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Part One

MB Dame Rosemary, at the end of our last interviesvactually got you applying

for a post in Hertfordshire, in the public healibld, and | want to start at that
particular time which was 1958. You were comingfigm what had been a rather
difficult time — a broken marriage, poliomyelitisand you were moving forward,

getting more confident on your feet. But I thinduystill had an operation or two to
go, and you weren’'t greatly mobile. But you toak this rather, this brave move
when Martin Doyle died to the Public Health Depatinin Hertfordshire.

RR  Yes, it was called assistant county medicalceffi that job, and it was in
south-west Hertfordshire, which was Watford, Rickswaorth and surrounding, that
sort of area. And it was maternity and child wedfavhich used to be clinics; people
will remember the old baby clinics, masses of imisations and looking after baby
feeding and development, child development up tmslcage, and then also visiting
the schools. Now midwifery had stopped by thep,lttal authority personnel were
not doing midwifery, which was just as well becatiseasn’t trained for that. And |
got to know all the children from 0 to 14 in quietdig area in all their settings there —
home, the clinic — all the children with problerasd of course a big range of normal
children in schools. It's interesting for a doch@mcause you tend to see the abnormal
during the medical training, and suddenly to hawve opportunity to look at not
hundreds, but thousands and thousands of normldreh) it gives you a very good
idea of what is normal. You know normal when yee €.

MB | get a marvellous feeling as well from all thatu've said that you really felt
at home in that, in that role right from the start.

RR  Yes, | didn't expect to enjoy it, | was a bitmied about it, but | did enjoy it
and started doing it. Sometimes of course it wag &aoring, but then aspects of all
medicine can be boring once you get familiar.

MB  Very quickly, I think, when we were discussing very quickly you brought
hospital work, public health department work, tharkvin schools and some lingering
work in the practice, all together.

RR  Yes, | continued to help in the practice fromakh had just retired on a once
a month basis, because it was being run as a diaglded practice. So from then
right up until in fact 1972 | did one weekend a rtioim the practice, and on call for it.
So | kept up my interest in general practice. Amdso undertook locums for lots of
the other practices round about, so | got to kndwthee GPs and the primary
healthcare teams, and the children in their sickisestings as it were as well as their
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health settings. So | had a very good overviewhefchildren’s population in south-
west Hertfordshire.

MB  That's an incredible spectral view, wasn't it?

RR It was, it was wonderful. It was one of the tremisfying bits of organisation
and clinical work that I've ever seen or done, lbseaas well as that | developed a
link with the paediatric department of the hospitad Watford. There was an out-
patients department in the Peace Memorial Hosmtal, an inpatients department at
Shrodells, and | gradually gained the confidencallofhe GPs and the paediatricians
and of course all the families. So | was in aroalisly pivotal position of integrating
public health, primary care and specialist medicine

MB  And this was not common.
RR It was unique as far as | know.

MB Yes, absolutely. And Rosemary, just while wetaéking about children and
child health and child interests, you were a muwaels...

RR  Ohyes.

MB  ...living with your parents by now. And perhapdl tme where the boys had
arrived in age and schooling, would you?

RR  Ithink by 1958... Yes, | would have had one aluf six and one of three so
one was at infant school and one was at school.

MB  So you lived within this extended family withneats, in Chorleywood?
RR  Yes, that's right, yes.

MB  So close to work, but still you must have felt @ccasions a bit detached from
a family you wanted to be with, because you reladlgl to keep up quite a pressure in
work.

RR  Well, of course the stresses of trying to lofikrdittle children and work full-
time... The job that | was doing was basically niadive, school hours. So in that
way it was better than the general practice jobt iB other ways of course one had to
keep going, times when they were ill or wanted wod one just had commitments,
and as a medical mum one got used to it.

MB  Rosemary, in the Hertfordshire public health aiément, what was the overall
administration like? Who were you working for? #¥kind of a department was it?

RR  Yes, the ... the county medical officer was soneecailed Dr Dunloh And
the divisional medical officer, who was responsifide the whole range of public
health in which | was not participating becauseabwloing the children only, he was

! Dr James Liddell Dunlop.
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someone called Dr Alcoék And then there was quite a big group of us, igain
women doctors, working throughout the clinicshihk there were about five or six of
us and we used to meet from time to time.

MB Was that a comfortable environment? | mean, Wasery supportive?
Because | know sooner or later you started to fookostgraduate training to go with
what you were trying to do.

RR  Yes, it was nosupportive. The public health service, althougtvas quite
good and quite efficiently organised... And | woslaly some of the lay people in it,
some of the lay administrators were extremely gand efficient and caring. The,
most of the doctors who were in it felt that in somvay they had missed out on
medicine. Public health services were very mugjamged at that stage as a sort of
dying branch of medical practice. And most of thesere either working because
they couldn’t get other jobs because they were isdwomen and they’d missed out
on their postgraduate training, or they were maeia and they were distinctly
worried about their future. So it was not a veapjy time.

MB  But you were seeking to know more and more, ymd were finding that you
could cope physically and you were seeking moremaack to understand child health
problems?

RR  That's right. | began to have a vision of a poahensive health service, in
practice, as opposed to a health service that wated into three sections. And | felt

very much the need for postgraduate training irdi@ecs and child health, so that |
could get up to date with the work | was tryingdim assessing children and knowing
more about modern caring methods. Medicine wasradig quite fast at that time.

| also wanted to see whether | could walk well egiguactually move myself about
well enough to walk about in hospital, and partldidl that through going to the

hospital on an intermittent basis at Watford. Bwn | applied for a postgraduate
training programme at Great Ormond Street, whick the Institute of Child Health

at the University of London, which seemed to be #mademic centre that was
offering exactly what | needed. | went to seedhasional medical officer, and said

that | wanted to do this course and could | haveessabbatical leave. | think it was
in my mind at the time that | hoped | might be off& some financial assistance with
the training, which was quite expensive. And theveer was that this was completely
useless from their point of view. The only kind mdstgraduate training that they
supported as a matter of principle was the DPH Ifibiya in Public Health] course,

which was the old sort of sanitary oriented puhkalth of the lay knowledge, and if |

wanted to go I'd better resign. So, | thoughtvéoand wrote my resignation the next
day and went off to Great Ormond Street, payingrigself.

MB  This was quite a financial hurdle.
RR  Oh yes, because | really didn't have any monely.hadn’'t had much

opportunity to earn much money by then, but | waisig with my parents and they
were supportive, they understood. | think theyeMezen to see me making a break

2 Dr William Alcock.
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and trying commuting to London, and living in Lomdpart of the time and managing
in London.

MB  So at the age of thirty-two, still physicallyitpidisabled, you had to cope with
a London course?

RR  Yes. | wanted to see whether | could actuabiykvenough, say, to do a ward

round, and | found that | was improving all theeind in fact | could. | think at that

stage | couldn’t actually get on a bus or easilyage an underground train. So | had
just to grab somebody to get on and off the traind so on. But | did manage to
commute from Chorleywood a lot of the time, and aged to stick out the course.

MB  You went to the Institute of Child Health. Wleawras that based, where were
you based at that time?

RR At Great Ormond Street.
MB At Great Ormond Street, yes.

RR ...and they did a Diploma in Child Health, whictasvrecognised by the
[Royal] College of Physicians. And | took that apalssed that, and of course had
aspirations at that time perhaps to do Memberstighe [Royal] College of
Physicians, which | would like to have done. Butre was no way | could do the
necessary residential medical jobs at the timein§tead of doing that, | went back to
the Nuffield for another operation, in fact thelepgi several operations together in one
admission, and emerged feeling ... really that was é¢hd of my active surgical
rehabilitation procedures.

MB  So that was right at the end of the Diploma mI€Health course?
RR  Yes, that must have been...

MB Rosemary, let me just keep you to that courttle, a little while, because it
was important time for you. You did find it wasthight course for you. | was going
to ask two questions about it. One: what kindedgle were alongside you doing that
course?

RR  They were mainly people who were trying to wagk paediatrics and child
health as part of their membership training. Theye taking a bit of time out of
adult medicine to do the paediatrics. There wédse guite a lot of people from
overseas, including the old commonwealth countmd®s) were still developing very
active public health programmes in their countnmeainly focused on child health and
development. And they were seeing the importafid¢ki®in a way which was being
just rather overlooked in the UK at the time.

MB  Was the, was the approach of the course its@f it kind of two-phasic?
Was it child health in a kind of social sense al a® child health in the sense that
you would meet it in the kind of specialist divisgoat Great Ormond Street?
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RR  Yes, it was very broad and there was quite afapecialist paediatrics, as
practised in the clinical setting of Great Ormorice&, which of course ... well a lot
of it was extremely new. | mean there was a Igpaddiatrics surgery, there was the
beginning of the unravelling of some of the gendiseases before of course the more
recent invention or discovery of the DNA basistfugse diseases. But there was a lot
of research going on. And a lot of the junior stfGreat Ormond Street who were
of course the future paediatricians, they were yvergry active in specialist
paediatrics. We also went to Hammersmith Hospithlere there was a big
postgraduate department of neonatal care and laagreéat deal about the care of the
neonates, which again was developing extremely dader Professor Tizatdvho
later came to Oxford, and John D&visho later went to Cambridge as professor.
And then as well as that there was the internakipublic health aspect of child health
in social and international settings of poverty ampidemiology, and also the legal
framework, and problems of children who were lagkin developmental progress
physically or mentally. And this | was extremetyarested in.

MB It sounds a terrifically exciting course.
RR It was very good.

MB | think on one occasion when we talked abowbii said that you actually met
occasional cases that you'd referred.

RR  Well, that was interesting because of coursead the tertiary referral centre
for, well, for the whole of England at least. Ahdid see patients that | had dealt
with as it were in south-west Hertfordshire turnimg there for super-specialist(?)
diagnosis and care.

MB  So that course justified all your, all your irsggent in it at that time.
RR  Yes, yes. | was pleased about that.

MB And yes, you came away and you returned to, ngdurned to Hertfordshire
into the same job in some curious way!

RR  Well, | went back to Hertfordshire and said ‘Welow I've done what you
didn’t think was a good idea and | thought it was extremely good idea and
extremely useful. And | think I'm now better eqpgul to do the job which | was
supposed to be doing beforehand.” And they saidllVds it so happens your old job
is still available.” And so | was re-appointed amwhtinued there, until 1965.

MB Right, so there were two or three years to gdhext job. Did you advance
along the same front, this integrational front?m Ithinking all the time of this
hospital, this community, this public health diaisj bringing it all together.

RR  Yes, it developed extremely well, because by hdwad got links of course
with Great Ormond Street, this tertiary referrahtce, and so that completed the
jigsaw of the comprehensive health service fordrkih in my mind. And also | had

% Professor Peter Tizard.
4 John Allen Davis.
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made contact again with the child psychiatric ahiddcdevelopment services in
London, and could link in that aspect of child depenent. So | was very well
placed to help the children and their families.

MB  How well you created a hub, and things were meaching out and moving
into other directions, joining it all together.

RR  Yes, yes. It seemed to me a pattern that ceeldhave been duplicated.
MB  Exciting, and you’re also doing the general pice..
RR  Well, that was part of it in a way.

MB  This was incredible. The same practice, Malloyle’s practice going on as it
were, post-Doyle. And did that still give you asch satisfaction?

RR  Yes, of course. Because having updated my raledid clinical knowledge,
although it was with children one did of course gsgpects of medical developments
which were a spin-off for adults and even geriatniedicine and the psychiatry that |
was still interested in, and so | felt better ateyal practice as a result of that. And a
lot of the patients in general practice are chitdaéter all.

MB Rosemary, what made you leave there? You'ditgall going at that stage,
you were bringing a lot together.

RR  Yes. Now, in 1965 | felt that | wanted more fpssional, personal
development. My children were by then at schootl hwas getting quite strong. |
could, I could walk quite well. | could do almastything. And I thought that maybe
what | should do is try to move up the ladder iblguhealth service so that | would
have... | suppose | was thinking | would have theamore powerful position in
which to spread the knowledge and the practicethadpatterns that I'd developed
over a wider area, because | was still confined tairly small area and didn’t have a
great deal of influence, and no one was particyliaterested in what | was doing. |
thought maybe | could do a bit more on a widerescabo | went to see the county
medical officer of health who by then had changed] was someone called Geoff
Knight, and asked his advice about what the prdspsere for promotion. | think
with rather a heavy heatrt | felt | ought to do B¥éH course, which was what I'd been
expected to do some years before, or maybe thaduld change direction and do my
MRCP after all. | felt there was more scope preif@sally at that stage.

MB  So this was a crossroads time, and various shooglld have could have
happened.

RR  Yes. | was actually wondering whether to becenpaediatrician, to become
a child psychiatrist, or to continue in the pubiigalth field. | think | didn’t think that
| was going back into general practice, partly lisesof the sort of organisational and
financial background that one needed to break general practice at that time.
Anyway, | went with a fairly open mind thinking thtéorough public health | would
get my next advance, and asked Geoff Knight foresoareer guidance really. And
he said, not exactly verbatim but more or lesssdid ‘Public health is finished, it's
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all over. There is no power; there is no futureshelf | were you | would get out of
this business as quickly as you possibly caéo | was rather startled and said ‘Well,
to where? You know, where does one go from he¥esti know my background,
what do you think the opportunities are for me?dahe said 'Well, all the power at
present and in the future is with the regional tespoards. That's the only place to
be, that's where I'm going as soon as | can go.ellwWdrove back from Hertford,
thinking that’s very strange advice, and | wastashbcked and a bit rattled. But in
retrospect it was about the only career guidaneeel asked for or received, and it
was extremely good advice. | thought on my wayidg home that | didn’t really
know what a regional hospital board was — | dohibk | was alone in the medical
profession in being a bit vague about the way NHfS wtructured. But that was a
Friday evening, it was the end of the week, andrndd to the back pages of tB&IJ
[British Medical Journal] and saw a job offered tire Oxford Regional Hospital
Board, but the closing date the next morning, Sayirmorning. So | wrote off an
application for the job, and first thing the nexbmming | drove down to Oxford and
posted it through the letterbox of the Regional pitaé Board buildings on the old
Churchill site. | think | got there about 2pm blyettime | had prepared this
application and sorted out the children and madadtive, but | was, | thought, just in
time. And on Monday | determined to do some regdeas to what a hospital board
was, and maybe what I'd applied for. And | alsagaip the hospital board, and
because of the experience | had had and heard abduseen | said to a very, very
nice elderly man who was in charge of personnehentelephone, | said ‘I've put in
an application. Have you received it, did it mtéet deadline? And by the way do
you think the board is likely to consider a womamplacant?’ Now, he was shocked
that | should have asked that question, and itthvadirst time again that | have, | had
ever heard anyone say with such warmth ‘Of course welev@onsider a woman.
How could you possibly have thought that a modgyeneminded organisation like
this wouldn’t be delighted to have a woman appligarAnd | thought well, that's a
very good sign, and | went back and did a littledsiresearch. Well, to cut a long
story short, within about a week | had been offatedjob and had accepted it. And
so that's how | made a very major career move.

MB Rosemary, what | was going to ask at this pommgs Geoff Knights in
diagnosing the need for you to think elsewhere ..atwlias he picking up in the
Health Service at that time? Were the regionabitals boards getting a lot more
money, had they just started to get power, wasethecapital investments scheme?
What was happening?

RR  Well, they were extremely strong, influentialdapowerful. They were
spending the money; they were attracting not ohly best clinical doctors into
specialist and hospital medicine. | mean, genaatice was a bit in the doldrums at
the time. Public health seemed to be going dowrdtiain. Of the three branches of
the NHS, the hospital specialities seemed to bgrtbeing point. And interestingly a
few years later Geoff Knight himself became head,ahedical head of a region and
fell into the same kind of job that he’'d advised toeget a few years before, so he
followed his own advice.

MB  You came to Oxford for an interview, and hadiaterview with the regional
medical officer?
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RR It was then called a senior administrative meddaéficer, or SAMO. And the
Oxford SAMO at that time was JOF — that's JOF jafst— JOF Davies, and JOF was
one the group of fairly charismatic individualse tfourteen SAMOs, who ran these
very forward-looking developing hospital boardsheg time.

MB  So England and Wales was criss-crossed by fenntegional authorities.
RR  Wales was... There were fourteen English, aate¥Wwas separate.
MB  And Wales had separate boards, yes. And somgra invited to come?

RR  Yes, and | came within a month, joined a teabhere was JOF, his deputy
was someone called Tony Odyieho was a former Royal Naval surgeon...

MB  And who became duly distinguished.

RR ...also [became] a SAMO, and whom | then succeen@uhtually. There
were about six of us in the medical departmentd e region, as were two or three
other regions, particularly the more successfulioregy they were very much
medically managed. JOF and Tony worked extremaly;hthey knew what was
going on every second of the day, twenty-four h@auday, 365 days a year. Hardly
ever took leave or were out of touch; they wereyyveery conscientious. JOF had
come from the Middlesex services, which had beety @elvanced, and he had a
distinguished career in the old public health smsiwhich were integrated with the
services; Middlesex County. And Tony had come ftbmservices and found a niche
in, after the war, in hospital administration.

MB  So this was strong medical executive power, Wead well handled. Serving a
board of who? Who were the regional hospital bdardVere these elected
representatives from different regions, differensias?

RR  There were some local authority nominees onbibeerd. There were also
doctors — there were hospital doctors, GPs and &ghority doctors, that's medical
officers of health. There were lay people. And thairman at the time that | joined
was Dame Isabel Graham-Bryce. They were distilgaigpeople in Oxford. The,
some of the debates that took place, always inigudfl course, at the regional
hospital board were attended by the public outndérest for the quality of the
discussion about the health service, which wasvielty much to be owned by the
people of the area which was covered by the OxRegion.

MB  So there was a great deal of local pride andmadment and concern by this
body.

RR  Absolutely, and we had... Unusually for many oegi we had strong liaison
committees with public health and general practice,other two arms of the service.
And we also had a very open arrangement of comratiait with the medical
advisory committees, the nursing advisory comnsitemd later we added the other

® John Anthony Oddie.
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health professions. So that it was a very integratpproach to health, much as | had
sought and longed for when | had been in south-tiesds.

MB Yes. And it was a body responsible for hospitaght across the equivalent of
four counties, and also the development of reabre specialities?

RR  Yes, we were responsible for co-ordinating amdetbping the regional
specialties, and postgraduate education which wssally invented at the beginning
of the sixties, and the regional hospital board wlas postgraduate education
authority. We had responsibility of course for ippl and planning and for
expenditure of funds, and for also the general ldgweent of the organisation of the
service as it was developing very fast. And thveas quite a lot of sort of integration
of clinical departments required — many of the ichh departments were very, very
scattered and they needed bringing together.

MB Rosemary, when you actually got to the, to tledital board, | don’t think
you found anything very much on your desk. Cantalk about those early days
because that was a remarkable...?

RR  Yes. It was, it was very strange. When | tdraoe in this office building,
with very little briefing of course, | was amazedvas the first medical job | had ever
done where | walked through the door and there queue of a hundred or so people
didn’t immediately form behind me with very obvionseds. | felt some time, | felt
for some time that | couldn’t discover what my tagks, and what my role was. And
after a few days of this, which seemed like anngteifor someone who'd been used
to busy medical practice, |1 approached Tony and @& said ‘Just what am |
supposed to do?’ And they looked a bit puzzled theg said ‘Well, there seems to
be plenty of work.” And so | said ‘Well, what?’ ndl they said ‘Well, what do you
think you ought to do?’ And | said ‘Well | thinloif a start I'd better learn something
about what you imagine I'm supposed to be doing sosmdething about the region.’
And JOF then organised for me a most wonderfulgrerésed postgraduate medical
programme in health services management and develtp He just asked me to jot
down the areas where | thought | was deficient & thiey were numerous — and he
would pick up the telephone and ring up tfaional expert in the topic and arranged
for me to go and visit him and his department. Asgdent, | would think, six to nine
months simply going around seeing everybody who a@gody in the National
Health Services at that time, and picking theirnngabecause they were friends of
JOF. And they were, | think, slightly intrigued b@ave someone to train in this way,
which they did.

MB  So, somebody had opened the box of postgradshieation for free, and just
said ‘Feast on the best!

RR  Yes, absolutely.
MB  For the first time, | mean it had been a stregg|
RR  Yes, more or less the only opportunity, | thittkat anyone had really given

me since I'd been qualified, and | was terribly tgfal for it but also of course
progressively fascinated by it. And of course dped tremendously with my
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background reading, and | was able to go to thdetences and hear the topics
discussed, and to meet for the first time with foméns and senior civil servants who
were interested in directing this as it were frdm Department of Health — it was
Ministry of Health at that time — where JOF hadrbdeputy medical officer of health

recently. And it was just wonderful to have suasight into the NHS.

MB  That must have been a period of intense learnihgnean, you must have
worked quite hard in that period, reading and wigiteverywhere. | mean, it just
seems that you moved around and looked at a kbiirugs.

RR  And then of course gradually picked up the idemad trailed them as it were
around the region, and around the advisory comestte

MB It has brought a lot back to Oxford.
RR  Yes, yes, | hope so

MB  And perhaps we could talk, Rosemary, at thigetabout things that were
happening in Oxford. Exciting things were happgnigou’d got a new medical
school happening.

RR  Yes. We were selected... Because there was aHugage of medical
manpower at the time — and that was one of theesigsues, that there weren't
enough doctors to go around and staff the big dgweénts that we wanted — two
new medical schools were formed with two or threeerto follow. And Oxford was
one of the first, with Southampton. And we had anderful period, led by Sir
Richard Doll of the university who was regius ps#er, going through a period of
what | would call kingmaking — that is creating tbiaiversity of Oxford clinical
chairs, obtaining the funding for them. Well, | wid say easily, | mean it couldn’t
have been quite so easy for some of the people wdre actually involved with
getting the funding, but it certainly came in. Awd just appointed a whole clutch of
new heads of teaching departments in the medidaacand the medical school
developed from about, an intake of about twelven@nty or something like that from
those very early years up to the present day wilisij@ist over a hundred.

MB Yes. And all those new appointments gave tHkeges a headache in finding
placements for new Fellows, | mean, just ... anddedntually | suppose to Green
College happening, which we’ll talk about later émege you had an association there.
But that, that must have been the most incredibyle,tso many appointments.

RR It was wonderful, everything was new. And ol for all the teaching
appointments that were made and all the new acadelnical departments, there
was a great surge of activity in the various spii@sa throughout the region, which
reflected terribly well on the standards of car¢hie Oxford Region.

MB  And money, | think that this was a time when rapibegan to come on stream
in a big way. Capital investment.

RR  Yes, when | arrived at the Region someone cdlledch Powell had just
pointed out to the nation that no one so far hadght that the NHS might need some

10
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money, and to him really goes the political crexfisetting up a capital programme
for the NHS. And hospitals, which were all of ceaiinherited from before the war,
for the first time had a ten-year rolling programafecapital development. And with

the shift in population, a lot of which had cometthe Oxford Region, we were early
on the scene and in fact opened, built and opeheditst phase of the first new

district general hospital which was part of thenplaAnd that was phase one of the
Princess Margaret Hospital at Swindon, which was tin the Oxford Region.

MB  So you built a hospital?
RR  And we kept on building hospitals then, and...

MB | mean this was, this was an unexpected incteddpportunity. | mean
nobody had been doing hospital building, money wasrained.

RR  Nobody had been doing it, so working out thet sy of planning, putting
together, building quickly hospitals with the maés available... And although
we’re talking about the 1960s there were still arsge of steel for construction of
sheet glass, of some of the engineering compontrgs; was a still a world-wide
shortage of some of these materials. So there.wascertain amount of difficulty
with the designers of the buildings. And we evatijudeveloped the Oxford method
of building, which was not so much a way of constian as a way of working out the
logistics of departments and within departments eofgyineering with building
components. So that we gradually ironed out tiffecdities, developed a method of
building which was subsequently marketed intermatily which put together a
hospital. For the first time we achieved a millpound spend in a year on the Royal,
on, not the Royal Berkshire, on the battle siteReading with an Oxford method
hospitaf. And the subsequent sort of checkout, [by thedrsyscheckout and
snagging(?) procedure, turned up the incrediblaltréisat they were well over 95%
satisfied — they’d got no problems with the hodpithen they moved into it. It was
unusual for a modern building in the 1960s.

MB  Rosemary, you played a part in that design eseygetting hospitals built in a
particular way.

RR  Yes, it was concerned with the ... the medicatinpas concerned with the
logistics, the relationship of key departments.e Way in which departments actually
worked to provide clinical care, that was the infnat one made. One had colleagues
who were architects, engineers, design teams; dtrsaying that | had anything to do
with that, but it was a question of working out ethahow a modern hospital might
work. And how to make allowances for likely futulevelopments, because we of
course we asked all these new young consultantsmévd got in Oxford how they
saw the future of their specialty developing.

MB  So this was an incredibly refining audit procesReally moving down and
refining things with time,_butwith all this money. And there was money. I'm
dwelling on that because | don't think people helamoney being available in such

® Battle Hospital, Reading.
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tides, in the present climate. With that money game across medical manpower
shortages.

RR  Yes, the constraining factor in those days wadiocal manpower, and some of
the other specialist health professions, some ef ghientific engineering and
specialist nursing professions, but particularlydroal manpower. But it is not, |
think, fully appreciated that in the early daystbé NHS, certainly up until the
seventies, the problem was to find enough good &brigp schemes with staff
available, with trained staff to carry them througim which the money could be
spent. There was always money for any good idaa ¢buld be worked up and
staffed, not just theoretical, but where one caigdinitely say you could attract the
staff, the trained staff to run it and make it worknd we of course were well out
ahead in the Oxford Region; we just kept on putfimgvard scheme after scheme
after scheme. And the money came pouring in, hadgab was to spend it.

MB Rosemary, you look at that problem of medicalnp@wver and you pioneer
developments that were to help.

RR  Yes, you're referring to the idea of bringingmen fully into the practising
workforce in medicine. When one looked at medmahpower it was clear that the
women in the workforce were being wasted. Thathey were qualifying, maybe
doing one or two jobs, and then they were simply joining in the general
development of the next stage which was postgradtratning for specialisation,
whether that was hospital speciality, or whethevas NHS management or general
practice as a, as a thoughtful modern developniemtimary care, but particularly of
course for the hospital specialities. And the oeasvas that in those days the
requirement for, often even for entering for thems in hospital specialities, and a
problem which | had confronted, was that one haspend a couple of years living in
hospital. And living in meant that you got perhapse weekend off a year, not a
week or a month but a year. And this all had tppea between the ages of about
twenty-five and thirty-five. Now, the women in mede were at the same time being
taught in obstetrics that if they deferred haviadpibs after the age of thirty they were
at much greater risk. 1 mean, that was statisyical in those days. And therefore the
women were facing a terrible dilemma. They wereuat®0% married, as were their
sisters in other professions, and they wanted Ye ttzeir babies, and they had to live
in hospital in order to join the medical professioSo this incompatibility was just
absurd and resulted in wastage. So |, partly lscahad thought this through from
my own experience and managed it somehow, | thodlght if this period of
postgraduate training could be taken more slowlyaanextended basis so that it
would fit in with the years of motherhood and capimith young children, that some
of these women could be rescued and the probletimeainedical workforce shortage
could be partly overcome. So | went with a schesnpported by JOF Davies, to the
Regional Hospital Board and asked for money to stpinancially for women on
this basis, during that financial year. The schevas immediately supported by two
people | remember very well: Dame Annis Gillie, wivas a former president of the
Royal College of General Practitioners and a wetn woman doctor; and also Sir
John Stallworthy who was on the board at the tiame had himself of course in
Oxford seen the dilemmas of many of the married wmoctors in Oxford, who he
had delivered as professor of obstetrics, and #enn achieving their motherhood
they were being lost to medicine. What | did, urid four women out of quite a list

12



© 2011 Oxford Brookes University

of people whom 1| just knew were in Oxford and wante get back into medicine,
and asked them what they wanted to do, what sptexsathey wanted to train in.
And | found a consultant with the qualifications foaining within his department, the
requirements for training, and asked, if this womaare to be paid for, whether he
would train her on the same basis at the otheojudoctors in the department but
take twice as long over it so she was there fdrthal week, and the other half of the
week she could be with her young children. Shddcaover half a week with a
nanny. Remember that half a week meant three doadf alays and nights. It's, oh |
can't work it out in hours now, but | mean we aa talking about junior doctors
coming down to a seventy hour week, we’re talkimghie hundreds of hours that had
to be covered in a week for those jobs. And thes@men were snapped up, these first
four, by people who said ‘Well, yes, look at thisupg woman’s, you know,
qualifications and qualities. And compared witlvihng nobody available within the
department to have this woman for half the time idee a godsend.” And very
soon, | mean within a matter of | would say a mouoithhe first one being placed, |
did have a little queue forming outside my doocofisultants who were saying ‘You
know that young women you found for Doctor X? Dmuythink you could find me
one like her?’ And by the end of the financial iyeaent to the Board and said that |
had got not four, but forty something women in pastler these arrangements, and
hoped that the over-spend that | had incurred wdaddalright, would be rolled
forward and supplemented for the next year. Anthose days as | have explained
the difficulty was to spend the money and partiduléo buy doctors. So that was
quite alright according to the rules, and the saheamthin about two or three years it
went up to over a hundred. | mean, at one staggoielp to about a hundred and
forty women under this scheme. And as far as Mkrihere were no women who
were genuinely seeking a further training who weoé able to be placed under the
scheme from then onwards.

MB  Did this become a national, this became a natiamove?

RR  Oh yes, of course the ideas have been adoptedked into the official
guidance and funding policy, adopted by the BMAI{iBh Medical Association] as
policy, and by the Medical Women’'s Federation. #&ke people with medical
manpower interests at heart, they have all padiegh And it has now fallen into an
absolutely standard form of agreement whereby nbt women, but also men, have
the right to, provided they have well-founded remsdhey have the right to request
part or all of their training should be held onesd than whole time basis. And it
complies now with EC(?) regulations and it's aydktablished national scheme.

MB  Rosemary, to put this in perspective, | meatenms of the career prospects of
many, many thousands of women over the generateare/talking about...

RR  Yes. Very quickly.
MB  ...it's never been the same.
RR  That's right. It was very quickly taken up imetOxford Region, and in the

South-West Thames Region and in the Wessex Re@ome other regions were not
so quick to grasp what could be done. Maybe thep'tdhave the shortages of
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doctors, which was a very pressing issue in thehsafi England, but | mean
eventually everyone joined.

MB  Rosemary, when people look back on your career jadge it, | mean that
must be one of the things that people remember.most

RR  Yes, yes. And...

MB | mean, you must get people coming up and sayiritgank you for this
opportunity.’

RR  Yes, it's very nice to meet women, younger thaa nearly all of them, but

women who spent perhaps a few years of frustrasadgenly hit upon the scheme
and returned with a satisfying medical career. Avidcourse the results were
extremely good. We analysed the results from timéime, and there was a time
when among the women on the scheme there werdeitatsame number of higher
degrees and diplomas as babies born, which | allaggght was a rather nice
statistic. So it certainly demonstrated that tleengn were keeping up.

MB Rosemary, we were talking about the sixties.st Juefore the sixties, the

regional hospital, the regional hospital board hrather had exciting work going on

that we perhaps should refer to. Because if wgdiag to look at the continuity over

forty years... Acheson’s work was quite exciting,emnhyou got here it must have had
exciting results.

RR  Yes, | inherited, eventually fully inherited migue data set of linked medical
records which a then May Reader in medicine at fxfone Donald Acheson — who
afterwards became Sir Donald, the chief medicateff— started when he saw the
possibility of relating hospital admissions withatles, discharges and births, so that
one could actually follow not just an individuaseries of incidents related perhaps to
one episode of disease, but one could actuallgviod sort of life history of a disease
in an individual, and in many individuals. And oceuld determine a sort of natural
history, the epidemiology of disease as it preskatel as it might relate to events of
birth, and subsequent episodes of hospital cakpéourse finally cause of death.
Now, this Oxford Record Linkage Study was carriedtiorough thick and thin, first
by someone called John Baldwin and more recentlplizhael Goldacre. And it has
been a terrible trial to those people to keep ¢imsrmous data set going, but in fact
with the modern computing technology it has now ednto its own. And after all
those years — that is, it's more than forty yeddsnow — it is beginning to be a useful
tool, and people use it internationally for reskarto the distant origins of disease
and disease patterns.

MB A colossal data bank. Rosemary, we're talkiigpioneering in the Oxford
Region. It was a pioneering region. And we bryogl back to the sixties, because
Milton Keynes, was that, was that coming on str@athe sixties?

RR  Yes,itwas... |think it was announced in theyJate sixties, towards the end
of the sixties. And the very day that it was anmmd on the radio in the morning that
an agreement had been reached by government tastaw city in Milton Keynes,

which was slap in the middle of our region, Tonyddand | caught the 9.45 or
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whatever it is to Paddington and went straighti®Permanent Secretary’s office and
asked to see the minister. And [we] said ‘If we going have a city in our region
which is destined to be the biggest city in theioegwe want a planned health care
system in the city. Not superimposed on a sorfrafmework of buildings and
transport, but absolutely integrated with the piagrof the city.” And from that very
first day we had a team. There was Tony and mysath the hospital board, there
was Sir John Reid — who was then Dr John Reid — was county medical officer
from Buckinghamshire, with Dulcie Gooding from tbeunty. And from the Milton
Keynes Development Corporation there was Jock Cafipwho was chairman of
the Development Corporation for many years. Andetber we planned health
services into the city, from day one.

MB  What a unique experience. A new city. How maegple...? Incredible.
RR It is unique.
MB  What a challenge though.

RR  No one had ever before, anywhere we could descovthe world, put a new
city of that size of population into a place whénere was no hospital, no specialist
health service. So we had an absolutely cleae,steitd we started by saying ‘The
most important thing is primary healthcare.’ Itsmegery interesting that these days all
these years later people are talking about princarg being the foundation of the
NHS. When we said this nobody really believed ukey just thought that we were
just a little bit eccentric — but we did in facttpm primary health care with the
supporting facility of a community hospital. We tpin care for the elderly,
community care for the elderly, and for the mewtall and for the mentally
disadvantaged, and we resisted for a very long boikling and opening a hospital.
We always said that a specialist hospital wouldb®viable in a green field situation
until you'd got a hundred thousand people at Idapendent upon it, and against a lot
of resistance and a lot of campaigns saying thétbMKeynes wanted a hospital. We
got Northampton, Aylesbury and to a certain extextord and one or two hospitals
further afield to support the population with spdist services, including out-patient
services, until such time as in the year that thygugation topped a hundred thousand,
we opened the doors with a fully functioning figghase of the district general
hospital.

MB Rosemary, | want to take up two ideas thereltdWliKeynes bridges us, yes,

the late sixties right into the seventies, so wieskp that as a theme with us. But this
community hospital theme we got into, it wasn'tewndevelopment, and you were

pioneering community hospitals in Oxford in thet&g. This was on the wave of

further pioneering of the sixties.

RR  Yes, it was part of our conviction... And | sayrg because JOF and Tony
and | and all my colleagues and the people in élgeon, including very good general
practitioners in this region, strongly felt thatless you had modern good general
practice with modern facilities a specialist seevimouldn’t manage on its own. |
mean there was at the time a danger, you see,gtharal practice might have

" Baron Campbell of Eskan, John (‘Jock’) Middletoangpbell.
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disappeared. And the pattern of health care fersdrvice might have been more as
the American system with specialist services setkets it were by the patient who
diagnosed what speciality he belonged to from #hephone directory, and referred
himself as it were immediately directly to a spésia Now we felt that the British
general practice system was extremely valuable, @anahinister called Kenneth
Robinson, who perhaps you remember, rescued gepraetice with a new General
Practice Chart&r which improved the financial and professionalspects of general
practitioners considerably. And we immediatelyked at general practice and the
primary health care team, which was then, oh a rtteyaght in the back of a few
people’s minds, it really didn’t exist. But theotight that all the people who worked
in the community with the people who were sick #imel people needing preventive
care, the sort of people I'd been working with weack in Rickmansworth, that we
could work out a new pattern for general practioceé support it with a modern facility
which we saw as what we called the community hakpit Now this was partly an
answer to the question as to what was to happehetanultitude of small cottage
hospitals scattered particularly around our ruegfion — we had a whole lot in the
Cotswolds, and up the Thames Valley. Many of tiveene so-called war memorial
hospitals; they were beloved by the people in emmlll locality. But what they
really provided was a rather low key nursing careder general practitioner
supervision. Some of them provided minor surg&8gme of them did major surgery,
which we didn’t think was quite right. But they rge’t equipped in a modern way
and they didn’t really meet the needs of eitherglaetitioners or the patients. So we
had a million pounds from the Department of He#dtmesearch a programme. And
we worked out first of all in theory that a ... a aoomity hospital was not really
viable as we saw it for the full range of what a @&Ryht to have at his finger tips as a
facility unless you had a population, again of stmmg like a hundred thousand,
looking to it. Now many of these small hospitatdyoserved about five thousand, and
we felt that these needed to be a good deal biggat,they needed to have no
surgical procedures where general anaesthesia ewpsred, that they should not
deliver high-risk mothers. We did agree that sashéhem could have maternity
departments for selected deliveries, that they Ishdwave access to diagnostic
facilities, that they should have out-patient cdiadion facilities — a sort of
enhancement of the domiciliary consultation in dtirsg with some diagnostic
facilities available — that they should be servidsdpathology and CSSU(?), and
should have high nursing standards with some nwasg&ng and nurse management
going on in the hospitals, and that they should/igie for a certain range which we
defined of cases, and that they should not go leyleese sort of bounds. Now, we
worked, first of all with the pilot scheme in thédduberculosis hospital near the
practice of Sonning Common, which John Hasler vesponsible for. And then we
built two pilot hospitals — one in Wallingford amahe in Witney — and we carefully
researched the one in Wallingford and wrote abtut Now there was a lot of
opposition to this, because it was at a time thare was difficulty with nurse
staffing, and these hospitals were clearly goingaiee some nurses. And there was
still a lot of conflict between specialist caretbé elderly and the mentally ill, and the
physically disabled, and primary care by GPs. tBase that were established and put
fully into effect worked extremely well. We feldt they needed at first a hundred
beds to be viable, to offer a range of in-patieatilities, and one modified those
figures as all lengths of stay came down, includawgn continuing care for the

8 General Practice Charter 1966.
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elderly, reduced over the years. But even so these quite big hospitals by most
people’s standards, and they had quite a lot dlittas. The small cottage hospitals,
some of them were designated for expansion intonwanity hospitals, and some of
them were really designated for performing a certainge of the facilities, of the
functions with the facilities that a community haapshould have. But | think the
idea is still viable. And when we put a commuriitspital into Milton Keynes, even
though only half of it was used for primary caraddalf was immediately snapped
up for specialist care, this was an area that weag vard to protect. | think many GPs
and primary health care teams would still go wité idea of a community hospital.

MB Yes, a great, a great development when | fishe to Oxford in the early
1970s. | mean this was just under way, | think, ¥allingford development. And
this you had a major hand in. | mean this was Was a lot of your concern for
integration that you poured into that.

RR  Again arising from my earlier experience, | thin

MB Yes, yes. And one of the things that I, justing that theme of integration,
there’s another theme that we talked about befdfbat was the pyramid and the
dominance of the patient in your pyramid of healtifou were saying that many
people have the view of a minister of state donmgaa health field, and a pyramid
coming down to patients at ground level. But yoarevsaying that the health
authority that you supported and worked for andredwall this energy into really did
have the patient right on top of the pyramid.

RR  That's right. If you turn the pyramid or theatrgle upside down, and the
secretary of state is at the bottom catching taéyrdifficult national flack perhaps in
the House of Commons, the people along the brgadftthe triangle of the pyramid
are of course the public. | mean, the people wieosall fit and who might be sick,
and the people who are sick, and the people whbe®en sick and need some
continuing care. And the contact that we triedrake throughout the region with
these people was also | imagine pioneering. Wetbgatoduce plans, you see, ten
year forward plans which gradually became moregiatied in that they began to be
composed not just of building plans — which wasdhginal hospital plan — but they
became health services plans eventually. And wee fully costed, and they had a
full manpower projection and audit following thehrdugh as the years went by. But
originally we went to the public to say ‘We arenting of putting this that or the
other in the plans’ — and this particularly relatedhe community hospitals — ‘what
are your views about this?” And what we would de, would hold public meetings,
we would go to the pubs sometimes in the Cotswimidbe evenings, we’'d put up a
notice, we would go to village halls, we would gohtigger centres when there were
bigger issues of course. And later it very oftemalved around closures of hospitals
or hospital premises which, where integration opatéments was thought to be
beneficial. But certainly in connection with thenemunity hospital plan and the very
local efforts we found that we just had to go asgional team with our ideas and go
directly and talk to the people. Now, some of pleeple from other disciplines and
specialist disciplines of course in the medicafgssion were not used to confronting
real live peoplesn masse who were not patients as it were, who were sickaspital.
And in that way my general practice and public titeekperience came in very useful,
because | didn’t mind a bit talking to large crovadgeople about their health needs.
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And | felt | could parry their questions, which yeoften ended up of course with
rather personal health problems being aired inipubrlhis kind of thing frightened
lay administrators, or people concerned with firgnand indeed some specialists.
But it didn’t deter me and my general practitiomelleagues. We could cope with
that easily.

MB Rosemary, I'm getting a picture of that you feltrepresentative of a, of a
region, very much a region that had the power tohitogs locally within its regional
remit for the good of people that you were meeting exchanging views with, and
also communicating with the local representatiiesNow, that’s very different from
what we have today. And I just wanted to put thathe table, because things have
changed a lot since then, and we might, we mighowjoreflecting on some of the
changes. But we're still in the 1960s, all thesalkof things happening. All these
things happening and you're building hospitals.dAme thing that came across to me
that you’d said at some time when we, when we uedkeng in the summer was that
if the hospital building had actually started earlit may have gone off on all the
wrong wavelengths, but starting at, it probablyrteth at the right time as
technological advances just allowed it to see witesigould be going.

RR  Yes, in retrospect it was partly fortunate ttiegt building programme didn’t
get started sooner, because there was a lot cdyyeegmmediately after the war to
spend a great deal of money on TB sanatoria oryldniksides, and also of course in
developing the large mental illness institutiondlveaitside the towns, whereas all
modern hospital planning has been put as close oassilppe to the centres of
population. And of course TB was conquered, aatlittvestment would have been a
terrible waste.

MB And also if we're staying with the sixties, widsere a change in the mental
handicap, the caring for the mentally, the mentdllin the later sixties?

RR  Yes, this was rather interesting. The individuaho were then called the
mentally handicapped — they’re now called peopléhwearning difficulties — those
individuals, to start with they were institutiorssdd very much more than they are
these days as a matter of just public and sociiétypo It was much more the way
people felt about their family members, that thented them rather out of the way in
institutions. But there was a great deal of vamypntvork going on. Many people had
developed small houses or units, thinking with teey best will in the world that it
would be kinder and nicer usually for one or mofeéheir own relatives or friends,
and that they would make a small cluster of othdividuals who had the same care
needs around them in a moderately sized countrghond the family would look
after not only their own individual member who wss handicapped, but several
others as well. And there were a multitude of éh&®all units which had been set up,
probably during the thirties, forties, fifties, atieey were in charge of people who had
grown extremely old with the problem. And they eaiderly people who had not
been able to recruit sufficient volunteers or irdlaay modern trained nurses to their
aid. And these were very, very sad little clustfrsvhat one can only call worrying
neglect, and it was through no fault of these imtligls who had started out and who
had simply grown old unsupported with the probleMow, there were those, there
were a large number of them in the Oxford Regiémd there were also a few very
terrible large institutions, mainly in old ex-arnmutted accommodation which had
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been taken over in desperation at the end of thre wizere large numbers — and |
mean maybe a thousand at a time of these indisdualere really looked after in
very, very poor conditions indeed. Now, there wssgeral efforts to develop better
services for this group. And in the Oxford Regwe gave it very high priority,
backed up | think more than twice after that withaing a national priority, so that by
the early seventies we had actually achieved a potgramme of closing all these
small units and grouping together in hospitalshastels, and with what would now
be called community care — you know, domiciliarpatyision and respite care and
those kind of day care facilities — all the indwads which we knew by name. And
indeed the numbers who needed care had diminisbemube of other developments.
And we had managed to have a plan for all thesesichehls, which was a fully
integrated service with specialist psychiatric smy with hospital trained nurses with
proper diagnostic and treatment facilities. And #tate of the art was not terribly
well developed at this stage; remember the gemair& had not yet been done. But
we also integrated that endeavour with the locti@ity services, the social services
which were not all local authority at that timedanith primary health care so that
GPs knew for which individuals they were resporesibAnd we had got some very
good plans worked out. These days | think one dealy that some of the hospitals
services were even so more institutionalised threnveould wish, but they were good
modern clean premises with a lot of interest andlirement of the local community,
and they were properly staffed. My nursing colleegyreally were delighted when we
were able to say we’d closed the last of thesatedIsmall units, because they were
such a worry. Nobody knew... Although in a 99%la#rh were being run as well as
the individuals could possibly manage, the scopéliaster, for ignorance, for abuse,
for really introverted ideas about for whose beanb#ese services were being run was
so horrendous that we were delighted to get ali¢hedividuals into a service where
there was a flow through with people with a modeaming who could see what was
going on, could act as eyes and ears for the serticstop potential scandals and
abuse. Well, we were delighted with that projectd | personally was rather sorry
that priority was given to demolishing it all lobgfore some of the next priorities had
been dealt with. | would have left it to developyself.

MB  Rosemary, that period — we're still in the segj a phenomenal time... Do
you want a drink of water? I'm thinking of drinignwater at this stage, it's very
drying in here, are you alright? You’re managiaglo more talking than | am. What
I’'m, what I'm interested in in that period, you mdmave worked phenomenally hard
to have so many files on a desk and still to ha¥analy at home. Boys going to
school about this time, | suspect away from honu,you building a home for their
weekends and holidays in the Chilterns.

RR  Yes, that's right. We lived in the Chiltern Kjlat a village called Bledlow,
and we had lovely holidays together. | did takeetioff in August and had a holiday,
which I'd not had quite so regularly in generalgiige. And they were at boarding
school, so during the term | worked extremely rerd all night and weekends and so
on. | tried to make a bit more time available dgrthe holidays. And they feel they
were neglected, | know they do, but it was the bestuld work out to hold the job
down. | liked doing my job. We all needed the mn | needed to make a success
of the job to see us all through, and | just diel lblest | could.
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MB  You said at one time that you still felt poorthat stage in your career, that the
money had to keep coming in, whatever.

RR  Absolutely.

MB  Just in the sixties, just tucked into the sigfigou began to get some national
recognition as well. You were joining committeaad | think the Lane Committee
came up in the late sixties and you became a medaileat.

RR  Yes, the Abortion Act of 1967 was a liberalismgasure, which had a lot of
opponents. And there was a lot of public discugsamd a committee was set up to
look at the working of the ’67 act under Mrs Justlane, Dame Elizabeth And |
served on that as a fairly independently minded amrdoctor. | think | had not
worked directly in that field, | had never goneoiptrint with any views about it, and |
was appointed by the then minister | think justsasneone who might have an
informed but fairly independent view about thisndAwe were a very hard-working
and quite long-serving committee. We took a loewaflence; it gave me some insight
into the ways such national committees workedgaite me another chance to go all
round the country looking at obstetrics and gynbepodepartments throughout the
UK. And eventually of course we were able to paal@a unanimous report which
stated that the act was serving the country welthenwhole, there were one or two
small qualifications which we recommend&dBut people who were very surprised.
| think they expected that that committee wouldduae a report with a lot of
minority codicils and so on and that we would negach agreement, but we did. On
the committee was Dame Josephine Barnes, whom iyow,kwho was a well known
women obstetrician, my senior by a few years, whoega very, very expert and
learned input to the committee, and also a youmdepsor, Alec Turnbull, who was
then in Cardiff and who subsequently came to Ox&wgbrofessor of obstetrics. So |
remember those two particularly well.

MB By the time you get into the 1970s — we're alfjugetting to the seventies
Rosemary — you'd become a deputy, deputy SAMO. D@¥es must have moved
on and Tony Oddie taken his place, and you becardepaty to Tony, who you
always related, well, you related well to themadlthat team.

RR  Yes, yes. We were a good team, and althougie tlvas an appointments
procedure and there was competition, on each amcas far as | remember | moved
up. And no one was more surprised than me thatdl ao fairly rapid promotion.
There was a promotional ladder in that kind of bass, and people moved between
the regional departments quite frequently. Butakwable to obtain promotion within
Oxford, which was lucky — | didn't need to move rdal became deputy to Tony
Oddie.

MB Yes. So into the seventies we've got Milton Keg going on, quite an
exciting enterprise. We've got community hospita¢gjinning to take their part in the
primary health care field. You've got women doston stream in a new way. The

° The Lane Committee, chaired by Mrs Justice Laras set up in June 1971 with the primary purpose
of reviewing the operation of the 1967 Abortion Act

% Dame Elizabeth Lan&eport of the Committee on the working of the Abortion Act, London: HMSO,
1974,
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1970s were really a time though of new health serarrangements, and the regional
hospital boards gave rise to regional health aittesrand area health authorities and
district authorities. A very curious three-tiersgym, everything changed, but that
must have been a fascinating time.

RR  Yes. The wind of change was in the air, anchiaen theme was that the three
branches of the health service which | had mentidmefore needed integration. A
theme with which of course | fully agreed. Thergamisation did not take place until
1974, but the run-up to it consisted of six yea®® that was 1968 to 1974 of almost
continuous discussion and argument and considaraifothe potential planned
reorganisation of the health service. It was a math exercise, and it involved of
course becoming not only attuned to the varioudigal threads that were floating in
the air at the time, but also the options for managnt, for management style, for
management theory. There was a lot of influenceieg at that time from America
where management as a subject had been developled wniversities and within
large-scale industries and services. And we nbt listened to all these people and
read what they had to say, but we invited themxtf@, and we began having all the
doctors together with as many representativesebther health professions and our
associated colleagues as would come. We begamdawivery, very heavy
programme of management training. We had a lothelp in the Strong
Mackenzies(?), and they did a study in Oxford whies quite well known, and they
subsequently had quite a lot of input into the gaarsation. But they were not the
only management consultants that we used — thesealsa what is now the Oxford
Business School, which was then a school of managestudies, we had a good deal
of help from them. And what we did, we had one kesel a month — that was Friday
to Sunday afternoon, Friday night to Sunday afteme we spent on management.
We started that | should think, | don’t know, todsithe end of the sixties when this
reorganisation really got going. And we contindbdt right through the seventies
and eighties, so that we had about ten managemeskends a year for all those
years. And we involved all the doctors in the oegdown to the grade of registrar,
invited all the GPs in the region, all the publ&alth doctors, representatives from all
the nursing departments and as | say colleagues dtber disciplines. So we really
made a big effort to teach and study managemedtparticularly the idea of medical
management.

MB Yes. So that went on for many years actualigf in-service training.
RR  Yes, we never, we never stopped.

MB  Rosemary, by 1973, just before that reorgarosatiomes in, | think you take
over.

RR  Yes. To my very great surprise Tony Oddie, vgeemed to be absolutely
made for the job and was working extremely harduketold me that he thought he’d
stop and he would retire because he’d always waotbg a painter. And so one day
he just left and took up his paints and his eas®d, was around in the Cotswolds for
quite a long time painting the scenery and so od,hexd nothing whatever more to do
with the health service. A terrible loss of talamd energy and enterprise at a very
crucial time. But, to my surprise | succeeded BENnSAMO - this was still the old
SAMO job. In 1972 | think | became SAMO. And iaw just before that that | had
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finally decided | must give up general practicecdnese what with doing these
management weekends and a weekend in generalggracti so on | was really...

MB Rosemary, that's a strand that we’d... Becausesid unlikely, it's a strand
that we’ve not kept in focus, but it was there.

RR  Yes. | was still doing general practice one keeel a month, yes, until 1970, |
think.

MB  Just hours and hours a week spent in regiorsdrphg and management, and
then you go out each week and then you continuergepractice. That's a colossal
workload for anybody. How did you find that? | ame did you just live with that?
Were you composed inside, you didn’t feel any presa Were you able to negotiate
that well?

RR  Ijust got used to it. |did a little less dgithe school holidays, | think. And
eventually of course | realised | wasn’'t keepingadgh general practice, | mean...

MB  Changes must have been dramatic, especiallyeiptescribing area.

RR  Yes, | couldn’t do enough reading and see enaidghhat was going on. It
wasn't fair to the patients to go on. | was diglping my successor in the practice in
Hertfordshire, but it wasn't fair to the practica fme to go on.

MB  But in terms of your perspectives that has bemormously helpful.
RR  Of course. |loved it and it was very, verygdiel.

MB  When you arrive in the top job, can I... lIttie top job, that must have been
quite a surprise, because a few years earlier,anneeen in 1965, this is not even a
decade later, you're in a top job that has enormdemmands right across four
counties?

RR  Yes, it was extraordinary. | felt as surprisasdyou think | did. Yes!

MB  Big things were happening... | mean, inevitabtptt reorganisation lots and

lots of footling things, because all kinds of sneaadiministrative matters have got to be
taken care of right across the areas and the wiholge of general practice interest
you still have. But there were also developmeikts the new John Radcliffe. A

massive development of a new hospital in Oxford.

RR  Yes, this was the new teaching hospital, andoofse to support the clinical
activities of all these professors we’d appointaed the intake of the medical students
and the staff that was required for teaching pueppand the big research departments
of course developing around the academic deparemedow, we had always had a
theory in planning hospitals in the Oxford Regidratt hospitals should be much
smaller than the projections of many other placége thought there should be fewer
beds, that the actual area should be more compaad. we were very, very alarmed
when we went for example to one or two of the neaching hospitals which had
been built ahead of the John Radcliffe. | thinkwi&s in Nottingham where the
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circular corridor around the main ward block wamite. Now, | talked to you about
the problems of going on a ward round just phykicddut if you can imagine the
distances involved floor after floor with a milenp corridor... So Tony Oddie, who
was responsible for planning the first phase of lblan Radcliffe, which was the
maternity phase if you remember, and influencead tie development of the main
phase which most people think of as phase onedei@smined to make this compact.
And we had a lot of arguments with the Departmérmienlth, the Ministry of Health
— | can’t remember when it became a departmehinktby then it was a department
of state — to spend the money on a smaller hospAald there was a lot of medical
opposition as well, saying, you know, we’re nottigeta big enough hospital. But of
course many of these big hospitals that were bty stayed half-empty for many,
many years, whereas the John Radcliffe as it opepeaent immediately into high
activity, and | think people were grateful as autes

MB  An amazing development, and you took that onwts). Was that largely
planned within the regional health authority witbiod correspondence with the area
and with architects coming in, with you having aput all the time?

RR  No. You see, while it, while it was being pladnit was planned by the board
of governors who were completely separate fromréggon and accountable only to
the Secretary of State. They were not ... this wesaf the plans for integrating the
health service, that the teaching hospitals andedwming hospitals as we like to call
ourselves should be integrated. But the only skalid expertise in planning on this
scale actually lay within the regional hospital ftba So | don’t think we were the
only place where the medical planner was secomuléuetboard of governors to plan,
and so it was one reason why | was deputising fonyTOddie pretty strongly,
because he was busy planning the teaching hospital.

MB  As these hospitals came on stream in the seaseatd hi-tech medicine began
to really gain momentum — this was a decade oéttirtmedicine really moving into

gear — there must have been massive thoughts, Emihimy needs around the
equipment that you needed that was incredibly esiperand took time to bring on

stream.

RR  Yes, | don't know what the proportion today wbble in a phase of a modern
hospital, but certainly for most of those yearg, pinoportion of the capital value of a
hospital at the time of building was approachin@éngineering and the other 50%
of course was loosely called building. Now, thagieeering included all the back up
that was necessary. Not only for heating and iagimg the hospital and running the
lifts and the security system and all those kindtlohgs, but of course making
provision for the development of the technical pquent which was going to be put
in the hospitals. | mean, arranging to plan arratpeg theatre block or an intensive
care unit or a radiology department, when last 'gearodel was being completely
superseded before the ink was dry on the plan,wsag difficult. Not just for the

medical planners to say what they were likely tontata install, but for the engineers
who had to make provision in that fabric and suitetof the building for what might

occur. And of course computerisation was develpmpace and the question of
whether one had to have, you know, cooled and latedi rooms attached to every
unit or almost every bedside, or whether thingsewging to develop so that people
might, absolute magic, even carry a little laptagmputer around with them... |
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remember it was envisaged, but no one really betietv The pathology departments,
and whether their output would consist of tons &ms of paper or whether the results
could be sent on a screen around the region. ethseextraordinary that people were
so sceptical about whether some of these develagnvesuld every really happen,
and there was a bit of a ‘belt and braces’ attittadenaking provision for this. But
what we did, we developed the scientific aspectmedlicine within the region. We
created a post, we were the first region to dasoggional scientific officer, and we
had an integrated regional plan for the investnoérdapital into major medical and
scientific equipment throughout the region. Notndoesn’t sound very adventurous,
but what it meant for example was that the comnyumitspitals definitely wouldn’t
be extended to comprise an intensive care unie gériatric department, which was
still lingering on an out-of-hospital site, woulatnbe equipped to install an NMR
imaging machine. We were prepared, and we hadeptee measures, to stop us
falling into the American trap of over-investmentrapidly outmoding technology on
every street corner. And we had by agreement gdiughich was spent every year
according to priorities which people, | won't sdyey always absolutely agreed but
they gave into it with a good grace knowing thaintwould come and that it was the
best use of resources.

MB  Rosemary, this regional scientific officer, wisit a step that took us into the
eighties or was that late seventies?

RR It started | think in the late seventies.

MB  Right.

RR  Yes, perhaps even earlier we were thinking, @t the role developed during
the seventies.

MB I'm interested in the computerisation, and besaluthink one of the hospitals
came on stream with total computerisation in thatiqu, which was quite a new
advance.

RR  Yes, this was Milton Keynes. You see we opéhedthout any paper records
other than the clinical records which of coursentyaare still on papers and standard,
but all the administrative and managerial procesluvere fully computerised. And
they worked from day one, and it was at the timéom’t know what the position is
now but | wouldn’t be surprised to know if it isrstill the only hospital that really,
really works without paper in the administrativeamniaery.

MB  Rosemary, what a pioneering decade. We areajustit to change reels and to
take a short break, but that gets us right thrabghl970s. And when we come back
and talk perhaps we can, we can look at the 198@shaw things continued to
expand but to also to change quite dramatically.

RR  Yes, righto. Thank you very much.
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Part Two

MB Dame Rosemary, as we move in this part of omvecsation into the 1980s of
your career, it's almost like Sibelius beginningfade in some cool winds of change.
It wasn't going to be the happiest time, and qeiely in that, in that decade you
moved out whilst a second phase of reorganisat@asm an. We might, we might talk
about the second stage of health service reorgamsand your move to the London
School of Hygiene and Tropical Medicine.

RR  Yes, | think I'd explained that the '74 reorgsation took six years of constant
work to come about. And it wasn’t exactly succeksiThe integration did take place
but we got too much, we got too much management,ni@ny tiers. It wasn't
working very well. We did get consensus managenagwt through teams, team
management approach. And in the Oxford Regionheaght, | think all of the team
felt that our team was working quite well, but #hevere many places that it didn’t
work particularly well.  And there were then moreorganisations of the
reorganisation with decreasing time intervals as$ thought going into each change
as time went on. And this of course coincided vaitbthange of government in 1979,
and then a distinct draught in the financial weatie it affected the health service.
We did in fact obtain continuously increasing funilst prices were going up and the
demands were going up. We knew we had this ageapmlation, and really no
provision was being made for the additional bd#gel of care that could be offered
with modern medicine. So things did begin to ggher uncomfortable. We were
able in Oxford to show that for years and years yadts, with less cash per capita
and with a changing population and a growing pdpania with the geographical
changes of the population, we were getting moreodwtur resources than any other
region. And we felt we were demonstrating that were efficient and doing
extremely well. We had management costs limitetttst to 4.5% for years and
years and years, and we never wavered and we aegepent. The NHS as a whole
never overspent. People don't realise that. Tihgine the NHS as running away
with the funds, but it has... Certainly all the tiln@as there as a department we were
all always able to support the Secretary of Stad he’'d not overspent his funds on
health, which was incredible. But they startedtheoreorganisation, and | felt I'd
had rather a lot of this. And | was more concenmeithe early eighties about another
iIssue which was coming to the fore, and that wasghblic health as a discipline, not
only had it been swallowed up as it were in the rédrganisation, but it was being
rather lost sight of. And there were, in my viesgme dangers to groups of the
population in the old terms of epidemics of infenti There were one or two quite
nasty incidents. And there was also a dangerttiteatconcept of offering services
which were not necessarily the treatment and chiness and accidents but were
actually preventive, and services that were goodhe health of the population, they
were steadily being overlooked. Primary care hame on alright but public health
was being lost. So when it looked as though tleenper chair in public health in the
country — that’s the one at the London School ofiege and Tropical Medicine —
was threatened... | can’t quite remember how it megotiated or how it came about,
but | formed a determination that if possible | Wwbgo and sit in that chair and
protect it until someone with proper academic dicaliions would come and revive
it. And in fact that's what | did while my colleags got on with the all too familiar
task of yet another management reorganisation, wivas just a waste of time or
marking time as far as | was concerned. | wenthat department and acted as
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professor of community health for two years, thstfiyear whole time, and | think
helped to save the department and the disciplora fseing lost to the public.

MB Rosemary, did that... We were talking about thaywn which that
appointment came about not being altogether dearperhaps it had something to do
with your close links with the faculty of communityediciné'?

RR  Yes, | suppose that is one route. | was attithe being put forward for
president of the faculty. That didn’t come off iitlhe end of the eighties — | was
president from | think '86, | think, so it was bedathat. But | had always supported
the faculty, and there were one or two rather ingrdrenquires into public health
during the eighties which | was able help.

MB  So you felt very strongly behind that need tegarve public health as a
discipline in British universities.

RR  As a concept, and as ... yes, yes. It is stipartant, it is put forward as

important by politicians and academics these dayssl think people don't realise that
preserving the level and the standard of publidthehat we have in this country just
requires constant vigilance. You can't let yourgyde averted from it for a moment
or things go wrong.

MB  Was your...? At the London School of Hygiene dndpical Medicine, was
that an interesting experience, or was it just r@telier time? I'm trying to dissect
that out.

RR  Well, | was not able to do any original research course. In the time
available | couldn’t do that. There was a certmount of reorganisation going on in
the academic departments at the school itself. tAedvhole school, as with various
academic institutions in the University of Londaorh about that time, were feeling
somewhat threatened. So the skills that | brotmkite school were experience of the
health service and of course the capability of hear in that area quite a lot, and
also...

MB  Did you teach...

RR  Ohyes, yes.

MB  ...whilst you were there? You did courses in puhbkealth?

RR  Yes. | had, | had in fact been teaching thereafbit, so maybe that’s how |
was known at the school. And also of course | alle to use my administrative and
management skills to help put the department arteo$ safe footing for the future.

MB  And your knowledge of government administratamwell?

RR  That helped.

* Royal College of Physicians Faculty of Communitgditine (now Public Health Medicine).
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MB  Which leads me to, my next question was thathwithe regional health
authority orbit of your job, was there a good liakvays between yourself and
department of health? | mean, did you find that gould, you could offer advice in a
reasonable way and get good responses?

RR  Well, looked at historically... | mean when Istirbecame a SAMO of the
Oxford Region and George Godber was still chief icadfficer, and he and indeed
his successor Henry Yellowlees, who were themsepudsdic health people, they
would be in contact with the SAMOs and equivalentduld say most of us most
weeks, | mean every few days. And we certainly ome& very regular basis, and we
did exchange information. Now that rather dimieidlover the years. And indeed, of
course what happened during the eighties was teatrtedical input and the old
medical management input to the NHS was in declidend it was considerably
superseded and overwhelmed by a multidisciplinagnagement approach which
afterwards became dominated by a financial manageapproach — the question of
resource allocation between the regions and withenregions, the accountability for
the spend in ever more detail. The projectionasited strategic plans became more
and more dominating rather than the developmeiheafth and medicine, the health
of the population etc.

MB  So one became preoccupied in a way through thisugh this hierarchical
pressure from the department, you became preoatupith effectiveness and
efficiency and cutting all excess out of any budget

RR  Yes, constantly demonstrating that ... funds ab#&l were being used
efficiently and as far as we could, and this tenttedome from the service side of
course, effectively.

MB But it was a squeeze effectively rather thantrean a sort of exercise of
efficiency.

RR  Yes. A lot of monitoring, reviewing upwards, wdovards. Interviews
between chairmen and ministers, which | always twadbrief. We became very
conscious during the eighties of the increasingraégsation, and the health authority
as it had become from the old hospital board waallemand had become less and
less accountable to the public. The opportunitydoal initiative, even local piloting,
local enterprise really very much subdued, it bezaxtremely difficult. And a lot of
rather unhelpful activities promulgated for polticends — waiting list initiatives...
Constant reporting in order to answer politicaless which really were by the way.

MB  So you had a lot of desk-bound exercises arat af| | suppose a lot of links

with trade unions, and looking at where things wgoeng within changing jobs

descriptions. It must have been a time of jushiyo hold things as well as you
could. Not a time of enormous progress on theslihat you'd been pursuing in the
seventies.

RR  Well, that's right. The constant reorganisatmal the after-effects on staff of
constantly changing jobs, and staffing, and reviefvstaffing levels and requirements
for efficiency savings and so on, coupled with tiaional change in the attitudes
towards the unions, really meant that the persofumeition and the relationship with
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the trade unions became an almost daily prioritynean, whereas before | had my
time considerably just how to get my head round a&yohg to find support for
enterprising health issues, | found my time morel amore spent arguing over,
important to the individuals, but relatively minpoints of procedure in relation to
staffing throughout the region which were forcedmius by legislation and the sort
of changes that we were required to make.

MB  And not exercises keeping your interest partidylon course.
RR  That's right.
MB | suppose that was daunting.

RR I didn’t mind doing it, | mean I... It seemed were all wasting an awful lot
of time. |felt...

MB In some ways it was like taking India rubber agm@dsing so much of what
you'd achieved.

RR  Yes, | felt that we were not making forward pexs — this was for several
years in the eighties — we were trying to protettamces that were in the wings and
successes that we had achieved. And a lot ofnais| think this was felt by the staff

and their representatives throughout the regioat We spent an awful lot of time

wasting each other’s time for political purposésid really | felt very strongly that a

lot of people with a lot to contribute, the besasgeof their lives were being used in
fairly trivial bureaucracy and administrative prdoees forced upon us for really
political ends.

MB Rosemary, you came down from the London Schédlygiene; we haven’t
put that into context really. You were there faotyears, so you were back '82 to
'84ish, and you were back then for four more yemtsl you, you retired in '88.

RR  Yes.

MB  I'm just trying to think of those years, becaustviously this changing wind
continued right up to 1988, some of the things tloat would have wished to advance
didn’t advance as quickly. Looking at some of ge®ople you worked with in that
period, because when you returned from the Londd& of Hygiene and Tropical
Medicine you became the manager, the regional nemnagNot the medical officer,
you became manager as well, which was quite a ohgudobuble role. So you're into
management big.

RR  Yes, | was the only regional medical officer wdwonbined the role of regional
general manager, so that when in the new NHS #fégrparticular reorganisation — |
think that was '82, | think — the, when the Depathof Health met the managers of
the NHS, instead of meeting as they had alwayshaketre health professionals, they
met one health professional — that was me — andatigagues. Now that gave a very
different flavour to the relationship between the$y which started at the regions as
it were, and the Department of Health. | didnfidfiit too difficult being a general
manager for the Oxford Region, because the Oxfoedjidh had always been
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medically managed. | wasn't really doing anythimeyv or different from what | had
always done. We simply had to do it in a differeraly. The team between us and my
internal management arrangements within the regioere rather different. | had a
very supportive chairman in Sir Gordon Robertdat stage. He is retired now, but |
mean he is one of the people who has made a wahdeohtribution to the
development of health services in the region, amteed nationally because he of
course would meet ministers and talk to them abwoogs that were happening in our
region, which I like to think was out in front. Ar think they heard of the advances
that we were making through him over many, manys/ea

MB  So he was perceptive and sensitive and supgoréimd good in liaison with
the department.

RR  Yes, yes. He was very committed to the NHS @snaept, and he saw at once
when a scheme or a proposal had some value, or Wwhes superficial, so that he
wouldn’t let me waste my time any more than wahlely necessary. | didn’t run
round in circles looking after his ideas; he helpeel deal with the problems that we
all had to face.

MB  Who else around you in these years in this semil®, who else around you
were the key figures who supported what you weomibRosemary? It might be nice
to put people on the record, because | know yobli#t a team that was very, very
supportive.

RR  Yes. My nursing colleague Madeline Davis, am& @f her predecessors,
Irene James(?), going back quite a lot. | wouldtkat the collaboration between the
nurses and the doctors at top level in the Oxfaedi& was as good ... well, as good
as | could make it. | always felt entirely comtdste with trying to help them for the
interests of nursing. Nursing has got itself iateery difficult position over the years,
it's beginning to surface a bit now, but it becaex¢remely unpopular, poorly paid,
lost in management terms, and they needed a leglpf But of course the advice that
nurses could offer throughout the service was aibslyl crucial and | valued that
tremendously. Then | would always have a lay adstrator or manager in support.
The one who worked with me until, well in recentasge over some of these very
difficult times, was someone called Donald Norterho was quite a well-known
figure in the region. And we always had a finaheigpert, originally | think called
the regional treasurer then the regional finandeeaf and then perhaps back again.
Everyone’s title changed so often. But the origiegional treasurer who was there
for many, many years from 1948 right up until tleventies almost was Charles
Poole(?), who could've worked out the finances lné region on a back of an
envelope in a pub. You know, he knew exactly whremery penny was all the time.
And of course he had younger successors. Oh, Wenetwo or three after him, but |
remember Charles Poole particularly well.

MB And you made good appointments with your regioseaientific officer
appointments?

RR  Yes. My medical colleague was the first holdethat post, Ronnie Pollock,

who succeeded me as regional medical officer. Aerdwas a very long-term
colleague, he came to the region in the sixtieb wie, and he really created the post
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and went on with that. So he was someone who bad duite a lot of radiotherapy
and was particularly interested in that aspect eftlical equipment. And he’d also
trained as a surgeon, and so equipment of oper#igagres and intensive care and
planning, for that he was particularly good. And did one or two studies of
pathology departments, was the first one reallyptd forward proposals for
computerised pathology departments in new hospitals

MB  And also with your areas and districts that wareund you over the years you
must have built up good colleagues and relatiorsshith the range of specialists.

RR  Yes.
MB It must have been quite a, quite a web thath@d in contact with your work.

RR  Oh, absolutely, and of course we would meetlaglyu Now, we had, at
various times depending on the stage of the regaon we had areas and districts,
and we had area medical officers and district ggnmanagers and district medical
officers, and this network around the region. Afaourse the region itself changed,
I mean we swapped Swindon and that part of Wilesfor east Berkshire, which for
us was rather an awkward swap because we’d juste naad enormous capital
investment in Swindon and it was just needed ith Baskshire, so we were in some
ways not too happy about that. But anyway thisanid, well not very big, it was one
of the smaller regions, but geographically it walsigyarea, but covered by various
people.

MB  And that change took place in the 1974 shakefupverything. That wasn’t
one...

RR  Yes, and again... Yes, the change of the ace@mgphical boundaries, yes.

MB Rosemary, we get towards the end of your cared988. I'm just trying to
work out, that you... It seems that you retiredearl

RR | retired when | was sixty years old, which ikaw | had kind of promised
myself, and it seemed quite convenient because thas yet another organisation,
reorganisation pending. | didn't really like theok of it, and | thought if | were
younger and had had to do it | could maybe do iteqwell, and of course I'd have
worked with it, but | didn't_haveto spend my last years doing yet another
reorganisation. | was president of the facultywbft was then community medicine,
now public health medicine, by then, and | had aeoyear to serve after that. And |
thought it would be very helpful to have one yeathaut a full-time job to try and
help the academic discipline as it were of pub&alth medicine into the new era, and
make sure that that was firmly lodged. | had giesidence in that capacity to the
Acheson Report on public health services in Endfarathd again | worked on the ...
the NHS health for all, health of the nation documgust about the time of the
retirement. So | was still making an input, andrtha year after | gave up being
president of the faculty | was elected presiderthefBMA, and that put me back for
another year into the forefront of medico-politicalerest and activities. And so |

2 pyblic Health in England. The Report of the Committee of Inquiry into the Future Devel opment of
the Public Health Function. (Acheson Report) London: HMSO, 1988.
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was able to watch, in a very presidential roleheatfrom the sidelines, what was
happening about the new reformed NHS.

MB Rosemary, two key questions, from those priwlégide line positions. Did
you remain with an unhappy picture of where thinwgse going?

RR I didn't like the direction of the changes asytlseemed to be in 1988. We are
now talking in 1995, and there is some evidencenoflification of some of those
aims, but there were two things that particulabghlered me. One was a complete
break in the relationship between the Secretar$tafe and the medical profession,
which | saw as extremely ominous and a mistakemigtht have been very, very
rough and rowdy and difficult, might not even haveen constructive, but the
influence would have been there. The medical gpsab® would have carried some of
the responsibility for the way things went shodfyerwards. And the other direction
which | didn’t much like the look of was the intnaction of competition on virtually a
commercial basis, when | had spent my whole lyeng to persuade people who were
highly competitive by nature to give way and giwe and collaborate for as it were
the greater good for the people who didn’'t have gxfwV advocates and money
behind them. I'm talking about the disadvantagéthe population, the elderly and
the mentally ill, who would never come out on topai competitive situation. And |
felt that much work that we had done persuadingotheerful interests in medicine to
give way in favour of what one has to call the Ipspular specialities and health
interests, | thought it was a great mistake to haweed the clock back on that work.
I mean, | can understand that a touch of healthynpstition between like
departments, and perhaps a discussion on a re@ @&sto who should take priority
over who when there really is a comparison is tonmde, but | didn't like the
wholesale introduction of this as an ethos. Andl\was, | was not liking it and | have
not liked a good deal of what | have seen. | tialat the proposal to give the GPs
funds to hold and to buy a service and to influaiheeservices was an idea which had
come up years and years ago in one of those maeagesneekends | had talked
about, and it was a very good idea and it needey e&eful working out. It, of
course it has worked in some places, and in sonys wé still not worked out. | feel

it might come a cropper, I'm not quite sure whall develop there, but | was sorry to
see that very hastily just introduced in a rathetespread way. | think it was not a
good service to general practice. Some practgmae people have benefited, but it's
not in the long-term the way to have done it.

MB  Many of these things are not the way you wouddvén done them, | suspect,
but we're left with the order of things as it i®snd here in 1995 as we record our
interview, you're enjoying some retirement now, lw& number of exciting interests
and children long grown up and with grandchildren?

RR  Grandchildren, grown up too, just about.

MB It must be a great, a great pleasure.

RR It's lovely — it's family life, which | hadn’'t @en so much of during my
professional time.

MB  And you have time for yourself...
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RR  Yes of course.
MB  ...occasionally to play music and to listen to mus
RR  Yes of course, yes, I try to.

MB And a great pleasure must have been to have mEmgnised in one of the
honours lists and to receive a DBE.

RR  Well, it's a wonderful personal pleasure of sauto be recognised in that
way. But it is on behalf of all my colleagues a&hd people in the region and other
places where | have worked, and | hope also irtiogldo the public health discipline

and the, just the major thrust and interest of mofgssional life that I've shared with

so many people and couldn’t possibly have done awitlpeople backing me and

helping me, and a lot of the time doing the lessrasting aspects of the work.

MB It just seemed, thinking back over journey wetaken, to be a light year away
from those dark days in the early fifties when weare quite ill, and when you
weren’t quite sure how the future would open up.

RR  Yes, that's right, yes.

MB  Rosemary, thank you for talking me through thgsars.

RR  Thank you.
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