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1) INTRODUCTION

This pamphlet was first published 3 years ago by the
Merseyside Communist Party. At the time we said that
“there was a need, not only to outline some of the
problems of our Health Service in Liverpool, but also
to start to make a fightback for the conception of a
Health Service that was modern in the best sense, and
stressing the need for health education and preventive
medicine.”” We hope this edition will play a similar
role.

We believe that health is fundamentally a social issue.
Poor health stems from a range of factors — social
and economic — as much as biological. Health care
should mean promoting good health and preventing
illness — dealing with the causes of ill health — rather
than just treating its effects. In a decent service, com-
munity care, health education and decent living condi-
tions are as important as hospitals, technical expertise,
drugs and machinery.
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A Worker's vy

TV« =~ Forthe stain on the wall of our flat

Speech to a
Doctor

We know what makes us i1l
When we are 1l we are told
That 1t's you who will heal us.

For ten years, we are told

You learned healing 1n fine schools
Buult at the people’s expense

And to get your knowledge

Spent a fortune. .

So you must be able to héa/

Are you able to heal?

When we come to you

Our rags are torn off us

And you listen all over our naked Jolele)%
As to the cause of our iliness

One glance at our rags would

Health is something that concerns everyone, not just
specialists, whether they be consultants, administrators

or researchers. The NHS is a public service, which we
all rely on and pay for, but it is deeply undemocratic.

Basic decisions about health care are made by a very
small group of people — both at a local and a na-

tional level. We believe that the health service should

be more accountable to the population at large, both

the people who use it and all those who work in it.

We believe this is right both as a principle and to en-
sure a decent standard of health for everyone.

Liverpool’s situation generates a whole range of
distinctive health problems, which places a big strain
on resources. Many of the effects of poor social condi-

tions are not understood. They are seen as seperate’

from their social context and treated as a range of dif-
ferent, unrelated health problems, such as depression
and alcoholism. The result is sometimes to blame the
victim of ill health for leading an unhealthy life style,
rather than the underlying causes of poverty.

In recent years there have been many studies showing
the link between broader social factors, such as
unemployment, and poor health. The best known and
in many respects the most significant was the Black
Report, whose findings and proposals have been
systematically ignored by the present government.

The Black Report showed that in every way working
class people fare worse than their counterparts higher
up the social scale. In addition unemployment takes
its toll on health in terms of depression, heart disease,
death from illness and suicide.
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Tell you more. It s the same cause that wears out
Qur bodies and our clothes

The pain in our shoulder comes -
You say, from the damp; and this is also the reascn

So tell us:
Where does the damp come from?

Too much work and too little food
Makes us feeble and thin

Your prescription says.

Put on more weight

You rmight as well tell a bulirush
Not to get wet

How much time can you give us?
We see: one carpet in your flat costs
The fees you earn from

Five thousand consultations

You'll no doubt say

You are innocent. The damp patch
On the wall of our flals

Tells the same story

Bertold Brecht



a) Unemployment

Liverpool’s health services operate in a city that’s
become a symbol of urban decay. Long term industrial
decline has led to mass unemployment.

In the 50's and 60's many multinational firms moved to
Liverpool to take advantage of government grants. Soon
ster they shut up shop leaving even higher
anemployment,
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Between 1978 and 1982 unemployment in Liverpool
rose from 12.8% to just over 20%. Much of the
unemployment is long term. Nearly half the people
unemployed on Merseyside have been out of work for
over a year,

Only 7% of Liverpool school leavers last summer ob-
tained jobs.

The 1981 census showed that unemployment in the
four inner city wards of Abercromby, Everton, Granby
and Vauxhall was running at around forty percent. If we
take account of the many young people on temporary
schemes and the married women who don’t bother to
register for work then the figure will climb even higher.
Many of the outlying districts such as Croxteth,
Netherley and Speke face similar problems.

All this has a great impact on the demands placed upon
the health service;

b) Housing
and
Planning

Against the background of persistent mass unemploy-
ment, a devastating range of social problems mark out
Liverpool, even from most other big cities. The slum
clearance programme of the 50’s and 60’s remains a
monument to bad planning. Its legacy is a combination

P-.2 of vast open spaces in the city centre, with tower blocks

and perimeter estates in areas like Speke, Croxteth,
Netherley and Kirkby, which are some of the worst ex-
amples of concrete jungle in the UK.

The reaction against the major building programmes of
the past has been almost as damaging. Left with a large
and deteriorating stock of council housing, the recent
ruling coalition of Liberals and Tories called a complete
halt to new council house building, ran down the coun-
cil’s direct labour force responsibie for construction and
maintenance of council housing and encouraged the
sale of council houses to tenants. Inevitably the only
takers for this were tenants in the better stock of hous-
ing. Meanwhile thousands were left living in appalling
conditions.

In the past people have taken to destroying flats in
desperation to be rehoused e.g. the ‘Piggeries’ and parts
of Netherley. A more positive innovation has been the
emergence of housing co-ops, which have provided
tenants with some opportunities to control and change
their housing conditions.

The newly elected Labour Council has pledged itself to
a major programme of council house building and a
package of repairs and improvements in selected priori-
ty areas. This is welcome. But sadly the Labour Group
have shown few signs of wishing to involve the people
in deciding on what the priorities are and how council
housing should be built and managed. Their decision to
cut back on funding to housing co-ops suggests a lack
of interest in opening up planning to local people. In-
deed there are worrying signs that some of the old ‘boss
politics’ attitudes of the 50’s and 60's still operate —
and that would be a recipe for disaster.

The attempts of central and local government to cope
with the problems have been cosmetic at best and
more often disastrous. The combination of inner city
partnership funds devoted to environmental improve-
ment with a battery of MSC schemes has turned into a
sick joke. Generation after generation of young and not
s0 young people have been employed planting trees,
laying turf and concrete in an absurd ritual which has
given Liverpool more trees and less jobs than any other
major city in Britain.
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c) Population

One result is that many people have moved out and the
population has fallen rapidiy. This tends to break up
traditional tamily and community ties. Many young
couples have moved to the suburbs only to encounter
the same problems again.

Liverpool Population

1961 745,750

1971 610,113

1981 513,722

1997 456,500 (projected)

The drop in numbers conceals important changes in the
overall population structure. By and large it is the more
affluent sections who move out, while the poorer and
older sections of the community remain.

There has been a steady rise in the proportion of older
people in the population. The 1981 census showed that
there were:

* 90,000 pensioners in Liverpool

4 out of every 10 households contain at least one
pensioner

* the number of households consisting only of
pensioners has doubled in recent years.

Future predictions estimate a continuing rise in the pro-
portion ot elderly people in the population, especially in
the over 75 age group.

When planning health services, estimates of future
population are important. If the future population is
underestimated this can lead to serious underfunding of
health services. There are reasons to believe this could
happen here. There were 15,000 more people in May
‘83, living in Liverpool, than predicted by the 1981 cen-
sus. It this continues the 1991 figure could be a serious
underestimate. There are several reasons why the fall in
numbers might slow down: -

* nationwide unemployment means there are no
j0bs to move to

* the decanting of people to new towns like
Kirkby and Runcorn has come to an end

" people are beginning to move back into the city
from outlying areas.

Whatever the reasons it matters to the local health ser-
vice. 20,000 more people could mean several million
extra pounds are needed during that time.

This introduction sets the scene for this pamphlet. There
are no magical solutions. We need to fight against the
social causes of ill health in Liverpool. Elsewhere the
Communist Party has put forward policies on issues

such as housing and employment, which we believe
could begin to tackle these problems. In what follows
we focus on the ‘narrower’ dimension of health in
Liverpool, set against this wider social background.

| l Some indicators of the problems facing Liverpool from a report to the City Council by the Director of Social l

Services.

INDICATORS — all figures are percentages LIVERPOOL MERSEY REGION ENGLAND & WALES
Unemployment male 216 14.8 10.2

Unemplovment female 8.9 6.2 4.5

Overcrowding tmore than one person per roony 5.6 3.7 : 3.4

Lackingssharing baih 5.1 3.1 3.2

No car 61.8 43.4 38.5

Pensionable age 18.5 16.7 17.7

Over 75 5.9 5.3 5.8

Pensioners living alone 304 29.5 29.1

L Al poputation living alone 9.0 7.4 6.6 J
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2) HEALTH CARE PRIORITIES

Hospitals dominate the Health Service. They get most
of the money — 60% of NHS spending goes to the
hospital sector, while less than 10% goes on general
medical services. They also get the attention and the
prestige. Within the hospitals the ‘high tech’ medicine
and specialities get a disproportionate share of
resources. People will give their last penny for appeals
for lasers and body scanners (there is a big profit for
someone in these). Meanwhile conditions on geriatric
wards are often dire.

The hospital domination is particularly true of Liver-
pool. It is a ‘Teaching Authority’ — doctors are train-
ed here — and there is a concentration of specialist
facilities in the city. Patients come to Liverpool from a
very wide area for treatment. As a result Liverpool is

seen as a ‘wealthy’ area in health terms — ‘overbedd-

ed’ and ‘overfunded’. Meanwhile a range of basic
needs go unmet, despite our reputation for relative af-
fluence in health facilities.

Money and the NHS

The cost of the National Health Service has become an
important area of controversy in recent years. Increasing
demands for health care have come up against govern-
ment attempts to cut public expenditure. One result is
major financial pressure on the Liverpool Health
Authority.

There has been an increasing demand for health care
ever since the NHS was founded. Higher standards of
health mean that people demand more than they would
have done in the past — a question of rising expecta-
tions. Improved health and general living conditions
mean that people live longer. In particular there is a ris-
ing proportion of people over 75. These and the elderly
in general place extra demands on the health service.

Finally there are pressures inside the health service for
higher spending. Advances in medical technology such
as transplant operations lead to pressure for new expen-
diture in ‘high tech’ fields. Those placing these demands
— highly placed consultants and specialists are more
likely to get their demands met because of the influence
they wield in the NHS and their ‘clout’ with public
opinion, '

In tact, the debate within the NHS has not focused on
how much the service should get as a whole but on
who gets what and where.

One attempt to try and share out the national cake on a *
more equal basis was set up several years ago. It was
called the Resource Allocation Working Party or RAWP
for short. It tries to assess an area’s needs, looks at the
resources available and then allocates the cash RAWP
has hit Liverpool hard.

RAWP measures needs on the basis of an area’s popula-
tion and the number of deaths (mortality). The general
level of ill health (morbidity) is not taken into account.
The RAWP formula also ignores factors like social class,
unemployment and poor housing.

Liverpool has a relatively large hospital sector — which
weighs in the balance against it — despite the important
gaps in other areas of the local health service. In short
the social problems of Liverpool and the artificial effects
of being a Teaching Authority do not figure adequately
in the final reckoning.

Apart from the conflicts over funds between different
Regions and Districts, different sections of the health
service are potentially in conflict over funds. Over the
last 10 years or so different governments have made a
commitment to channel more resodurces into health care

in the community as against hospital care. This commit-
ment has tended to remain one on paper. There are
various reasons for this. The structure of the health ser-
vice creates problems, since many services affecting
community health are run by local councils not the
NHS. So local health authorities make loud noises
about the importance of community care, but do little
about it, using the council’s inaction as their alibi.
Similarly the local council will blame the government or
the health authority for shortcomings in community
care.

Apart from the structural problems of transferring

resources to community care, there are important in-
stitutional obstacles. As we indicated above, the most
powerful lobbies over finance in the NHS tend to be
senior hospital consultants and specialists. GPs, health



visitors and social workers wield relatively little power in
the heirarchy of the NHS. The result is that finance
stops short at the gates of the hospital.

Last, but in many ways most important, is the national
context. It is no accident that community care became
a popular phrase in Government circles at the same

time as major spending cuts were being introduced. In
many instances, professed support for care in the com-

munity, has simply served as an alibi for cuts in the
hospital sector and forcing families, i.e. women, into
looking after sick relatives.

This is particularly the case under the present Thatcher -
Government. A climate of financial stringency and cuts
is not a favourable one for negotiation over a major shift
in resources. As far as the right is concerned, they
prefer talking about community care to providing it.

3) WHO RUNS THE NHS

We pay for the NHS. As a public service it is meant to
be run in the interests of the people and to be ac-
countable to us. But we will argue that local services
are run by organisations that are both undemocratic
and unrepresentative.

The DHSS is responsible for national control of the
NHS. Local decisions are made by Regional Health
Authorities (RHAs) and then lower down the scale by
District Health Authorities (DHAs). The consumers’ role
is taken by the Community Health Councils, but these
have little power.

Let’s look at the Regions first. These are split into a team
of full-time officers who are subject to the decisions
taken by the Authority’s lay members. But these
members are not chosen democratically. They are
directly appointed by the DHSS nationally and tend to
consist of a mixture of senior medical staff, local
political worthies and businessmen. '

A (small) minority of places are given to councillors and
trade unionists. Local people have no control at all. The
key decisions tend to be taken by the full time profes-
sional team as the lay members bow to their ‘ex-
perience’ and their ‘judgement’. These full time officers
are part of the same group, the same class, of hospital
doctors and specialists who wield large power in the
NHS.

The District Health Authorities follow a similar pattern

o full time professional team advising a group of lay
members. This time the Region directly appoints the lay
members. A case of the appointed making their own
appointments in their own image. Once again a minori-
'ty of places are reserved for four representatives of the
City Council and one from the TUC. The Chairperson is
paid and appointed by the DHSS.

In Liverpool, the Chairperson of the DHA lives on the
Wirral and is a former Chairperson of the Wirral Con-
servatives. Only about half the members live in Liver-
pool and hardly any in working class or inner city areas.

It is a fairly secretive body. Ironically, because the
members are unused to the glare of publicity and the
pressure of public opinion, it is susceptible to a degree
to being influenced by protest and argument. Meetings
of the Liverpool DHA takes place on the fourth Tuesday
of every month at 4.30pm, in the Senate House, Liver-
pool University, Abercromby Square.

This present structure of the NHS was settled in 1982

when the government said it was scrapping a layer of
bureaucracy to bring the health authorities closer to the
people. The undemocratic nature of the health service
made a mockery of this claim. It merely gave the
government the chance to weed out ‘radicals’ from
health authorities and introduce more acceptable
nominees,

It also meant a disruptive admunistrative re-organisation
as boundaries were changed and management shitted
around. In Liverpool the outcome was disastrous.

)

. “I think the Department feels that the Chairperson’s job
requires a less distinctive uniform.”

The city now has one set of lay members but two sets
of officials. One team of professionais looks after the
Eastern part of the city, another team the centre and
southern parts of the city. The unnecessary bureaucracy
remained.

In the North end it becomes even more ridiculous.
Here the health services are in two districts at once. The
Liverpool district looks after community services ...
another district is responsible for the hospital sector. In
fact nowhere on Merseyside do health boundaries coin-
cide with those of local councils. This obviously means
more and more officials have to take partin every at-
tempt at joint decisions. _ p.5



.Power in the NHS
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4) COMMUNITY HEALTH COUNCILS

Given the undemocratic nature of the NHS, bodies tions and the TUC. Meetings are usually held monthly
which can represent patients are especially needed. at the CHC premises and are open to the public.

The most important of these are Community Health

Councils (CHCs).

The CHC is a starting point for individuals who wish to
complain about their treatment. But they are much
more than this.

I.‘.ive:fpool Community Health

Councils
They are the major focal point for consumers when the
NHS is under attack. They are in the unique position of - Liverpool Central/Southern CHC, 57, Whitechapel, Liver-
watching health service developments on the con- pool 1, Tel. (051) 236 1176.
sumers’ behalf. The DHA decides when and how )
money should be spent, but they have to consult with Liverpool Eastern CHC, 648, Prescot Road, Liverpool 13.
CHC's about any changes in the service. So far as Tel. (051) 228 5139.

hospital closures are concerned — if the CHC doesn’t
agree — then the DHA has to go to the Secretary of
State for permission. A good CHC won't just react to
proposals from the health authority it will be busy work-
ing out its ideas for future developments within the ser-
vice. Liverpool CHC’s have been involved in many
campaigns for new services. They're also an important
source of information. CHC's receive a great deal of in-
formation and documents that can’t be obtained from
other channels.

Liverpool Central and Southern Community Health Counc]

Who Serves On The CHC?

The Secretary and his/her assistant are appointed by the
Health Council; they are the only paid staff. As the CHC
is funded by the Regional Health Authority, it can take
an independent, critical view of the District.

e
*
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The CHC is made up of 22 members, these being a
combination of appointed representatives of Liverpool

City Council and some elected by voluntary organisa- Photo: “‘Health Matters”, Liverpool Central & Southern CHC.
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5) PRIMARY CARE -

'COMMUNITY HEALTH SERVICES

Primary care is the patient’s first point of contact with
the health service. This is more likely to be a GP a
health visitor or a District Nurse, but there are other
professionals, who now make up what's called the
Primary Health team. These include physiotherapists,
occupational therapists, psychologists and social
workers,

At present primary care and community health ser-
vices have little muscle and only a small share of the
NHS financial cake. We would like to strengthen
primary care teams by making them the focal point of
the health service, reaching out into the community
and providing a bread range of services. In cities like
Liverpool, health centres could provide a basis for this
kind of care, incorporating many community health
services (see below) and being seen to be accessible
and available to the community.

However, health in the community involves far more
than just health services. It involves everything that
goes to make up that state of mental and physical well
being, described by the World Health Organisation:

World Health Organisation Definition of Health;

“A state of complete physical, mental and social wellbe-
ing and not merely the absence of disease or infirmity.”

There are some striking shortfalls in community health
services. Liverpool has, for example, a poor record of
dental health. Fluoridation is still a thing of the future. It
could save millions of teeth from decay and has done in
areas such as Birmingham where it has been introduc-
ed. Little effort is still being made to increase basic
knowledge of the causes of decay and gum disease and
to involve people in their own dental care. There is a
case for every health centre and child welfare clinic to
have its own dental hygeinist, if not dentist, as part of
the health care team.
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"So much for

radical experiments
sin primary care in
the imner city."”

Chiropody is in short supply, with waiting lists of over
six months for those desperately in need. Indeed it is
only available free to the elderly, pregnant women,
disabled people and children. The situation becomes
more serious as the proportion of elderly people
increases.

Health Education in the official sense, is virtually non-
existent, if we compare it with the lively and im-
aginative schemes run elsewhere by Health Education
Departments. For example Fulham has just run a health
week in a local factory with films and discussions pro-
vided in the lunch break and in work time. In Edin-
burgh, the Health Education Department runs a shop
front in a main street and recently helped organise a
Women’s Health Fair in the city.

The Primary Care
Team

Health Visitors

The job of a health visitor is concerned with preventive
medicine. They visit the young, the elderly and those -
with young children to monitor their well being. Their
aim — more than that of any other health worker — is
to reach those who do not necessarily use the health
services. They are vital in the bid to encourage ante
natal care, immunisation for children and supporting the
elderly or families under stress.

It is the elderly who tend to miss out when health
visitors are in short supply and this will become an in-
creasing problem. At present Liverpool Health District
has 18 health visitors/100,000 people. The national
average is 19/100,000 and the target for the UK is
30/100,000 although this seems unlikely under the pre-
sent government.

The health visitor's work tends to be very much on an
individual one-to-one basis. This is partly due to the
reluctance of many older GPs to work as a ‘team’, but
also to the traditional view of health care as being an
individual thing. There is a need for a more collective
approach, and where groups have been set up, eg for
post natal depression, they have been shown to be
valuable in overcoming isolation and promoting self
confidence among clients.

Happily even in Liverpool, which seems to be rather
backward, there is an increasing tendency for primary
health care workers to be based under one roof at GPs’
surgeries or Health Centres. Only by encouraging health
workers to work together in this way can real com-
munication be established between them. In addition,
since much of these workers’ time is spent visiting peo-
ple, there must be incentives in the form of the means
to do this, and to do this safely, wherever they may be.

This may mean cash, insurance, etc. p.7



General Practice

A simmering crisis looms over General Practice in
Liverpool:

Up to one third of Liverpool's GPs may retire in the
next ten years and many practices are single handed
and situated in decaying premises:

OCTOBER '82 PERCENTAGES LIVERPOOL
Single handed GPs 17

GPs in groups of five or more 11

GPs over 55 47

GPs over 65 15

GPs over 75 5

At present Liverpool GPs have less hospital experience,
and less access to GP beds than the national average.
They have no access at all to GP maternity gbeds, a
facility that may be crucial to attracting young, keen
doctors in the future.

Practice premises too are a problem and the Health
Authority has no control over their standard. A
watchdog committee of GPs {the Local Medical Com-
mittee) has power to inspect them, but actually getting
doctors to renovate their surgeries ... even to put in
washbasins and toilets, can take years! This is a national
problem which will have to be remedied if the stan-
“dards of General Practice are to be raised.

Too many GPs rely on the deputising services (Liver-
pool Locums) as a matter of routine. This goes against
the idea of the personal and continuing care-which GPs
are supposed to provide for their patients. And the
deputising doctors are themselves often overworked
hospital doctors trying to make more money.

Much of the postgraduate training of GPs is funded by
drug companies for lack of any other provision. This
may be good public relations for the drug companies
but tying doctors to drug companies might not bring
long term benefits to the health service.

On the bright side some GPs are making efforts to pro-
vide a patient-centred service and even to involve pa-
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tients in the practice (see later). However this is still on
an individual basis, with no incentives from the Govern-
ment or Health Authority.

The Communist Party favours a salaried service for GPs.
While such a change could not be introduced over-
night, there is a good case, NOW, for a well paid, at-
tractive, salary option in inner city areas of towns like
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Liverpool. Such a measure is immediately practical and
could be linked in with the General Practice Depart-
ment at the University.

Health Centres

There are now 8 health centres in Liverpool District:
Great Homer Street, Bousfield Street, Netherley, Princes
Park, Toxteth, Old Swan, Vauxhall and Abercromby
(which has recently opened). Edge Lane is nearly com-
pleted, as is the new health centre at Belle Vale.
Pressure from the local community has produced a mini
health centre in Nelson Street, funded by Inner City
Partnership money, which is also due to open in the
near future.

Even with these developments, the proportion of GPs
working in health centres is far from the national

average.

Percentage of GPs working in Health Centres

LIVERPOOL A 12
CHESHIRE 18
ST HELENS & KNOWSLEY 27
WIRRAL 31
UK 24

Why is this?

1) Many older GPs appear unwilling to go into’

health centres and work with others as part of a team.
This is perhaps because of the traditional idea of the GP
as an independent contractor. When the NHS was set
up, the only way GPs would accept it was on the
understanding that they could have contracts with the
Family Practitioner Committee, rather than be salaried
employees of the Health Authority. We are still paying
the price for this. Traditions die hard. When the Vaux-
hall Health Centre opened only 3 GPs moved in,
although facilities were excellent and there was room
for 5 doctors.

2) There is a relative shortage of funds for health
centres, made worse by the fact that the Tories have
abolished the seperate pool of money for health centre
building, which means that health centres have to com-
pete with all the other sectors for funds. ‘

3) There has been a lack of strong initiatives by the
Health Authority. In order to encourage GPs to move



into new premises these must be made as aftr.c e
possible, with the provision of community sern o~
within them. GPs should be involved at the eariie |
stage in the planning and design of the Health Centr.
Of course it is VITAL that the local community be al-.,
involved and the CHC. So far, despite pleas from oy -
people and the CHCs, this has not happened with
Health Authority health centres. An important asset ¢
health centres should be the provision of a resident
caretaker. This is no longer the policy of Liverpool
Health Authority, which may prove to be a costly
mistake.

4} GPs who have gone into health centres are feeling
the pinch of the Tories via reduced spending. It s
that it is easier to get money from other sources su |:
Inner City Partnership to build an extension onto a . -
tre than to get a new coat of paint or a decent wag« .«
Health Authority employed staff.

Attitudes
and
Training

Of course buildings alone are not enough. There has to
be the will and the enthusiasm to work in a health care
team. If we do not educate young, locally based doctois
to work in this way, then the outlook is grim. If the
doctors are not encouraged to work in the inner city
then they are likely to opt for nice country towns where
health centres and group practices are thick on the
ground.

The same applies to other members of the team. Help
with accommodation and transport is necessary. Equally
important is that caseloads (the number of clients per
worker) should be lower in high problem areas, since
there will be more demands on time and emotions than
in other more affluent areas. Rising unemployment,
poor housing, etc are difficult to cope with, not only for
those directly affected, but also for people working vith
them.

To change ideas fundamentally we need to introduce
student health workers from the start to the idea that
primary health care, community services and prevention
are at the core of health care. Here again Liverpool has
a poor record. Until recently most of the teaching of
medical students about General Practice was done by a
dedicated few GPs, and only in Summer '83 was a

Chair of General Practice approved at Liverpool Univer-

sity. Nurses get no experience in the community in their

basic training. Happily too the tiny Department of Com-
munity Medicine has just been expanded and is starting
to make some impact.

At present, medical students spend two weeks out of
five years doing a community project and two in
general practice. There have been grave problems simp-
ly in finding enough decent practices for them to go to.
Most Liverpool Graduates do not g0 into General Prac-
tice and those that do, while they may stay in the
Region, tend not to go into practice in Liverpool.

The selection of medical students needs looking into. In
addition there is still an enormous gap in aspirations.
Often working class people do not believe that they can
become nurses or doctors, Racism, sexism and class
politics still operate in the medical profession.

Pharmaceutical Services

The role of the local chemist in primary care is all too
often overlooked.

Chemists have an extensive training in how drugs work. _
They are often more highly trained about medicines and
their impact than doctors. To prevent chemists becom-
ing isolated and to lessen the pressure they feel from

drug companies we should take a new look at their
skills. '

We need an improved service for the public and greater
accessibility. Chemists” services should be planned to en-
sure an even spread across Liverpool. As doctors team
up in health centres or group practices, chemiists’ ser-
vices follow this concentration and there is less prescrip-
tion trade in outlying suburbs. Sixty per cent of prescrip-
tions are dispensed in shops near doctors surgeries.
Many community chemists shops are becoming un-
viable and yet they are essential for the elderly who
receive repeat prescriptions by post, people with minor
ailments and general advice to the public.

At present there i« no restriction on new chemists leap-
frogging to set up near a new health centre or group
practice, thus poaching business from a more establish-
ed shop in an outlying area. The increasing tendency
for large chains to run chemists shops also militates
against planning because these big chains see a planned
service as running counter to their interests. We need to
consider the effect on pharmaceutical services
whenever new health centres are planned. Local
authority planning bodies should intervene to ensure
vital services are maintained.



COMMUNITY HEALTH INITIATIVES

Since the first edition of this pamphlet there have been
some exciting developments in health related initiatives
from the ‘consumers’. Many examples of this are men-
tioned elsewhere in the pamphlet but two will be
discussed here: Well Women Clinics and
Neighbourhood Health Worker Projects.

Well
Woman
Clinics

There are now 10 Well Woman Clinics in Liverpool and
one more (at Abercromby Health Centre) is in the
pipeline.

The campaign for Well Woman Clinics, which has been
going on all over the UK for the last 12 years, has had a
lot to do with the rise of feminism and with women
feeling they wanted a better deal from the health ser-
vice. What has been important about this campaign is
that women all over the country have learnt from each
other, have made it their business to become informed
about health, health care policy and the services
available. They have therefore been able to put
demands on health authorities in an informed way and
have used official and unofficial channels effectively.
Sadly the situation in Liverpool is still far from ideal. A
hope was that the clinics would be a place women
could go and not only be screened for cervical cancer,
breast cancer, etc, but also feel that they could talk in
an informal and unhurried atmosphere about their pro-
blems. In some areas, eg Manchester, clinics have lay
health workers (women from the community) who can
accompany women through the clinic, put them at ease
and direct them to local self help groups and services if
necessary. In Liverpool this does not happen.

The situation was made worse by the way health
workers were recruited to work in the clinics. Some
health visitors, while basically sympathetic, felt they had

been ‘dragooned’ into working there. No guidelines
were given to workers as to what the aims of the clinics
were and where they could refer for help if necessary.

A conference in November 1982, with over 80 women
present, discussed these problems, and the two CHGCs
have set up a subcommittee to which the Health
Authority promised to listen. At the time of writing it is
proving extremely difficult to obtain the co-operation of
the District Medical Officer. It seems the Authority, hav-
ing given women their clinics, cannot understand what
all the fuss is about! Happily a group of health visitors
working in the clinics is now meeting to discuss how
best to make the clinics responsive to women’s needs
and feelings. Local women from Croxteth, Speke and
Vauxhall are pressing in their respective areas for a say
in the kind of services that are provided. There is also a
strong campaigning group on the Wirral and in other
areas of Merseyside, for Well Woman provision.

Well Woman Clinics
in Liverpool

1. Dovecot Family Health Clinic
Longreach Road, Liverpool 14. Tel: 228 3846
Monday p.m. fortnightly. Dr E Heller

2. Vauxhall Health Centre
Limekiln Lane, Liverpool 5. Tel: 207 5571
Monday p.m. fortnightly. Dr E Heller

3. Queens Drive Family Health Clinic
Queens Drive, Liverpool 4. Tel: 525 1522
Tuesday a.m. weekly. Dr. | O’Malley

4. Norris Green Family Health Clinic
Townsend Avenue, Liverpool 11.  Tel: 256 9273
Tuesday p.m. fortnightly. Dr R Singer

5. Old Swan Health Centre
St. Oswald Street, Liverpool 13. Tel: 220 9191
Wednesday a.m. weekly. Dr 1 O’Malley

6. Rose Lane Clinic .
1, Rose Brae, Liverpool 18. Tel: 724 3422
Thursday a.m. weekly. Dr | O’Malley

7. Belle Vale Family Health Clinic
36, Lulworth Road, Liverpool 25.  Tel: 487 7072
Friday a.m. weekly. Dr Gaba '

8. Toxteth Health Centre
256, Mill Street, Liverpool 8. Tel: 708 6366

_ Tuesday a.m. fortnightly. Dr E Sandeman

9. Garston Family Health & School Health Clinic
Clifton Street, Liverpool 19. Tel: 427 7426
Monday p.m. fortnightly. Dr D Manning

10. Speke Family Health & School Health Clinic

South Parade, Speke,-Liverpool 24. Tel: 486 3572
Tuesday p.m. fortnightly. Dr E Sandeman

Appointments can be made by ringing the clinics or the
Family Planning and Cytology Section, Liverpool Health
Authority on 227 4300 x 245.



e e
Extract from a Health
Authority leaflet
advertising the
new clinics:

The following services are offered at Well Woman
Clinics:

Full medical history will be taken

Weight check

Haemoglobin — check for anaemia

Rubella screening — for women of childbearing

age, and immunisation given

Urinalysis

Blood pressure checked

Physical examination — heart, chest, abdomen

Breast examination — instruction given on self ex-

amination if desired

9. Full pelvic examination with cervical smear

10. Advice on family planning, emotional and sexual

relationships. Any problems arising are discussed

and if further action is needed, eg referral to family

planning clinic, psychosexual clinic, GP or social

worker, this will be arranged. They also have a role to play in arguing for better
secondary care, eg reduction of waiting lists, in con-
junction with CHCs. Unfortunately, because people
tend to defer to doctors and be anxious about challeng-
ing them, these committees are slow to get off the

. ground. Usually, when they do, there is a great commit-
NelghbourhOOd Health ment from doctors in the practice.
Projects
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practice effectively, producing or encouraging the prac-
tice workers to produce an annual report for all pa-
tients, etc.

Although the idea of lay health workers is not a new
one, in the last two years projects have been set up in
the Vauxhall area and in Liverpool 8. Links between
local people and health workers produced applications
for Inner City Partnership money, which were accepted.
In Vauxhall work is being done on antenatal services
and handicap, and a creche has been organised in a
local health centre. In Liverpool 8 the workers are bas-
ed at Home Link, parents’ education centre. They will
be working to explore the links between health and the
social and economic environment in the area, which is
mainly multiracial, working class and has a high rate of
unemployment. Hopefully such workers can help the
community express their feelings about health care and
services provided, and become more confident in using
existing services effectively.

Patients' Committees

Another way of people taking a more active role in
their health care is by forming a Patients’ Committee.
Several practices in the Region have them, eg. Maghull,
West Kirby and Runcorn. These are basically users’
groups, who meet and discuss the workings of the prac-
tice from the consumer’s point of view, as well as plan-
ning educational activities, helping the elderly use the

p.1l1l
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6) THE ELDERLY

As we said earlier, the rising proportion of elderly
people within the population is placing added
pressure on the health service. It has coincided with

attempts by Government, Regional and District Health

Authorities and local councils to cut spending. The
elderly are likely to be on the receiving end of much
of this. The continuing debate over the need to
transfer resources from the hospital sector to com-
munity care comes sharply into focus here. Lacking
any adequate mechanism to achieve this, the results
are likely to be cutbacks in hospital care, with no
equivalent expansion in community services and
primary care.

Health care for the elderly is described as ‘geriatrics’
in the NHS. Where problems of mental health occur
at the same time the term used is ‘psychogeriatrics’.
We deal with the latter in the section dealing with
mental health.

Current Plans

2 reports have recently been produced by Liverpool

Health Authority with major implications for the elderly.

The first of these was the Geriatric Working Party
Report. The second, which effectively supercedes (and
ignores) the former, is the District Health Authority’s
Long Term Strategy.

The Geriatric Working Party made some attempt to
assess the scale of the problem and propose a com-
prehensive response to it. It failed to tackle adequately
the relationship between hospitals, primary care and
community services, but it did propose a number of
concrete measures, which, while falling well short of a
solution, would have represented a distinct advance.

The Long Term Strategy however was based on the
central premise of securing a cut in expenditure of £5.5
million over the next five years and saw the area of
hospital provision for the elderly as one of the best
targets for cuts. It virtually ignored the proposals of the
Geriatric Working Party and failed to present a com-
prehensive strategy for health care.

a) Hospitals

The major proposais of the strategy with regard Lo
geriatric care are as follows:

* A cut in geriatric beds of 107 over the next five years,
from 707 to 600

93 of these beds are used by South Sefton DHA. What
the effects of this will be are unclear without knowing

the Long Term Strategy for South Sefton. So it appears

few geriatrics beds will be lost in Liverpool. However ...

* General Medical Beds will be cut by 265 — from 634
in 1981/82 to 369 in 1991/92. Between 50 and 70% of
these beds are occupied by people over 65.

* A tendency to concentrate services in the two District
General Hospitals, Broadgreen and the Royal Liverpool

Hospital (RLH), including a major expansion in geriatric
provision in the former T

* Closure of Newsham General and Princes Park hospital
* Transfer of the bulk of non-geriatric beds out of
Rathbone and Sefton General Hospitals. Transfer in of
geriatric beds from other hospitals being closed.

The next effect of this is to contradict many of the
Geriatric Working Party’s proposals on reorganisation of
hospital geriatric services. These included:

* commitment to rationalise services between different
districts and the boundaries of different specialities, eg
geriatric and psychogeriatric services

* retention of existing hospitals with a mixed range. of
beds :

* expansion of geriatric day hospital places

* expansion in numbers and transfer of GP hospital beds
to more accessible hospitals

* increased consultant staffing levels

* transfer of contractual beds to NHS hospitals

The decision to close Princes Park and Newsham
General and to concentrate geriatric provision in
Rathbone and Sefton General is a mistake. Our first
concern must be the welfare of existing patients and the
longer term effects on health care. As the Rossendale
Enquiry showed, moving long stay elderly patients can



have a devastating effect (the Enquiry reseaed that two
thirds of the patients died within months of the move,.

There is little evidence that Rathbone and Setton
General will be able to provide significantly hettor ¢ are.,
either in the narrow medical sense, or in terms o
general environment. While there are serious structural
problems at Newsham General, Rathbone (or Sefton
General) can scarcely claim to be the most modern or
best designed of hospitals. In the case of Princes Park,
patients could lose the benefits of increased attention
which a small hospital can offer, access to a garden and
the fact that it is fairly handy for buses, so relatives can
visit more easily. Since many relatives are themselves
elderly, a move could well affect the rate of visits,
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Concentrating geriatric provision in Rathbone and Sef-
ton General could lead to serious problems. Rathbone
would function as a long stay hospital leading to
segregation of the elderly from other patients and will
rapidly and rightly become seen as a ‘dumping ground’
for elderly patients. The same danger exists at Sefton
with the withdrawal of acute services. Both will lack the
necessary support services for the increase in geriatric
beds. Staff in Princes Park and Newsham General face
very difficult decisions in the face of the threat of
closure. Quite rightly they will be concerned about its
effects on their jobs and working conditions. But they
are more aware than anyone else of the importance of
its effects on both present and future patients. They
have both an opportunity and a responsibility to give a
lead to all those concerned about the care of the elderly
— patients, relatives, other health workers, pensioners’
organisations and the community at large. A campaign
against closures initiated by staff and their trade unions
could rally a wide range of support in opposition to
closure and force an about turn on the health authority.

The Geriatric Working Party recommended that
Geriatric Consultant statfing levels should be brought up
to the level laid down by the DHSS. At present they are
only about half this:

GERIATRIC CONSULTANT STAFFING LEVELS:

DHSS Norm 1980:
DHSS Norm 1988:
Current levels:

10.5 consultant w.t.e
9.2 consultants w.t.e
5.8 consultants w.t.e

As we make clear elsewhere we do not hold the view
that health care revolves around senior medical staff
such as consultants. All health workers have a crucial
role to play. But the facts of life in the NHS at present
are that consultants enjoy (relatively) considerable
vower and influence. The status of geriatrics as a se-
cond class citizen in the NHS is likely to be reinforced
:given the present power structure) by a position where
consultant staffing levels are well below acceptable
levels,

As against the Long Term Strategy we propose:

* retention of mixed provision at Rathbone and

- Newsham Ceneral

* existing long stay provision at Princes Park should be
retained

“ expansion at Sefton General should take the form of
increased geriatric and psychogeriatric day places and
the development of GP beds

“ to reach the levels laid down in DHSS guidelines,
there should be an increase of 60 geriatric day places, of
which 51 should be provided in Sefton General as in-
clicated by the Geriatric Working Party

" the overall number of GP beds should be increased
" consultant staffing levels should be bought up to full
strength

b) Community Care

Both the Geriatric Working Party and the Long Term
Strategy recognise the need to expand community ser-
vices, both to cope with the growing health care needs
of the elderly and to accompany the changes in hospital
provision. But no indication is given of what resources
are allocated to this expansion or how to secure an in-
crease in local authority spending in essential services
for the elderly.

The Geriatric Working Party revealed a serious shortfall
in local authority services for the elderly. The same
point is made in a recent report by the Director of
Social Services to the City Council. The tables below
from the report give some idea of the problem:



DHSS NORMS FOR SOCIAL SERVICES COMPARED TO
LIVERPOOL'S PROVISION:

* Of 1,785 cases referred for rehousing on medical

grounds between August 1982 and June 1983, approx.

580 were recommended for sheltered housing.

(i) Residential Care (i) Sheltered Housing
(Places) (Places)
3917

DHSS Places

Norm Available

1959

1824
1930

Shortfall: 135 Shortfall: 1987
Waiting List: 146 Waiting List: Not available* -

(iii) Day Care (Places) (iv) Home Helps
940
689
230 250 |
Shortfall: 0 Shortfall: 281
Waiting List: 133 Waiting List of Clients: 398

There is an old Liverpool saying that you cannot get a
home help if you have a relative living North of Wat-
ford. The figures above show you why!

The same problem effects the Meals on Wheels service,
the bulk of whose clients are elderly:

MEALS ON WHEELS IN LIVERPOOL 1981/82:

DHSS Norm Numbers Available

838,000

365,000

in recent years the City Council has introduced charges
for each meal. Opinions differ as to whether this is an
unacceptable cut or a gesture of respect for people’s in-
dependence. What is both wasteful and unacceptable is
the frequent practice whereby meals are taken back if
payment is not immediately forthcoming. There is also
considerable scope for improvement in the nutritional
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value of meals. There are various reasons for the poor
level of local authority provision. The first and most im-
portant is that the Government has seen the area of per-
sonal social services and housing as priority areas for -
cuts. This has imposed major burdens on local councils
trying to provide adequate services. The pressure is
made no easier by the fact that the same government
has repeatedly stressed the importance of ‘community
care’, while failing to provide the necessary finance:

Nevertheless it is too easy for a local Council to use
central government cuts as an alibi for inaction. The
previous Liberal/Tory administration was fond of
dramatic protests about the situation, while going along
with the logic of cuts. The new Labour Council seems
more willing to face up to the problem, both of central
government cuts and the potential effects of the Long’
Term Strategy. However the Council’'s own approach
could lead to Social Services and the elderly taking se-
cond place. There is a clear tendency to make housing
and job creation the overriding priorities and as a result
other areas become at best marginal and at worst irrele-
vant. A good example of this was the reluctance to
back several projects aimed at improving community
care (including schemes for the disabled, the elderly and
the mentally handicapped) for partnership (and EEC)
funding. :

Both existing shortfalls and the lack of any provision for



improvements show the completely unrealistic assump-
tions on which the Long Term Strategy is based with
regard to community care for the elderly. A major
transfer of resources to-community care would require a
big increase in government spending. But it would also
require a change .in the structure and planning of health
and personal social services. The fact that these services
are split between two bodies — the council and the
health authority creates problems.

The Geriatric Working Party (Section 8.6il) refers to a
City Council resolution carried in 1978(!) which states
“that in future social services should depend increasing-
ly upon agreed and joint planning of other services
within the community, by both the Social Services
Committee and the Health Authority ..."” The Working
Party’s rather poignant comment is ““we support and
recommend the implementation of this policy.”

Now the City Council is having to cope with the im-
plications of the Long Term Strategy drawn up by the
Health Authority. But this is not just a problem requiring
goodwill, better communications or common sense, but
of the structures within which people are forced to
work. Because the scope of this issue extends beyond
the area of health care and the elderly, we deal with it
in a later section.

Despite its limitations the Geriatric Working Party made
a number of positive proposals for innovations in com-
munity care. These include:

Geriatric Teams

The idea is to bring together hospital staff and com-
munity health workers to assist in the transfer of patients
from hospital to home, identifying needs and “‘either
provide or mobilise appropriate services and resources.”
Insufficient stress is given to the need to involve pa-
tients” GPs and other members of the primary care
team.

Well Elderly Clinics

These would be responsible for screening the mental
and physical health of the elderly. The Report merely
recommends a pilot scheme to assess the effectiveness
of the idea. To have a chance of success these clinics
would need to be based in general practice and would
require an effective call up system and back up services.

In addition if problems were found such as a need for
chiropody or meals on wheels, then the solutions must
be available also. To be effective transport would have
to be organised for the many who are not mobile and
provision of a home visiting service. Unless this is done
such clinics could prove counterproductive by
segregating the elderly and failing to use the knowledge
of the primary care team. As with Well Women Clinics
— perhaps more so — there should also be a place
where the elderly can come and feel able to discuss
their problems treely, both on an individual level and
collectively.

At the heart of the problem is the way that our society

- perceives and treat
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_the elderly. We live in a capitalist
society whose essential motive is- private profit not
public need. As a result people tend to be valued for
the contribution they make to the production of profits
through work. Those who are unable to work through
ill health or unemployment are relegated to the status of
second class citizens — an unproductive burden on
society. ‘

The effect of recession and government policies has been
to deny certain groups the option of working —
women, the young and the elderly. While some atten-
tion (if not action) has been devoted to the first two
groups, little concern has been voiced about the effects
on elderly people of early retirement or changes in the
social security system, which has been aimed at forcing
the elderly out of the labour market. This is not to argue
against such measures as lowering the pension age, but
to stress that such moves should be designed to create
alternative options, not to marginalise and ghettoise the
elderly.

We make these points to stress that many of the pro-
blems affecting the elderly, with which health and social
services aim to assist, are not primarily biological in
origin, but arise from social causes — poverty, ‘poor
housing, social isolation and attitudes. This should be
obvious, for example the increase in the numbers over
75 suggests an improvement in physical wellbeing, but
it is often neglected.

So when the government is now discussing reneging on
the improvements in pensions planned for the next few
decades, we must recognise the implications for health
care. But most important it means seeing the elderly as
a potentially active and articulate force using the health
service, with a right and need to be involved in and
consulted with over the process of planning and
decision-making.

Voluntary bodies such as Age Concern have an impor-
tant role to play in pioneering and developing new
ideas and forms of care. But they must not be seen as a
substitute for statutory provision. Their key role should
be in involving people in the services. Most important is
the need to involve and strengthen bodies which direct-
ly represent the elderly, such as the Federation of Old
Age Pensioners and the British Pensioners Trade Union
Association. At the end of the day it is the elderly who
experience how the services work and rely on them,
Surely they know better than anyone else what is
needed?
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7) MENTAL HANDICAP

Various reports published by the DHSS in the late 70’s
stressed the need to increase services for the mentally
handicapped. As in other fields the necessary finance
has not been forthcoming from the government.

Weaknesses are apparent in a range of areas, but
neither the council or the health authority have come
up with any clear proposals to improve the situation.
There is a shortage of beds, hostels and group homes
for mentally handicapped adults. If anything there are
too many hospital beds for children and some at pre-
sent have adults in them (eg at Olive Mount). But on
the other hand there is a shortage of local council
hostel places for temporary or permanent care of
mentally handicapped children. As a result children
who do not need hospital care can end up there for
the lack of alternatives.

DHSS NORMS FOR SOCIAL SERVICES COMPARED TO
LIVERPQOL PROVISION FOR THE MENTALLY
HANDICAPPED

Residential Care Places Daycare Places

505 320 880 1 691

Shortfall — 42 Shortfall — 189

I'here is a need to improve home support facilities (such
as holiday relief for relatives), hostel provision and adult
training centres and for more day hospital places and
training workshops — especially given the level of
unemployment. ‘

More support is needed for parents keeping their
children at home. It is known that children in general
do better at home, while attending special schools dur-
ing the week. There has been a move towards en-
couraging mentally handicapped children to attend or-
dinary schools in recent years. This is welcome. But
unless this is properly planned with the provision of
adequately trained staff and extra facilities, it can
become just one more economy measure and create
more problems for all concerned. We should aim to
make the lives of children as ‘normal’ as possible and
educate others about mental handicap.

Financial assistance in the shape of state benefits for the
handicapped is limited. Even in the limited range
available there are serious problems. Eligibility for some
benefits turns on definitions of health in narrowly
biological or physical terms. This can exclude the men-
tally handicapped. Here again we see the importance of
arguing for a broader view of health, relating to the
general ability of individuals or groups to participate ful-
ly in social life. The recent successes of Liverpool
Welfare Rights Advice Centre in fighting for the eligibili-
ty of the mentally handicapped to mobility allowance
are signiticant, since the argument has turned precisely
on the issue of a broader definition of handicap.

As part of the Long Term Strategy the Health Authority
plan to reduce beds for the mentally handicapped by
43 over the next decade. It is not clear however where
the people from these beds are to be transferred to. It is
proposed to transfer 48 patients from Rathbone to Olive
Mount. This is supposed to provide improved care.
However no details are available of what will be spent
on improving either the buildings or health care eg oc-
cupational therapy and physiotherapy. 75 beds in com-
munity units are proposed. But it is still not clear when
these will come into operation. With no clear indication
of how the transfers and reductions in beds will be
managed, there is a strong suspicion that the new units
could end up being used to cope with the problems
which might arise. This should be resisted.

8) MENTAL HEALTH

Liverpool has a special need for progressive psychiatric
service because of the effect conditions here have on
people. Unemployment and general social problems
encourage people to drink and excessive drinking
leads to family breakdown, further depression and
more drinking. Britain has over a million people with
a drink problem. 300,000 of them, at least, are ‘ad-
dicted’ to alcohol. Less than 1% are in treatment.
Meanwhile the government collects millions of pounds
in alcohol taxes — it has a vested interest in alcohol.

Solutions to mental illness are all too often seen in
terms of token occupational therapy or drug treat-
ment. Of all illnesses, mental iliness is the most bound

up with social values and conditions. Take the fact -
that twice as many women as men are said to be
psychiatrically ill. Is this due to women'’s inborn
tendency to depression? Is it that male doctors tend to
diagnose dissatisfaction with being a wife,
houseworker, low paid homeworker as ‘depression’? Is
it that women become depressed with their lot? In one
survey 40% of working class women with children
under 5 were depressed (Brown 1975). — WHY? Is
the solution more drugs or more nurseries? Britain has
the lowest number of nurseries for under 5’s in the
EEC and Liverpool among the lowest in Britain.

There are over 100,000 attempted suicides per year
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(and the rate is rapidly rising). There are over 4,000
successful suicides per year. Attempted and successful
suicides always increase at times of high unemploy-
ment and recession. Anyone reading the papers over
the last few years will be only too aware of the
number of suicides of unemployed people. And the
reported cases are only the tip of the iceberg.

a) Psychiatric
services in Liverpool

1978 saw the opening of the new Royal Liverpool
Teaching Hospital, a hospital which was supposed to
provide the ultimate in health care for Liverpool’s long-
suffering patients. The Royal was supposed to be a cen-
tre of excellence for such specialities as surgery,
medicine, gynaecology and psychiatry (1),

To provide this service has cost millions of pounds and
has seriously distorted the budget of the local health
authority. In the previous edition of this pamphlet we
expressed our doubts about the need for such a hospital
in Liverpool. But like it or not the Royal Liverpool (RLH)
is here to stay, and as a result Many, much needed ser-
vices are likely to suffer from shortage of funds. One
such service is psychiatry. Psychiatric services in Liver-
pool are afflicted with 4 social illness called poverty. For
too long psychiatry has been the cinderella of the Na-
tional Health Service, and this is especially so in
Liverpool.

At present the great majority of psychiatric and
psychogeriatric beds are concentrated in two hospitals
— Rainhill and Sefton General, with more limited provi-
sion in the RLH, Park Hospital and Mossley Hill.

Rainhill Hospital

14 miles from the city centre this is a large purpose
built ‘mental hospital’, which provides a wide range of
therapeutic services for the mentally ill. Recent years
have seen many changes in the care of psychiatric pa-
tients. Rainhill has rightly gained a reputation as a for-
ward looking hospital which has improved the quality
of life for its patients. However its geographical isolation
means that it tends to be isolated from the problems
and experience of Liverpool patients and many patients
feel themselves to be cyt off. Many people still feel
upset by the reputation that Rainhill has had in the past.
There is obviously a need for a more locally based

Dodtor's given me 3 prescrition
rranquillisers -... a9ain

comprehensive psychiatric service. But to provide such
a local service and improve or maintain existing care at
Rainhill would present the Health Authority with a dif-

ficult task.

Sefton General
Hospital

This has been the other main hospital providing
psychiatric beds as a unit within a general hospital. It
has suffered from overcrowding and lack of funds in the
past, and has enjoyed a poor reputation. The General
Nursing Council will not recognise it for training pur-
poses because of low staff/patient ratios, overcrowding
and hazardous conditions, Some doctors and nurses are
unwilling to work there. ‘Psychiatry’ is at a minimum
level, most of the care is custodial. To quote one con-
sultant, “we provide beds — literally beds. It is a casual-
ty service only.”” Ward 30, a new rehabilitatiﬂon ward, is
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not working out as planned.

In many parts of the country, including other districts of
Merseyside, community psychiatric nurses are therapists
in their own right, responsible to the consultant, but
working with people in their own homes or in groups
to affect change — not simply to give injections. This is
not only more sensible for patients but also brings more
interest, initiative and job satisfaction into the nurses’
work.

The Long Term Strategy aims to reduce beds at Rainhill
by 273, although the rate of this would depend on how
quickly patients can be discharged or die. Initial plans
to transfer further beds to a new unit at Broadgreen and
upgraded beds at Sefton appears to have been shelved
for the moment. While a move to more local care
would be welcome in principle, a number of serious
questions would arise in practice. Would new provision
maintain existing standards of care and provide the
range of back-up services in the community to make
such a change more than a matter of administrative
convenience and rationalisation for the health authority?

The big reductions in beds will throw a considerable
strain on existing day care and community services —
both of which, as we go on to argue, are already under
pressure.

Day Care and
Community Services

Acute psychiatric day care services in Liverpool can be
summed up as pathetic. The purpose of a day hospital
is to provide a therapeutic service in a setting other than

that of a psychiatric in-patient hospital, to treat the pa-
tient in a community setting on a daily basis as an alter-
native to in-patient treatment.

In Liverpool at present there is a shortfall of 93 mental
illness hospital day places. The Long Term Strategy
makes no definite proposals to overcome this deficit. So
patients who would benefit from day places to enable
them to function in the community, end up being
treated with drugs by their GP and when a crisis comes
along, are admitted to an expensive hospital bed,
perhaps taking such a bed from a patient who would
really benefit from in-patient treatment. ' ‘

Existing day places are often not utilised properly and
not located close to the community eg one is tucked
away in the RLH — completely removed from the com-
munity at large. In addition there is a serious shortfall in
local council provision:

DHSS NORM FOR SOCIAL SERVICES COMPARED TO
LIVERPOOL’S PROVISION FOR MENTALLY ILL
PEOPLE:

Residential Care Places Day Care Places

DHSS Places
Norm Available
270 | 169 300 | 251

Shortfall — 101 Shortfall — 49
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We are not only concerned with quantity but quality as
well. Very little in the way of group therapy and
psychotherapy is available in Liverpool and there is no
prospect of the situation improving in the immediate
future.

b) PsyChogeriatric
services (elderly
mentally ill)

In the past Liverpool has lacked any comprehensive ser-
vice for its psychogeriatric patients. They have tended to
be placed in either geriatric or psychiatric wards and
when these are full, put in valuable acute beds. As a
result psychogeriatrics is seen as a‘problem’, is blamed
for ‘blocking’ acute beds and patients have been given
a raw deal.

The original Long Term Strategy proposed an increase
in beds of 180, from 30 to 210. However in the latest
document an increase of 116 beds is proposed. How far

this represents a real increase is doubtful. Much of the in-

crease appears to arise from redesignating beds from
psychiatric to psychogeriatric use. When we take into
account the plans to reduce general medical beds the
net result could be a decrease in service. The plans in-
volve concentrating provision in Sefton General, Park
and Mossley Hill hospitals. The problems we pointed
out earlier with concentrating geriatric provision in cer-
tain hospitals, apply with added force to the area of
psychogeriatric care.

Psychogeriatric

Day Care

At present Liverpool is seriously short of Day Hospital
provision:

Existing Places

Central & Southern 20 (interim) 84
Eastern 73

The Regional Health Authority has agreed to fund 50
place Day Hospitals at Mossley Hill and Park hospitals
for 1986/87. This will still leave a deficit of 57 places.
Day care should provide the first line of treatment. Ade-
quate day care provision would lessen the pressure on
in-patient services. More important it offers people the
opportunity to retain their independence and dignity in
their own homes and remain part of the community.

One good initiative is the Intensive Domiciliary Scheme
run by Age Concern. This is a development of the
Good Neighbour Scheme and offers a 24 hour/7 day
home help service for the elderly mentally ill. it has
worked very well and should be extended.

c) Addiction

There is a serious shortage of specialist services for drug
addiction. There is a long wait for Liverpool’s only Drug
Addiction Clinic, at Sefton General, and doctors there
have complained of being out of their depth through
overwork. There has been a substantial increase in the
number of registered drug addicts between 1979 and
1982. Plans are afoot to set up another Liverpool Drug
Unit and a group has been meeting under the auspices
of the Regional Health Authority. Merseyside Drugs
Council are also planning to set up a voluntary unit in
the community.

A similar pattern emerges with alcoholism. There is a
lack of after care accommodation for alcoholics. The
Windsor Unit at Rainhill is a bright spot for treatment,
but there is a lack of locally available follow up service
for discharged patients.

Total Places Required

1982 saw the opening of Henry Cohen House in Cen-
tral Liverpool, run by the Merseyside Council on
Alcoholism and funded by Urban Aid. This provides a
day and residential programme of treatment and
rehabilitation. Clients must be ‘dry’ on entry and are
assessed by MCA before commencing. The unit is non
medical and is a light on the horizon for those people
for whom hospital admission is unacceptable.

The unit also has a community team attached, running
a prevention programme in the neighbouring communi-
ty, which is a pioneering and much needed project
considering the increase in alcoholism, especially
among women.



9) MATERNITY SERVICES

In crude terms maternity care aims to produce a live
healthy baby and a well mother. The news is good on
this score for Liverpool parents, but less good on
quality of service (see later).

In the past Liverpool has had a high level of stillbirths
and babies who die within a week of being born. The
number of these deaths among every thousand
children born is know as the perinatal mortality rate
(PNMR). There has been some improvement in PNMR
since our previous review of the city’s health services,
but a wide variation still exists on Merseyside.

LATEST PERINATAL MORTALITY FIGURES:

Year Liverpool Mersey Region

1978  15.1 15.2 15.5
1979  14.7 15.5 14.7
1980 14.8 13.7 13.3
1981 11.1 12.4 11.8

PERINATAL MORTALITY RATES FOR DIFFERENT
DHAs IN MERSEY REGION, 1981:

Liverpool 11.1
Chester 9.5
Halton 15.1
Wirral 12.5
St Helens & Knowsley 14.8
South Sefton ' 15.0

Part of the improvement is linked to the introduction of
specialised services for new born babies (neo natal ser-
vices) and better care for problem pregnancies and
labours. A significant step was the installation of a
regiorial neonatal intensive care unit at the Liverpool
Maternity Hospital (LMH), to care for small and sick
new babies,

It is possible that we are now reaching the stage where
sophisticated techniques are proving useful, but do not
have to be used as a matter of routine for every
pregnancy. However the amount of techonology used
in antenatal care and in labour, still varies.greatly bet-
ween consultants.

Poverty and
Perinatal Problems

Although there are welcome improvment, with fewer
stillborn children and more babies surviving the first
week of life, problems remain. Liverpool still has high
numbers of children who are bron weighing less than
two and a half kilograms (‘low birth weight’ babies).
Low birthweight is linked to social and nutritional fac-
tors. In much the same way, the Black Report revealed
the links between perinatal mortality and social class —
the poorer you are, the more likely your child is to be
stillborn or die in the first week of life. There are many
factors that could explain Liverpool’s low birthweights.
For example:

England & Wales

‘Nothing would induce
me to go thr:ough
that agan’

* High unemployment.

* Women having children on their own with no
support.

* The lack of advice on the harmful effects of
smoking. -

* Births in households where everyone relies on sup-
plementary benefit.

* Inadequate dietary advice about nutritious foods
that may be expensive, difficult to store and unattrac-
tive to the woman who is pregnant.

Although the maternity grant has recently been extend-
ed to all pregnant women, the twenty five pounds on
offer is virtually meaningless today. Women on sup-
plementary benefit are often unaware of the range of
benefits which they can claim and to which they are
entitled. The County Council’s ‘Claim 1t Now’ Cam-
paign was a welcome step, but low staffing levels and
attitudes within the DHSS mean many pregnant women
face long delays and difficulties.

Countries like Sweden have had a low PNMR rate for
many years . . . mainly because of a drop in the
number of low birthweight babies. The reason appears
to be the general rise in Swedish living standards. The
fight against poverty is a vital part of the struggle for bet-
ter maternity care in the 1980’s.

The Care of Women
During Pregnancy
(Ante Natal Care)

There are several clear problems in Liverpool’s antenatal
services.



LATE BOOKING INTO HOSPITAL

Late booking is associated with higher levels of il-
Iness and death for women and their habies. The
position has improved recently because there is
now a deliberate policy of implementing screening
tests during the fifteenth and sixteenth weeks of
pregnancy.

OVERCROWDING

Liverpool’s maternity hospitals still have large clinics
for over a hundred women and this is likely to per-
sist for several years. The problem is particularly,
acute at Mill Road. There is also a shortage of beds
because of a recent unexpected rise in the birth
rate after the closure of maternity facilities at
Broadgreen and Sefton General hospitals.

WAITING TIME

A survey by the city's two Community Health
Councils showed that waiting time in Mill Road was
excessive. The survey, which was carried out in
January 1983 showed that forty per cent of the
women attending, waited more than an hour for an
appointment. Thirty per cent of the women waited
more than two hours from the time they arrived un-
til the time they left. This may throw some light on
the high number of women who did not turn up
during the week of the survey. Nearly one in five
women failed to keep their appointment, but we
are left to ask whether their attendance would not
have stretched the already excessive waiting time.
Women may also be discouraged from turning up

* because in addition to a long wait at the clinic they
. may face a long journey and not have the money

readily available to pay for their fares (refund later
on may come too late).

OVERBOOKING AT THE LIVERPOOL MATERNITY
HOSPITAL

In the past women from all over Merseyside have
been able to book into the LMH. There have been
recent attempts to get the consultants to operate
catchment areas, but the hospital remains over-
booked. The LMH also houses the intensive care
unit for new born babies and that means women

from all over Merseyside who have ‘at risk’
pregnancies may end up at the hospital. The com-
bination of these factors means that women from
Central Liverpool who book late may be turned
away and have to travel to another hospital.

In 1982 more than 320 women were refused book-
ing at LMH and were either referred to another
hospital or back to their GP. In fact it is just these
women booking late who may be “at risk’ for
reasons of poor nutrition and poverty.

CONTINUITY OF CARE
This means the women seeing the same doctor or

- midwife at each visit, which at present is much

more likely in the community setting (GP clinic)
than in hospital. There is still little continuity of care
for women seen in hospital antenatal clinics, both
at Mill Road and at the LMH. A study in Aberdeen
suggested that some ‘routine’ antenatal care may be
irrelevant. The important factor appeared to be
spending time with women, listening to their feel-
ings and problems: in short treating women as
people.

One answer put forward by the study is to cut the
number of visits but to allow. more time for women
to talk to the midwife or doctor when they have an
appointment. A policy aimed towards this might cut
overcrowding, while improving continuity and
quality of antenatal care.

One problem associated with continuity of care is
the role of the midwife. Although there are some
exceptions, in many clinics midwives often act as
litle more than the handmaidens of the doctor (see
below for some possible solutions).

LACK OF INFORMATION

Women are often not given the right information in
the right way. One example is Spina Bifida (SB).
Merseyside has one of the highest rates of SB in the
country and now some consultants have introduced
regular blood tests to ‘screen for the disease. These
tests which are carried out between fifteen and six-
teen weeks of pregnancy are fairly accurate. Yet un-
til recently the leaflet on SB for women attending
the LMH was incomprehensible. Fortunately it has
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naw been changed because of strong criticism by
the Health Authority’s working party on the health
of women.

Recent research has shown that the women who
are most at risk of having babies with Spina Bifida
— women with poor diets, women with a family
history of SB, and those who already have children
with it — can greatly reduce this risk by taking cer-
tain vitamins before they become pregnant. All the
more reason then why women should be adequate-
lv informed about the problem and the solution.

CRECHE FACILITIES

There are no creche facilities at the Liverpool
Maternity Hospital or at Mill Road. Even the staff
creche at the LMH is threatened with closure.

ANTENATAL AND PARENTCRAFT CLASSES

There are attempts being made to co-ordinate
antenatal and parentcraft classes. But while some
efforts are also underway to inform women about
these steps, it may still be difficult for women to
find out about them. This is especially true for
women whose GPs do not work closely with com-
munity midwives. Many women also face a pro-
blem in finding the courage to attend these classes
or the money to get there. More must be done to
fix classes at a time when both working women
and men can be there.

ALTERNATIVES

One consultant at the LMH has started a new policy for
the care of women with low risk pregnancies. After an
initial visit to the hospital, to book in, the woman sees
only her community midwife or GP throughout
pregnancy, with either one or two check ups at the
consultant’s clinic in late pregnancy.

“In hospitals, the midwives should be responsible for all
other antenatal care in low risk cases.” :

COMMUNITY ANTE NATAL CARE

Women who attend their GPs’ surgery regularly can get,
to know their community midwife and health visitor
before the baby is born, which helps greatly towards
their support post natally. However many of the city’s
older GPs are simply not interested in providing this ser-
vice and the Health Authority has just turned down a
plan for a community clinic run solely by midwives. It is
vital that there should be more community antenatal
care to improve the morale of midwives, to encourage
the younger GPs to work in Liverpool and primarily, to
increase the wellbeing of women and their babies.

Delivery

Recent years have seen a decrease in the high
technology approach to delivery, with less inductions of
labour and routine monitoring than in the 70's.
Women's wishes are taken into account with regard to
position and conduct -of delivery and both LMH and
Mill Road have birthing chairs. However, once again, if
a woman does not ask about procedures she may never
find out what is available.

A ‘domino’ 24 hour delivery scheme has recently been
adopted by some consultants. Here the woman sees her
midwife and GP throughout, is accompanied by the
midwife to hospital when in labour and returns home
after delivery, all being well. This is becoming increas-
ingly popular with women, and has been acceptable to
some women who otherwise would probably have
refused all pregnancy care. If however all consultants
used this scheme there would be a shortage of com-
munity midwives. The Authority has just rejected the
idea of employing two extra community midwives to
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The policy has meant shorter queues and more time per
woman at the consultant’s clinic. It also improves work-
ing relationships, and staff have described the clinic as
‘a joy to work in.’

Another important boost is to the role of the midwife.
Under this new regime they now see low risk women
in their own right. This is a crucial step forward. A

regional report published last year, recommended that

cope with the current increased workload in the com-
munity due to pressure on beds, partly arising from ear-
ly discharges, and partly generated by the domino
scheme.

In fact the number of Liverpool community midwives is
under par as it is. This is said to be due to the lack of
job applicants. One cannot hlep wondering whether the
decrease in midwives independence and involvement’




with delivery out in the community is discouraging mid-
wives from applying. Liverpool also has a total absence
of GP delivery units and GP involvement in delivery.

Home Confinements

We believe home deliveries are here to stay, no matter
what alternative are offered. The reluctance of many
consultants to back women, midwives and GPs wanting
them is still a problem. Some Districts have abolished
flying squad emergency back up services completely
and this could be extremely dangerous. We must en-
sure that this does not happen here.

HOME CONFINEMENTS IN LIVERPOOL
1976 1977 1978 1979 1980 1981

86 45 73 71 72 58
+ 1 st Hurth

Post Natal Care

Support for women and men who have young babies is
far from adequate. The loss of extended family networks
means that people can easily become isolated as they
care for young children. Breast feeding is not a com-
mon practice in Liverpool and women who have given
birth at the Liverpool Maternity hospital often report
confusing advice. Overworked health visitors do not
have time to spend advising women about the issue
early in pregnancy.

Two good ideas on post natal care in the city came
from the Working Party on the Health of Women. They
recommended the use of local radio to inform women
and men about antenatal and post natal services and to
advise about coping with a small baby. The proposals

was approved by the Health Authority but never acted
upon.

They suggested a twenty four hour crying baby service
for parents with young childre. It is a scheme which
allows parents to ring a number that is staffed by health
visitors. It is a service to parents reaching the end of
their tether and has been successfully adopted in other
areas. The service would need to be funded, but the
return, in terms of saving distress and avoiding crises
could be enormous. The Authority turned it down.

THE FUTURE

In 1983 the government published a report on maternity
services that recommended many of the things we have
been discussing. But, being what they are, they made
no provision for extra cash.

Every District Health Authority is now to have a Mater-
nity Services Liason Committee. Liverpool’s is currently
reviewing antenatal services. Although the Liason Com-
mittee is made up only of members of the Health
Authority and professionals, the public may be able to
put its views through the city’s two Community Health
Councils. It is hoped that the public will make use of
the CHC’s and that the committee will listen.

We support all efforts by local communities, by
women’s groups and by other groups such as AIMS and
the National Childbirth Trust to make antenatal care
more accessible to women.

We would also like to see an increase in GP and mid-
wife antenatal care, an extension of the domino scheme
and GP’s eventually involved in delivery. Many of the

+ positive changes in recent years have been the result of
informed demands by the women who use services.
We hope the Maternity Services Liason Committee will
take this into account,

cpf



IO) CONTRACEPTION AND ABORTION SERVICES
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There is a high rate of,pregnancy in Liverpool. This
reflects a lack of knowledge among teenagers about
where contraceptive advice and pregnancy counselling is
available.

Young people often have well founded fears about the
reception they’ll get in some clinics. In 1981 the Health
Authority closed down its popular city centre family plann-
ing clinic and dispersed the service to more inconvenient
centres throughout Liverpool. The threat of closure is also

tacing the Brook Advisary Clinic. This is due to move from '

Gambier Terrace to the new Trade Union and
Unemployed Centre in Hardman Street. Although the
Brook caters especially for teenagers, the Health Authority
will not fund the service because it feels there is ‘no need’
tor a young people’s clinic. There is a chance that the
Brook might be able to provide its sensitive and sym-
pathetic service from the city centre if the Health Educa-
tion Council provides the funds.

The morning after pill (post coital contraception) is now
well recognised as safe and effective. But although the
Health Authority’s family planning doctors have been told
they can prescribe it, the Health Authority has deliberately
refused to advertise its availability.

We must continue to press for a co-ordinated contracep-
tive service that caters for the need of all ages and that
provides not only a post coital service but also early, and
accessible free pregnancy testmg

@9@@@

The Communist Party believes that women should be
able to choose whether to become pregnant or carry on
with a pregnancy. in October 1981, only 29% of
Merseyside women could obtain an NHS abortion and
then only by waiting several weeks and facing the distinct
possibility of being turned away by either GPs or
consultants.

Abortion

Yet women on Merseyside are still dying from septic and
illegal abortion — the risks of abortion are much increas-
ed after 12 weeks of pregnancy.

Deaths from Abortion in Mersey Region 1971-82:;

[Total Deaths — 5
lllegal — 2
Probably lilegal — 1
Legal — 2

Today most Merseyside abortions are carried out by the
NHS at a Day Care Abortion Unit. It is ca.ed the Bedford
Clinic and it operates from the Women'’s Hospital. All the
abortions at the Bedford are carried out before the twelfth
week of pregnancy when the operation is simple and safe.
The unit caters for the whole of the Mersey Region so its
money comes from the Regional Health Authority although
it is run by the District Health Authority.

p.24

The Bedford is the direct result of long and continued
pressure by Merseyside women. The Central and Southern
Community Health Council played a leading role in the
campaign with the backing of the labour movement. The
members of the Merseyside Abortion campaign had a
strong involvement. They joined the fight to save the
Women’s Hospital from closure in 1980 and it was partly
as a result of that fight that the day care unit was sited at
the Women'’s.

But setting up the unit has not seen an end to the pro-
blems. There have been difficulties at the unit. The four
counselling staff who were originally intended to guide pa-
tients through their stay at the Bedford have all left. Two
have resigned and taken their case to an industrial tribunal
claiming constructive dismissal. Their case is that their jobs
became impossible because of the atmosphere in the
clinic. A working party has been ordered to look into the
problems. But the result is that women can not now get
skilled non medical advice at the unit.

This is important because it is essential that women make
the right decisions about their pregnancy for themselves
and for their future. An important feature is the availability
of someone who has time to listen to questions and talk
round the issue. In a busy unit nurses and doctors cannot
always cope adequately with the questions from patients.
The Bedford also suffers from delays because of the
pressure from demand. On occasion the waiting list from
referral to operation has been two weeks and this is simply
not good enough.

The struggle for better abortion facilities didn’t end with
the opening of the day care abortion unit. Some:women
still face obstruction from their family doctor in their efforts
to obtain an abortion. Others are pressured into abortions
they don’t want. The struggle contmues



1ll) CHILD HEALTH SERVICES

The trend within the NHS s to treat more children in the
community and fewer in hospital. To help this continue
we need to improve on the existing community services,
This means updating many of the child health clinics.
And when we build new health centres we must ensure
there is adequate space for children to play, as well as
adequate waiting areas.

There is great scope for positive health education while pa-
tients and children are waiting to see their doctor or health
visitor. The dangers of smoking, dietary advice on sweets,
advice on fats or fibre or fluoride all need more positive
responses from the medical profession. There is also a
need for a health authority policy on providing fluoride for
children. Fluoride can be obtained free on prescription for
young children but how many families know about it?

There is an increasing problem of child abuse. This does
not just mean battered babies, but also children who suffer
from emotional as well as physical neglect. The problem is
likely to grow worse as unemployment rises and social ser-
vices are cut. If we are to stop child abuse we need to
look at a range of solutions. We need more nursery
places. We need more support for isolated women who
may be trying to overcome post natal depression and we
need better education in the community about the pro-
blem. These are specific needs but in general we need a
more imaginative approach to child care and parent sup-
port. The Family Service Unit and CHUM can open up
new areas of work in this field.

There is also a need to improve the communications bet.
ween the different sectors in the Child Health services.
Child Health Clinics and School Health services don't liaise
adequately with GP’s. This can lead to frustration for
medical and nursing staff and is not in the interests of the
children. The Professor of Paediatrics has made attempts to
try and improve the position and to encourage hospital
paediatricians to venture into the community, but the suc-
cess has been limited.

There is one successful area in the service where GP's and
health visitors run their own child health clinics. It is here
that the close links between child health services and
general practice could show the benefits of cooperation.
Take the example of immunisation. Immunisation rates in

Liverpool are the worst in England and only by tracking
down those who do not attend can we solve this problem.

% of children born in 1980 vaccinated by the year 1982:

England  Liverpool Health District
Measles 58 43
Polio 84 78
Diptheria 84 72
Tetanus 84 73
Whooping Cough 53 40

The Future

A major document on the future of Child Health Service
will soon be produced with the Report of the Health
Authority’s Working Party on Rationalisation of Paedeatric
Services. The Long Term Strategy proposed a cut of 105
paedeatric beds — the where and how will not be known
until the Paedeatric Report comes out. It seems likely to pre-
sent the Health Authority with various options, which
makes it even more difficult to assess the future. Some
points to watch out for might be the following.

Myrtle Street — a reduction in size is almost certain with
the accident and emergency services being transferred to
alternative sites,

Alder Hey — will continue to develop as the site of all the
major regional specialities. However a question mark hangs
over some acute services there.,

Heswall — The Working Party was almost certain to
recommend its retention. The combination of pressure
within the health service to keep it open, with the support
of the extremely influential, local, Wirral, Conservative lob-
by made it a difficult target for the axe. However the most
recent package of cuts (see later) means it is now likely to
face closure,

Community Services — rityal gestures in this direction are

likely, but again there seems little prospect of any substan-
tial funding. :

-



12) DISABILITY

The main aim of services for the physically handicapped
should be to allow them to live as independent and nor-
mal a life as possible. Voluntary organisations play an
important role in this sphere. They are pressure groups
that remind society of the need to consider such issues as
access to buildings, the need to adapt housing and pro-
vide employment opportunities.

The Liverpool Association for the Disabled serves as an
umbrella organisation for the physically handicapped. 1t

was set up over fifteen years ago and gets an annual grant
from the council that's running at just under £22,000.

One important new initiative is the Greenbank project. it is:
run by the disabled for the disabled. The project aims to
teach skills that are valuable for finding work. There are
courses on computing and printing. There is also training in
the design and building of aids for the disabled and a
variety of accommodation on offer for the students.

13) ALTERNATIVE MEDICINE

In drafting this pamphlet feelings ran high over this
section. Recently the subject has received considerable
public attention including from such an august body
as the British Medical Association.

One source of problems is that there are really several
different issues at stake. The first question is whether so
called alternative therapies are effective or not. In many
cases there is no proof that they are. This is not so™
much a question of whether an acceptable explanation
of the healing process can be provided. We still hardly
know how aspirin works, yet it does and we use it. A
health service committed to helping people should look
seriously at all techniques which might be of value, test
them and if necessary incorporate them properly. Ignor-
ing them exposes people to the risk of quackery.

Another problem is the anomolous position in the NHS,
where some ‘alternative therapies’ are available and

others not. This frequently owes little to the merit of
particular techniques but much to the prejudices of the
affluent and influential. So the Royal Family’s fondness
for homeopathic medicine gives it an acceptable status.
We have the homeopathic department at Mossley Hill,
which is there by virtue of tradition. But the effec-
tiveness of homeopathy remains to be proved. On the
other hand skills such as osteopathy remains outside the
NHS, but in the USA osteopaths are recognised as train-
ed doctors!

Finally, a failure to incorporate some techniques leaves
patients open to commercial exploitation. This is not
just a risk with private, unqualified practicioners, but
equally within the NHS itself. Doctors providing a skill
in short supply within the NHS, such as acupuncture,
can exploit its scarcity value. They can encourage pa-
tients to see them for extra, private consultations. Such
practices are not unknown in Liverpool.

JUST IN -
" A PATIENT'S GUIDE TO
THE NHS" £€3.95

'A WIDE RANGE OF BOOKS ON
THE NHS. CALL IN OR

WRITE TO....................
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14) THE DRUG INDUSTRY

No analysis of the health service in Liverpool or any
other city can ignore the damaging effects of the drug
industry. Modern drugs have brought undoubted benefits
in the fight against disease and ill health but the price
has been too high. The position is now out of control
and it is no exaggeration to say that we are being cured
to death!

The aims of the NHS have been thwarted by the big phar-
maceutical companies. And they have been supported in
doing this by an unholy alliance with the medical profes-
sion. Armed with the dubious banner “Freedom to
prescribe” the professionals have become a willing and
essential link in the gravy train which we keep well and
truly oiled through the tax system.

Profiteering, price fixing, promotion of ineffective and
dangerous goods, high pressure sales techniques, ques-
tionable advertising, suppression of information, ferocious
rivalry leading to monopoly trading — surely we can not
be talking about an acitivity dedicated to combating
sickness and saving lives? Yet each of these features is well
documented.

For example, in 1983 the Italian multinational Carlo Erba
invited Liverpool doctors to sample the “‘opulent splergdour
of the 1930’s on board Henry Fords yacht.”” The doctors
were kept comfortable and well fed as they fistened to the
company’s sales pitch for its new wonder drug to help ar-
thritis. The second example is the former arthritis wonder
drug Opren. Opren had to be withdrawn but only after
nine people in Britain had died. It is ironic that the in-
dustry charged with the honourable purpose of relieving
suffering exhibits the most piratical features of modern big
business.

The present volume of drug production has reached
overkill. On promotions alone it has been estimated that
the industry spends fifteen million pounds a year to cir-
culate the twenty six thousand family doctors with the
journals or comics they use to push their products.

There are simply far too many drugs being produced. Most
of them are expensive copies of an original drug produced
for a specific disease. The main costs for the research and
development of these “me too"’ drugs is spent on finding
ways around the patent laws. The head of the World
Health Organisation has estimated that ninety five per cent
of the drug responsive problems could be dealt with by
two hundred drugs. But doctors have to choose from
30,000 different products and the cost to the NHS is
astronomical The millions of pounds the drug companies
spend promoting their products each year is recouped a
hundredfold.

Even the Daily Telegraph has been drawn to comment:
“Millions of pounds annually are being added needlessly

to the NHS drug bill by mass prescribing of expensive
brand named tablets which are available more cheaply
under other names. Thirteen brand leaders among the most
widely prescribed drugs, and also available more cheaply
under other names, added at least £25 million to the 1978
drug bill of £723m . . .” 27/10/79.

In a more recent scheme doctors and chemists at Abbots
Langley in Hertfordshire co-operated in prescribing and
dispensing unbranded or generic drugs. They showed that
for 30,000 prescriptions using twenty six varieties of the
sixteen most frequently used drugs they could save £6,000
a year at one pharmacy. If we extrapolate this figure it
means a total national saving of about £40 million from a
total drug bill of £1.2 billion.

There is therefore an urgent need to bring sanity back into
this particular market place. One aim must be to remove
theé NHS from the market place altogether. This must be
done by developing a comprehensive nationalised drug in-
dustry that serves the country’s needs.

In the short term much can be done to curb excesses. We
welcome the Greenfield report on effective prescribing.
This report includes a call for generic substitution by the
chemist of a limited list of expensive branded goods. This
simply means that where doctors prescribe an expensive
‘branded’ drug the pharmacist would replace it with the
cheaper equivalent. This would produce considerable sav-
ings to the NHS and we must campaign effectively to see
that it is put into effect.

But there’s a need to go further than Greenfield. In
Australia one system that works well is to introduce a
limited list of drugs which doctors must stick to for
prescriptions.

The drug industry is resisting these measures strenuously.
The big companies are using all kinds of spurious
arguments including the impact of such measures on their
export earnings. If the promotion and sales of their pro-

-ducts in the third world are anything to go by then it is

high time they were curbed and brought under public
scrutiny. Oxfam’s excellent Rational Health Campaign has
highlighted the horrendous activities of these companies in
the developing countries. '

It is in everyone’s interest to make this industry publicly
accountable for its actions, both here and abroad. Not on-
ly are we at the receiving end of the industry’s products,
we also maintain its profitability through our taxes.




15) THE RACIAL POLITICS OF HEALTH

Racism pervades our society — both its institutions and
the conscious and unconscious attitudes of the people
who inhabit them. Since, as we have argued, issues of
health must be related to a broader social context, the
pervasive character of racism has important implications
for the health service. Racism affects both health service
workers and the health service consumers. In turn this
affects the way black people experience and relate to
the NHS.

This area has recently been the subject of an important
new book — ““The Racial Politics of Health — a Liver-
pool Profile”, written by Protazia Torkington and
published by the Merseyside Area Profile Group,

myths black people are seriously underrepresented in the
Liverpool hospital workforce. In September 1982 one
Liverpool teaching hospital was training 170 student nurses
on a three year course for state registered nurses. Only
two of the trainees were black. The Health Authority is
reluctant to supply figures or to admit that racism exists. It
has adopted an Equal Opportunity Employment Pollcy, but
this has proved remarkably ineffective.

This is partly through a failure to positively encourage the
employment of black people and partly by failing to con-

- front the way many selection procedures effectively ex-

clude black people. There is also the persistence of un-
conscious racism in many people responsible for selection

Sociology Department, Liverpool University. This covers
the subject far better and at greater length than we could
hope to achieve. We would highly recommend it to
anyone reading this pamphlet. So we will keep our
remarks relatively brief.

Racism in the NHS

Racist practices and attitudes are widespread in the NHS.
A recent and disturbing example is the introduction of new
hospital procedures for checking how long patients have
lived in Britain. This has been blatantly used against black
people and has lead to increased harrassment and humilia-
tion. The Communist Party believes these procedures
should be immediately ended and health authority trade
unions should instruct their members to refuse to operate
them. A similar approach by unions in the DHSS has forc-
ed the Government to delay the introduction of ethnic
monitoring of claimants.

Employment is another area of concern. Despite popular
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and employment policy. One example related to us con-
cerned a Nursing Officer in a City Hospital, who was in-
troduced to a nurse and said: ““Oh! You speak English!”
She was asked in turn if there was any racism in her
hospital. The answer: ““Oh no, | don’t think so!”’

A working group on the health needs of ethnic monority
groups has recently been established by the Central and
Southern CHC and the Community Relations Council. This
has recommended a number of positive initiatives. The
working group called for two projects — one dealing with
sickle cell anaemia, and the other a research programme
on black people’s health needs.

Sickle cell anaemia is an inherited blood disease found in
people of African, Mediterranean, Asian and Middie
Eastern descent. The disease is fairly rare but can be very
severe. However carriers of the sickle cell trait — people
who have one gene for sickle cell disease — are.common
and liable to problems during dental, obstetric, or surgical
anaesthesia. Men and women who are both carriers have
a one in four chance of having a child with sickle cell
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anaemia.

The Group proposed establishing a monthly screening
clinic for sickle cell anaemia in conjunction with the .
Department of Haematology at the RLH. An initial applica-
tion for Inner City Partnership funds failed, but a second
approach has been successful. However a two year
research programme for two workers has been turned
down twice. This was intended to look at the wider health
needs of ethnic minority groups. It would also develop
proposals to improve health education and the take-up of
health services by black people.

1Y one parent hes the Sickie Cell Trair
{AS) and the other i mormal {AA)]
nowe of thelr children can heve Sickis
Cell Anoemia, but st sach pregrancy
theve s a one in two chemce that the
child will luve the Sickie Cell Trait,

If doth perents heve the Sickie Ceil
Trsit (AS) there is a one in four chance
ot sach pregrancy thet the child will
Aaeve Sickie Cell Ansemie (SSL There
& alw ¢ one in twe shwnce shee it will
only heve the Sickie Cell Treit (AS)
ond & one N four chance thet it will
b normel (44}

' }

Perhaps the primary effect of racism is to reinforce the pro-
blems which affect the young, the elderly, women and
working class people. There is a danger of treating the
health problems of black people as somehow entirely
distinct from those facing the rest of society. One result
can be to blame black people for their health problems.
This is present in some approaches to health education

RACIAL EQUALITY & EMPLOYMENT IN LIVERPOOL

and literature ‘put out’ for black people. These tend to be
highly limited and selective, concerned only with diet, ante
natal care and birth control. This is insulting and reinforces
racism within the NHS, '

A good example is the approach to rickets, which appears
to be more common in Asian children and women. The
main response in the NHS has been to blame diet and
clothing, rather than to consider fortifying certain foods
with Vitamin D. For some reason the DHSS finds it accep-
table to fortify margarine, but not chapati flour!

Joyce A. Agee

RLH

This Nursing total inciudes 6 on Community Nursing

Total number of Non-Caucasian Staf employed by L.A.H.A. (T) is 471
% Figure for overall L.A.H.A. (M) is 3.00 .

! The 9 Medical and Dental Staff are included on Alder Hey's figures
2 This Medical and Dental total includes 9 on Community

BGH M. St | Olive] AHCH| LOH | Womens| LMH Mill | SGH | Pri-
nces| M'Hill | St. | NGH | Park |R'Hill | Rath- | Totai
in
Royal| RLCH | Mt. | Alder [Denta Mat. | Road] Sefton| Park Mossiey| Pauls| New.- | & bone | Area
Lpool} (City) Hey sham | Park
day
Medical & Dental 41 76 | — 9! | — 2 2 2 5 12 — 6 12 — 7 | - 1592
Nursing 10 | N/A 12 16 18 | N/A 3 28 12 25 10 5 21 10 31 1 2003
Anciliary 3 35 1 1 3 t 2 13 - 11 5 - 2 3 - - — 804
Admin. & Clerical - — — —_ 1 - - - - 2 -_— —_ - 2 —_ —_ — 55
Protf. & Tech. ‘A’ 1 1 - - - 1 1 - - 2 - - - - - - _ 6
g Prof. & Tech. '8’ - 1 1 — -— —_— 1 — — 3 — - - - —_ -_ - 6
o Pharmaceutical - -1 - - - - - -~ - - - - - - - - | - -
:E Optical - - - - - - - - - - - -— - - - - - -
[N
S - Works Staff 1 2} — - - - - - - - | - - 1 - - - | - [
0 Totat number of non-
‘é‘ caucasians per unit 29 ] 115 14 17 13° 4 9 43 17 56 15 5 14 k] 10 a8 : t 471
§ Total number of staff at 1567 | 1734 | 543 1211 | 174* | 254 562 | 454 | 881 154 218 283 963 252 | 1748 | 2000 | 11487
31.3.81in each unit " These figures exciude nursing staff
'é % of Total Workforce 185 | 663 [ 259 [632 | 256 123 [ 354 |75 275| 636 |97a| 229 | 44| 305 397 | 217 | 046 | 4.10
Ay
[
t The Total number of Staff employed by L.A.H.A. (T) is 15,688
5
g
]
oy
=

4 This tigure includes 1 domestic on Community

This figure includes 1 Admin. and Clerical grade at Area Headquarters
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16) TRADE UNIONS IN THE LIVERPOOL

When the NHS was first set up, most negotiations bet-
ween trade unions and management took place at a
national level. The national forum was the Whitley
Council which decided issues such as grading and pay.
Local union activity consisted mainly of monitoring
agreements reached at a national level and represen-
ting members in such matters as disciplinary hearings
and grading appeals. As a result union activity was
fairly marginal to the NHS. More recently the impact
of low pay and the cuts has changed the position
dramatically. There has been an increase in union
membership and activity. In the 1970’s a combination
of national union initiatives with growing militancy at
the grassroots lead to a series of industrial disputes
mainly over low pay. Only a few were successful. A
major factor was the Labour Government’s incomes
policy, which was supposed to help the low paid, but
had the opposite effect. Nevertheless the experience
had important consequences.

increased union membership and activity brought for-
ward stewards who were not content to leave
everything to national leaders. At first they were severe-
ly restricted by the structure of ineffective consultative
committees. These were based on staff groupings, not
trade union structures. There was no way for staff to
mandate a delegate and receive reports. They were too
large, with every selfish, professional viewpoint deman-

ding to be heard. In Liverpool in 1978, a majority of the .

TUC Affiliated unions withdrew from the old Con-
sultative Committee and demanded that the Authority
recognise them as a joint TUC side. The Management

HEALTH AUTHORITY

agreed. By 1980 the constitution was agreed and in
1983 all TUC affiliates were participating (bar the small
Health Visitor's Association). The result has been that
staff interests have been far more effectively
represented, despite the various financial crisis that have
hit the Health Authority. Indeed one result has been to
virtually eliminate industrial action within the Health
Authority. The old Consultative Committee, now almost
entirely devoid of TUC affiliates, exists only as an
irrelevance.

It is important however to realise the limitations of this
joint TUC body. It looks at problems primarily from the
viewpoint of NHS workers. This is correct. But problems
tend to be looked at almost solely from the viewpoint of
employees, and this is wrong. Ways must be found of
bringing together the voices of the employee and the
patient (or future patient). Hospital closures tend to be
looked at in turns of job loss rather than patient care.
The job issue will generally be resolved if guarantees are
given on no redundancies or transfer of employment.
But the issue of patient care can only be safeguarded by
maintaining the number of beds. Another alternative
would be to change the type of health care provision to
one that is more community based.

Some would argue that is unrealistic for trade unions to
change from organisations defending their members’
direct interests to organisations fighting for a better
health service. But such a transformation is #possible.
Firstly because trade unions have shown some inclina-
tion in that direction. Secondly because of the present
position on pay bargaining.

One example of changing attitudes in trade unions is
the role they played in the fight to keep Liverpool
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Health Authority as a single Authority. This « aMmpagn
brought together trade unions, CHC, the Cits ( OUNG
and medical opinion, as well as the Liverpool Health
Authority.

The second example is the recent NHS pay dispute.
Here, trade unions fighting for a decent wage tound
themselves involved in what was widely seen as a batti
over the future of the NHS. Because of this they en-
joyed considerable public support. It was possible to
win support from unions organising members outside
the NHS. An improved, albeit limited, offer was wrung
out of a refuctant Government. Here in embryo is an
alliance between NHS workers and patients. Support for
NHS workers from trade unions outside the health ser-
vice needs to be encouraged on a much more extensive
basis. Out of this alliance can come changing attitudes.

The NHS unions can become the champions of a great-
Iy improved NHS. There are real problems. There was a
certain amount of exhaustion and disillusionment in the
attermath of the pay dispute. The Pay Review Board set
up tor certain categories of staff opens up the danger of
divisions and a return to more sectional bargaining.
However the threat of privatisation seems to be evoking
4 new mood of militancy, particularly when accom.-
panied by the latest round of job cuts.

The latest package of Health Authority cuts make such
a role for NHS unions even more imperative. If we are
to reverse the cuts and win an alternative approach
from the Long Term Strategy, NHS workers and their
unions will need to give a lead, both in their own ac-
tions and in their willingness to work with other forces.

17) THE HEALTH AUTHORITY'S LONG TERM

Liverpool District Health Authority has recently issued
plans for health services in the city over the next ten
years — its ‘Long Term Strategy’. These plans include:

* the closure of Princes Park and Newsham General
* bed reductions in many other hospitals

* a concentration of resources in the two District
General Hospitals — Broadgreen and the RLH.

Beds will be reduced by 694 and staff numbers by the

equivalent of 769 full-time jobs. The reason for this re-
organisation is essentially to cut expenditure.

Why the Cuts?

The Regional Health Authority has issued long term
financial guidelines. In Liverpool’s case they argued

‘that, under the RAWP formula, we were overfunded

in terms of beds and revenue. The result is a demand
for Liverpool to accept a £5%: million cut over the
next five years.

The District Health Authority has accepted this and
worked out the Long Term Strategy with this end in
view. The first draft aimed at both job and bed reduc-
tions by the closure of two or more hospitals. In Oc-
tober 1982, the draft Plan was unveiled at a Health
Authority meeting to a packed public gallery of health
workers and trade unionists. The public gallery tried
to get members to throw out the plan and force the
Regional Health Authority to reconsider its demand
for cuts. Instead, out of a number of options, the
District hit on one which involves the closure of
Princess Park and Newsham General. Further in-
vestigations on its implementation were called for.

The decision attracted considerable publicity and was
attacked by health service unions, the CHCs and city

. STRATEGY

councillors. The City Council, CHCs and the trade
unions offered to go with the Health Authority to the
Health Minister, to explain the effect of the £5Y,
million cut and ask for a reversal of the decision.

However the District Health Authority refused. They
said there was no point in pressing for additional
funds until they could show they had tried to make
economies and were using resources effectively.

Why it is wrong
and will not work

We are opposed in principle to planning services on the
basis of attempts to cut expenditure. This has been the
approach to planning the welfare state adopted by right
wing Labour Governments and the Thatcher Govern-
ment. We recognise that infinite resources are not
available. However the way we allocate them should be
reversed. We should define needs first and on that
basis, plan services and finance.
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Even within the logic of central government.cuts, the
Region’s argument that Liverpool is overfunded is mistaken.

Population

The past fall in Liverpool’'s population and its future pro-
jection are major factors in assessing how much money
the city needs. As we said in the introduction, there are
good reasons to believe estimates of future population
are serious underestimates. An overall drop in popula-
tion can also conceal major areas where demand for
services will increase. The 1981 census showed that
while total population had declined, the drop is most
marked among young to middle aged adults. The pro-
portion of the very young and the elderly — who place
the biggest demand on the health service — has
increased.

Again RAWP pays no attention to such questions as the
general level of ill health and the impact of broader
social factors. We have aiready pointed out how Liver-
pool ‘enjoys’ a combination ot devastating social pro-
blems and generally poor health.

Overbedding

One reason it was argued Liverpool was overfunded
was the relatively high number of hospital beds in the
city. The DHA argued that more efficient use of beds
could enable substantial cuts without harming services.

Is Liverpool Overbedded?

Most Liverpool residents in General Medical Beds stay
in hospital longer than people from other areas using
Liverpool beds.

LENGTH OF STAY IN LIVERPOOL HOSPITALS:

beds

What this suggests is that while Liverpool may have
more beds than other Districts, in practice this is
negated by other factors. One factor is the higher level
of demand for care from local residents. This reflects
broader social problems and weaknesses in community
services — provlems effectively ignored in the Long
Term Strategy. Another issue is the inefficient use of
beds. This was considered in the Strategy and forms a
key element in the argument for cuts. However the pro-
posals adopted could aggravate the problem rather than
improve it.

Bed Use

A major problem in hospitals leading to inefficient use
of beds, is over-occupancy. This occurs where there is a
shortage of beds and different specialities are fighting
amongst each other for bed space. To avoid the risk of
losing beds consultants tend to keep patients in longer

Liverpool 1981 Liverpool Residents

Hospital Average length of stay
Sefton General 42.5

Royal Liverpool 16.5

Broadgreen 11.5

Newsham General 36

Rathbone 57

18.5

Non Liverpool Residents

Days
19
11.7
10.7
30.4
38.1

12.9

A comparison of Liverpool’s performance in various
specialities with other provincial teaching authorities
gave the following results:

® In 5 out of 8 specialities Liverpool had high occupan-
cy levels

@ In 7 out of 8 specialities Liverpool had long lengths
of stay

® in 5 out of 8 specialities Liverpool had low
throughput

® In 7 out of 8 specialities Liverpool had above average
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than necessary. Then if a bed becomes vacant before it
can be filled another specialist can not step in and take
it over. This leads to an effective reduction in the
number of beds through over occupancy and therefore
increased expenditure.

There tends to be greater over occupancy in the biggest
hospitals, where competition between the specialists
tends to be fiercer. The DHSS guidelines for bed oc-
cupancy rates is 85%. The RLH bed occupancy rates in
many specialities exceeds 100% (i.e. more patients re-
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quire urgent admission than the hospital s anic 1o conge
with). This creates overwhelming pressure 1o keopy bod
of beds. The overall bed occupancy rate at the RIH i«

93%, higher than any equivalent hospital m the countin

However a major element in the Long Term Strategy i
to concentrate resources in the two District General
Hospitals, Broadgreen and the RLH, where the prossure
towards over occupancy is at its greatest!

Centralisation

The centralising of resources in the two District General
Hospitals raises broader issues of health policy. In the
previous edition of the pamphlet we observed that “in
the past, centralisation of services, in the RLH and
elsewhere in the country, has often lead to more pro-
blems not less, to more expense in spite of less beds,
and has not necessarily produced a better service.”" This
is equally true today.

Apart from the more impersonal character of large
hospitals for both staff and patients, it removes them
even further from the communities in which people
live. The major expansion for Broadgreen planned,
could give Liverpool a second white elephant alongside
the RLH. The criticism of other local hospitals — two of
which are scheduled ta close — that they are old, dit-
ficult to run, decaying and poorly designed for modern
needs, could equally be applied to Broadgreen with its
picturesque flying butresses! indeed its present reputa-
tion as a more caring and friendly hospital than the
Royal, could well be lost as the result of a badly con-
ceived expansion programme.

It the health authority wants to make more efficient use
of beds, it should look at the length of time many pa-
tients are required to stay in hospitals before and after
operations. A range of operations now involve patients
coming in days before they are due for surgery. They
are also given general anaesthetic. In the past and in
other areas, local anaesthetic and a shorter waiting time
would be involved. But the authority appears prepared
to leave such policy issues to the arbitrary decision of
consultants, under the guise of ‘clinical freedom’. The
result is not just increased expenditure, but a greater
strain on patients who could otherwise be at home.

Why the Long Term
Strategy should be
Rejected

The underlying approach of both the Government and
the Regional Health Authority in demanding a £5%
million cut should be rejected. The proposals submitted
to achieve these cuts are misconceived and likely to
lead to a serious deterioration in health services for
local people. The Authority’s argument that cuts can he
made without services suffering is, as we have shown,
untenable. One area of health care seriously affected is
geriatrics. The elderly are to pay the price of govern-
ment attacks on a free health service.
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Another assumption of the Long Term Strategy is that an
eXpansion in community services can compensate tor
cuts in the hospital sector. We are committed to a mu
jor shift of resources from the hospital sector to com-
munity care. But the Strategy CoNtains no serious Com-
mitment or perspective for this to be achieved. The in.
evitable result if the Strategy is adopted will be a turther
decline in services to local people. 1t will also mean
more people, mainly women, having to care for elderly
or sick relatives at home, with little support.

All these concerned about health care in Liverpool
should be pressing for rejection of the Strategy. We
need a campaign for increased resources from the
Government and the Region. We also need a new ap-
proach to health care in the City. It is not enough to
simply ‘oppose cuts’ and defend existing provision. We
need to develop alternatives as part of our campaigning.
It is with this aspect that the final section of this pam-
phlet is concerned.
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18) CUTS MARK 2

Even as the District is considering the implementation ol
the fong Term Strategy, further cuts are taking place.

Fhe Government is demanding i cat i every Health

Authority’s revenue. As a result, Liverpool has been fac-
edwith a demand to cut £2% million over the next two
years, This is being torced through at a lightning pace.

Al a special meeting in September. the District Health
Authority began to implement the cuts. These came in
two annual packages. For the first round 1983/84, the
[District Management Team suggested two alternative
areas 1or cuts, The first of these — a reduction in posts
o1 400 - was deemed unwise because of potential
trade union opposition. The second which was
adopted, involved cancelling major maintenance and
improvement programmes and delaying or cancelling
various capital projects.

It was argued that this was acceptable because it
would not atfect patient care’”” . However if the object
ot the exercise was to save money the package was
peculiarly misconceived. While short term savings may
be tound the long term result is likely to be incresed
costs! Measures such as the energy conservation pro-
gramme (eftectively scrapped) or urgent building
maintenance are likely to save money in the future.

The plans tor 1984/85 have a more stark eftect on

“health care, with cuts in beds, staff and facilities. The

package involved:

® (losing and selling oft the Robert Davies Nurses
Home '

® Reducing headqguaners, ancillary (catering and swit-
chboard), technical and medical statt

® Women's Hospital — temporary closure ot a ward
iwaiting list ot 390)

@ Alder Hey - reduction of cleft palate and plastic
surgery services and closure of a 24 bed, paedeatric (or-
thopaedic) ward (waiting list of 75)

® Newsham General — closure of a ten bed geriatric
ward tor temale, long stay patients and temporary
closure ot a 16 bed orthopaedic ward

® 51 Pauls bye Hospital — closure of an 11 bed adult
ward twaiting list of 275)

Moves to close a 6 bed ward at Sir Altred Jones
Memorial Hospital (Garston) were reterred back for tur-
ther consideration. Also a move to impose a total freeze
on vacant posts was resisted. The word ‘temporary’ in
front of closure is used tlexibly. The virtue of temporary
closures 1or the authority is that these wards can be
closed rapidly, bypassing the lengthy consultation pro-
cess involved in permanent closures.

In tact many are unlikely to re-open. Part of the
package involves speeding up the introduction of the
Long Term Strategy, for example the cuts at Newsham
Ceneral. The overall effect is to continue the process of
gradually dismantling the NHS.

Despite arguments from councillors, trade unionists and

CHC representatives the Authority has endorsed the
cuts package. While it expressed “‘great reluctance,
dismay and regret at the necessity of making reduc-
tions’" it has nevertheless made them. On a few issues,
mainly relating to ward closures and cuts in medical
services, some medical members of the authority voted
with the City Council and trade union representatives
against the District Management Team. But the overall
package was agreed. '

ft was very clear that most authority members found the
presence of members of the public extremely uncomfor-
table. Indeed agendas seem to be prepared to deal with
controversial items at times when few are likely to be
present. This makes even more important the task of
gaining the maximum publicity and protests against the
cuts 5o that the members of the authority are faced with
both public anger and a challenge to their decisions.

CUTS MARK 3 ...

On top of the revenue cuts have come demands from
the Government to reduce staft. Mersey Region is being
asked to cut statt by over 500. Throughout the recent
round ot cuts both the Mersey Region and the Liverpool
District Health Authorities have failed to make even
token protests against the Government's plans. Mersey
is the only Region not to have publicly protested against
the latest round of cuts. One result is that while other
Regions have torced the Government to revise its
demands, Mersey Region is still facing the same
problem.



19) CONCLUSION:

‘WHAT KIND OF HEALTH SERVICE?

It would be neither possible or desirable for us to try
and conclude with an alternative blueprint for health
services in Liverpool. We have tried to raise a number
of issues in health care. We have put forward some
concrete alternatives. We indicate some directions to
aim at.

A central theme of this pamphlet is that health care is
not just an issue for professionals, administrators or
politicians, but for everyone. For just that reason we
do not claim to possess a set of definitive answers,
However it is necessary to point to some key issues, a
general direction to move in and how we could g0
about achieving change.

Problems and Possibilities

There are a number of areas of health care where pro-
blems are emerging and struggles being fought which
are central to the future direction of the health service.
The list below is not intended to be exhaustive.

Health Care for the Elderly

Geriatric care is assuming a central position in debates
about the health service. The growth in demand for ser-
vices from the elderly raises questions both of overall
funding and of the balance between hospital care and
community care. It challenges the notion that resources
for the NHS can be planned simply on the basis of
financial imperatives. If a growing need exists for certain
kinds of service this has to be recognised, accepted and
planned for, it should not be relegated to the status of a
fiscal problem.

This is not just an abstract question but affects here and
now the lives of millions of people and immediate plans
for Liverpool’s health service. Equally important it forces -
us to think of health care as concerned with promoting
good health, not simply ‘treating illness.’ The writers are
aware that we are hopefully the elderly of the future.

Women'’s Health

In this area more than any other, the consumers have
begun to challenge the ‘prerogatives’ of the medical
profession. Women have increasingly asserted their own
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demands and needs as the basis for health care. Many
of the struggles which are now underway, offer a model
for opening up the health service as a whole to the
consumers.

Privatisation

The present Government is clearly committed to a ma-
jor shift away from a public health service, free at the
time of need. This needs confronting at a number of
levels. A major task is to challenge all elements of
private health care based on the profit motive. This in-
cludes private health insurance schemes, health charges,
pay beds and the insidious grip of the drug industry.

The drug industry is especially important. It offers the
chance to argue in favour of forms of public control
and ownership, which are in the interests of patients’
health and can save money. A range of opinion, well
beyond the left and the labour movement can be won
to support changes in areas such as prescribing
practices.

However saving the NHS from Tory attempts to move
us towards a US style system is unlikely to succeed if
conducted solely on the basis of defending existing ser-
vices. The undemocratic dominance of ‘professional’
elites in the NHS, creates many problems that affect or-
dinary people.

Professionalism and Democracy

Despite the avowedly public character of the NHS, the
definitions of health care and the running of health ser-
vices are still effectively in the hands of a small minority
of elite professionals. Substantial changes in the
character of health care will require major changes.
These should undermine the dominance of doctors as
an elite grouping, in particular, senior consultagts, as
well as open up the health service to wider democratic
control. ’

Knowledge is power

Democratic structures are no guarantee that people will
become involved in decisions about health care. People
often lack the confidence to challenge what is seen as
the superior knowledge of professionals. An important
aspect of many community health schemes has been
the way in which local people have gained the con-
fidence to ask for information as a result they have ac-
quired knowledge which gives them the confidence to
challenge decisions.

This requires professionals with access to information,”
making their knowledge and skills available to local
people. What is involved is a dual process of education.
In this way local people can develop their understan-
ding of health care and the ability to make decisions.
The professionals can learn how to work collectively
and gain some grasp of democratic ways of working.

Which Way for the NHS?

We can suggest five major directions for NHS:
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1. To redefine health care as the promotion of good
health rather than its narrow definition of coping with’
illness.

2. A major shift in resources from the hospital sector
to community care.

3. Expansion and change in health education for both
health workers and consumers. This should reflect the
different view of health care expressed above. It
should encourage popular understanding of and in-
volvement in health issues.

4. The elimination of private profit from the health
service, linked to the creation of a free, public service.
Short term measures could include forcing doctors to
prescribe from a limited list of drugs or offering a

- salaried GP service in inner cities. Long term measures
-would mean taking drug companies into public

ownership or establishing a salaried service for all
GPs.

5. Shifting control of the NHS from an elite minority
to the people. This would mean creating democratical-
ly accountable health authorities.

Democracy -
a Strategy

A number of ideas have been put forward to create a
more democratic health service. Three main alternatives
have emerged. The first has been put forward by the
TUC and would mean keeping éssentially the same
structure of Regional and District Health Authorities. But '
the representation of trade unionists, health workers and
local councils would be substantially increased. The se-
cond option is to have directly elected health
authorities. The final alternative is that the health service
should be bought under the control of local councils.

There are good arguments in favour of each of the posi-
tions. As an immediate step we support moves to in-
crease representation of trade unions and local councils
on health authorities. However this will not tackle the
central problem which is to bring health under the con-
trol of ordinary people. The representation would still
be at several stages removed even from trade union
members.

There are very powerful arguments in favour of directly
elected health authorities. However a number of objec-
tions can be made. One which we do not accept is that
it would be open to domination by right wing elements
on a populist tide, for example, anti-abortionists. One of
the prices of democracy is that people often make deci-
sions which you do not agree with. This is an uncom-
fortable fact of life, which the left, including some com-
munists, often find as difficult to accept as the right.
More to the point is the fact that equally good
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arguments exist in relation to a range of public bodies
or services, such as the police, housing and education.
If we adopted the same principle throughout, we could
end up with a vast plethora of organisations. The result
could be that public interest and involvement in elec-
tions would diminish. Finally a health authority that is
seperate from local councils would still face the pro-
blem of the division in responsibility for key community
services.

This division in responsibility has proved a major
obstacle to redirecting resources from the hospital sector
to community care. For this reason we favour the third
option of bringing health services into the orbit of
responsibilities of local councils. This has the advantage
of providing a framework for popular debate and con-
trol and of bridging the gap in responsibilities.

It would not be without problems. The mechanics of
such a change would require considerable planning.
More to the point, local councils are often a poor
model of openness and accountability. But they do pro-
vide the opportunity for such a process.

Clearly the bodies directly responsible for running these
new health districts should not be solely composed of
councillors. It would be crucial to secure wide represen-
tation of patients’ organisations and health workers. In-
deed there would be a strong case for a built in majori-
ty of non-councillors on such bodies. This last proposal
may seem anathema to the more conservative elements
in local government. But it is already the practice in
many councils’ committees. Evidently the whole

scheme requires considerably more debate and detailed
consideration.

The Present

The politics of the present government mean that
many of the ideas we have discussed are unlikely to
come about in the immediate future. This does not
mean that no effective advances can be secured now.
On a number of ocassions in this pamphlet we have
referred to gains which people have secured by work-
ing out their ideas, organising and pushing for them.
Simply because the current health authorities are not
of the form we would like does not mean we should
refrain from pressing ideas and issues on them.

A key factor will be the degree to which we make the
issue of health one on which people at large feel able
to express opinions and become involved in discussion
and action. The last ten years have seen a welcome
growth in organisations embracing both health
workers and the general public, campaigning for
changes in the health service. These include the
Socialist Health Association, Community Health Coun-
cils, health workers’ trade unions, women’s health
groups and the various independent pressure groups
which have emerged. These can all play a major role.
We need to work for the maximum unity between
these various forces. This should be on the basis of an
equal relationship and to ensure that they themselves
reach out to draw in wider sections of the

population.
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Morning Star Reporter
DOCTORS are beginning to ad- - :
mit patients again to the Hayes, = v
et Miaateses cotage. hospital ‘ 5
which is being occupied by staff.

Hillingdon  district  health
authority closed the hospital on
Monday but it was still work-
ing normally yesterday and the
17 in-patients were receiving all
the care and attention they
needed.

Local support is also growing,
including gifts of provisions. which 1 P iti Cross hospital where staff have
People passing the gate have treat their own patients. been involved in a campai
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been handing over pound notes A health authority administra- against cuts was visiting tﬁ: u

for the fighting fund. tor who tried to enter the hos- hos‘rinl yesterday and GLC
Some 25 nurses and 16 an- pital on Monday was refused leader Ken Livingstone was ex-

cillary staff are keeping services admittance by pickets. pected to visit to give his sup-

A delegation from the Charing port.

going in the 32-bed hospital in
. e TY
. ¥

The high standa care at the occupied Haves cottage
ital is being maimtained as usual for two of the older
patients, Mrs. Dearing, 99, (far left) and Maud Ashley, 85, (also
seated). With them yesterday was one of the ancillary workers
fighting to keep the hospital open.

Hillingdon Health Emergency Campaign secretary Steve
Clare told the Morming Star: “We are getting stronger and
stronger and our support is growing among local residents.

“We have really had very good support from outside. Resi-
dents calling to give support to the pickets at the gate are
leaving fis d for the brazier and ding in food for those in
occupation.”

y donations are being placed in the collecting tin
banging on the gate (above).

IS THE POLICE BILL - OR ITS CRITICS

— LOOKING AT THE RIGHT PROBLEM?
ANOTHER NEW PAMPHLET FROM MERSEYSIDE
COMMUNIST PARTY éOSEs OTHER QUESTIONS
AND POINTS THE WAY TO POSSIBLE
SOLUTIONS.........

‘The Police:
accountable to whom?

available now price 75p (90p incl p&p) from:

Progressive Books, I2, Berry Street, LI.
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: SOMETHING TO DO g
AFTER FINISHING THIS
PAMPHLET?

What will you do after reading this pamphlet?
Take a cold bath to dampen down the shock of
such a stimulating experience? Stay up all

night waiting for Breakfast TV? Try to read
Capital in a weekend?
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Well! this offer is just for you. Work off
your excitement by finding out more about
the party that's working to put into practice

the ideas expressed in here - the Communist
Party
SEOENENEEEENESEENEEEEEEEES
Send to :
John Blevin Gordon McLennan

39, Shaw Street 16, St John Street
Liverpool 6 London ECI

Tel. O5I 207 0280 Tel. OI 25I 4406

I wish tojoin/wish to know more about
The Communist Party/The Young Communist League.
Name

Address

Phone
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'It must be clear, however, to everybody
in the Labour movement that we are not
going to obtain from the National Health

Service the best results

o 9
possible except by the MedICIne
utmost vigilance on the
part of the whole lIlSOClety

s R _
SOClallSt, CO_OPeratlve vglC|§I§gURNALOFHEALTHSTUDIES

- FEMINISM AND
and trades union THE POLITICS OF HEALTH

movement. y | by Jill Rakusen

Aneurin Bevan
Tribune
July 2nd 1948

-

Vigilance has been in .short supply, and the "best results
possible" have evaded the labour movement...but the
politics of health are on the agenda again. The facts,

arguments and analyses needed to understand the issues
are availgble in MEDICINE IN SOCIETY, a socialist health
Journal for' the labour movement.

|WHY NOT SUBSCRIBE?

Subscriptions £5 from Periodicals Department, Central
Books Ltd., I4, The Leathermarket, London SEI 3ER.

I wish to subscribe to Medicine In Society
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