimal

amount of trouble they could have ensured that CHCs were potentially

i
i
i
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much more effeciive. CHCs may eventually become effective bodies,

but if they do it will be more in spite of than because of the actions

of their governmental orestors. B




