Britain's National Health Service
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MINOR social revolution was ef-
fected in Great Britain on 5 July,
1948, by the coming into force of four
Acts of Parliament which had been
passed during the precceding two years.
The National Insurance (Industrial
Iniuries) Act makes radical changes in
the fifty-year-old method of compensating
employed persons who have sustained
injury (which includes certain industrial
diseases) during the course of their work.
The National Insurance Act provides
benefit by right of contribution to all
members of the community in respect
of unemployment, sickness, retirement
from work, widowhood, orphanhood.
maternity, and death. The National
Assistance Act (which abolished the Poor
Law) meets the financial needs of the
small minority who for various reasons
may not be entitled to benefit under the
preceding Act and those for whom
benefit may be inadequate for particular
reasons. This Aect requires the major
local authorities to provide various wel-
fare services—for example, residential
accommodation for those in need of
care and attention. The National Health
Service Act offers comprehensive medical
care without charge to all who like to
avail themselves of it.

It is commonly declared by members
of the Government and, indeed, said in
general that these Acts, together with
the Family Allowances Act which came
into operation in 1945, have, in com-
bination, provided social security. This
however, is an exaggeration. The
amounts of benefit are considerably be-
low even a relatively low wage. Loss
of earnings or other sources of income
through unemployment, sickness, or old
age actually means, in the absence of
other resources, a fall in the normal
standard of living—a fall which becomes
more serious as the gap between normal
income and a fixed benefit increases.
Rates of benefit, nevertheless, are more
generous than under the earlier measures,
and the quite unjustifiable differences
in the rates according to the various
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causes of need have been removed.
Coverage has been extended not only to
all employed persons, but also to the
whole adult population. There is now
a minimum below which the great ma-
jority is guaranteed, by the right of
contribution, that they shall not fall,
whatever the ocecasion of their need.

National Health Service Act

The National Health Service Act makes
some contribution, although indirect, to
a greater degree of economic security.
It elimates the necessity for expenditures
on securing medical attention, which
has been burdensome for some persons
outside the scope of the national health
insurance scheme and, in certain cir-
cumstances, for dependents of those who
were included.

The Act may be expected to contri-
bute in other ways. Clearly it will be
of material advantage to both employed
and self-employed persons that the in-
cidence and the lencth of illness shall
be reduced, since, as noted previously,
sickness benefit is substantially lower
than normal income. Reduction of
the total of benefit payments, consequent
upon a reduction of illness, could result
either in the rate of contribution being
lowered, or the rate of benefit being raised
or the taxpayer’s share of the total cost
being diminished. @ A healthy working
population should mean increased pro-
duectivity and a higher national income,
of which expenditure on the national
insurance scheme would be a propor-
tionately smaller part.

Negotiations between the British

fTedical Association and the Minister
of Health, Mr. Aneurin Bevan, extended
over a period of several months before
the Act came into force.  These were
conducted on the part of the Association
with a good deal of bitterness and by
threats not to take part in the Service.
There was little public approval of this
recalcitrant attitude. And apart from
general accusations that the Minister
had been unbending and guilty of dis-
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courtesy, the opposition in Parliament,
gave only small support to the doctors,
for the proposals of the National (war-
time coalition) Government for a new
health service had been broadly on simi-
lar lines. Some of the hostility express-
ed by influential sections of the profes-
sion was clearly political, since objec-
tion was taken in some cases to proposals
which the profession itself had previous-
ly advanced in general terms.

There were, however, four specific
issues in dispute between the British
Medical Association and the Minister
of Health. The first concerned the
right of appeal by a doctor against the
removal of his name from the list of
practitioners in the publie service. On
this the Minister refused to yield. Thus,
the Act prescribes that appeal from a
decision of the special Tribunal is to
the Minister of Health, and not to a
court.

The Association, in the second place,
objected to what it ecalled ‘“‘direction’
of doctors to areas in which to practise.
With the objective of distributing gen-
eral practitioners more evenly through-

Health services for workers
are recognized as an essential
part of modern industrial life.
While they provide first aid
to the injured and sick, these
services are for the most
part consultative, preventa-
tive and educational.
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out the country, such direction' as take
place will, however, be of a negative
character. A doctor’s application to
be included in a local list must be sub-
mitted to the Medical Practices Com-
mittee, which is appointed by the Minis-
ter. An application may be refused
on the grounds that the area is already
adequately served. Since seven of the
Committee’'s nine members are doctors
the Minister took the view (from which
he would not be moved) that a doctor’s
application was more likely to be granted
than refused.

A further cause of complaint was the
proposed prohibition of the sale of wholly
or partly public practices. Apart from
what many people feel to be the impro-
priety of buying and selling patients,
it was considered that negative decisions
on transfer applications would result
in hardship for many doctors. Thus,
if the Medical Practices Committee re-
fused to allow an applicant to take over
an established practice, then the retiring
doctor would be unfairly placed as
against a colleague who could sell his
practice because an application to con-
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tinue it was allowed. The Act therefore
prohibits the sale of public practices
altogether, but provides such generous
compensation for loss of the right of
sale (over £56 million for England and
Wales) that opposition was allowed to
drop.

By far the most serious ground for
hostility was the method of payment
for general practitioners in the public
service. The Minister had proposed
that payment should be partly by the
relatively small fixed amount of £300
per annum amd mainly by capitation fee
of the order of eighteen shillings per
annum. The British Medical Asso-
ciation objected to the fixed payment:
in their view it was acceptance of the
principle of a salaried service and fore-
shadowed transformation of doctors into
civil servants if and when such a service
were introduced. To meet this fear,
Mr. Bevan undertook to introduce an
amending Bill to make make it impossi-
ble to bring in a full time salaried
service without legislation. He also asked
the doctors to agree to accept the £300
fixed payment for an initial three years,
after which any doctor would have the
right to forgo it and to receive a higher
capitation fee.

As a result of these concessions, the
Council of the BMA recommended to
its members that service in the new
scheme be accepted. A sufficient ma-
jority in the referendum supported this
recommendation and the new service
therefore came into being without the
“revolt” which earlier had been con-
fidently prophesied. Certain  ob-
jections by the dentists had also threat-
ened the possibility that relatively few
of them would enter the service, but
fortunately these difficulities too were
overcome. As a result, more than
18,000 doctors out of 21,000, and nearly
9,000 dentists out of 10,000 are now co-
operating in the National Health Ser-
vice Plan for England and Wales.

PUBLIC AFFAIRS

The Plan in Operation

Between the passing of the Act at the
end of 1946 and its coming into force
in July, 1948, preparatory work on a
vast scale was required to provide for
administration of the program through-
out England and Wales. The country
was divided into fourteen Hospital Re-
gions, for each of which a Board was
appointed. Over 2,500 hospitals, with
388,000 beds, were taken over.  Staff
numbering more than a quarter of a
million was transferred to the new bodies
created to administer certain parts of
the service. = Nearly 1,200 schemes for
re-organization and extension of their
powers and duties were submitted by
local health authorities (county and
county borough councils) for consider-
ation and approval by the Minister.
Today, more than 40 million people (about
90 per cent of the population) are registered
under the plan through doctors’ lists.

For many reasons, a fully satisfactory
health service is not possible of achieve-
ment for some time—how long will de-
pend to a large extent upon government
policy. All that has happened in fact
so far relates to the over-all picture.
Thus, there has been a considerable
measure of integration of agencies which
previously functioned separately and with
little co-ordination; as a result, better
use can now be made of existing resour-
ces. Similarly, the financial burden
which stood between many people and
their need for medical care has been
removed. These are material advan-
tages, to be sure. But there arevery
serious inadequacies of personnel, build-
ings and equipment, which cannot in
any case be remedied immediately.

Although more than 36,000 hospitals
and clinies are included in the scheme,
there is a serious shortage of accommo-
dation. Health Centres constitute one
of the most important elements of the
Plan, but by order of the Minister con-
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Public health programs to-day make use of modern educational techniques in the battle

against disease.
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In Canada, the National Film Board has produced a number of special

films for the Department of National Health and Welfare.

struction has been postponed in almost
every instance. Lack of labour and
materials is advanced as the reason for
not building hospitals and Health Cen-
tres. While economic conditions are
admittedly difficult, not everyone is
satisfied that more could not be done
to divert both labour and materials from
less essential building and other em-
ployment.

The number of general practitioners,
specialists and dentists falls far below
what is needed, while the shortage of
nurses is so great that many hospitals
wards have had to be closed. An in-
crease in doctors and dentists depend
upon!making it possible for a much larger
number to be trained and, since the uni-
versities_are now full to overflowing, a

considerable expansion of training faci-
lities is essential. The nursing short-
age is the least difficult problem; its
solution is to make pay and conditions
of service sufficiently attractive so as
to promote a flow of recruits.

The provision of free medical care has
disclosed very clearly the extent to
which people had to go without needed
attention hitherto. Many general prac-
titioners complain that they have more
patients than they ecan properly deal
with. While no doubt some merely
attend a doctor because there is no
charge, there are a great many who pre-
viously could not afford to pay a fee.
The difficulties of the doctors are ag-
gravated because of the insufficiency of
hospital beds. Patients who should
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be admitted into hospita have to be
treated in their homes.

Opticians have scarcely been able to
cope with the demand for spectacles.
In the first twelve months of the Plan’s
operation, about 4,500,000 prescriptions
for glasses were handled by ophthalmic
services. This is evidence of the large
number of people who formerly went
without glasses because they were un-
able to pay for them, or who bought them
at cheap stores or made shift with those
discarded by others. i

The situation i1n regard to dental ser-
vice is similar. To July, 1949, dental
treatments outside of hospitals totalled
6,800,000. Since most people tend to
avoid the attentions of the dentist
rather than otherwise, there is small reason
to think that many of this large number
were simply intent on getting something
for nothing.

Finance and Organization

While some doctors protest that they
.are greatly overworked, others say that
thay have insufficient patients to be
able to make a living. The maximum
number of ‘“‘public”’ patients allowed to
a doctor is 4,000, which yields an annual
income in the region of £3,000. It
has been reported in the daily press that
in Kent the average number of patients
per doctor is only 1,600, bringing an
average income of £1,500 for five-sixths
of the doctors there.  The position is
sald to be similar in Middlesex and
Surrey.  These are southern counties
in the neighbourhood of London, in
which the number of private patients
(many of them in the higher income
ranges) was no doubt formerly high and,
in consequence, allowed for practices
which, though not large, were reasonably
lucrative.  Since most of these private
patients have now elected to be treated
without charge, the income from ca-
pitation fees is less than that previously
obtained by individual payments. In
such areas there is a demand that the
capitation fee should be considerably
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increased. The position, however, seems
clear proof that the number of doctors
in certain districts is unnecessarily large.
The remedy is to transfer some of them
to those parts of the country (generally
the industrial districts) which are now
under-doctored.  Rural and semi-rural
areas present a particular difficulty:
thinly-spread populations make it im-
possible for a doctor to have a reason-
ably large list of patients and thus to
secure a satisfactory income at the normal
rate of capitation fee.  The Minister
has agreed in such cases to make pay-
ments from the special inducement fund
and to grant a higher motor-car mileage
payvment.

The rush for dental treatment has
caused considerable concern to the Min-
ister of Health, since the resulting ex-
penditure has been far in excess of what
was expected. The original estimated
cost for the first nine months (July,
1948, to March, 1949) was £7 million.
Provisional figures on the actual cost
cost during that period indicate an
outlay of £19 million, a total which
does not include payment for uncom-
pleted work. The British Dental As-
sociation considers that the cost in the
first full year will be in the neighbour-
hood of £28 million. The scale of pay-
ments to dentists, on recommendations
of the Spens Committee, aimed at
providing a gross income of £3,800
for a 33-hour week working at the
chair. Actually many dentists have
been working far longer than this and
receiving well over £4,000. There is
the danger that excessive hours on over
speedy work may mean inefficient den-
tistry. The Minister has therefore
decided, as a preventive measure, that
all earnings above £4,800 shall be cut
by half, though this will reduce the
number of patients receiving treatment.
One unfortunate and apparently un-
foreseen consequence of the high earnings
of dentists has been a steady efflux from
the full-time school dental service to
much more lucrative employment out-



The National Healfh Service in England and Wales

Estimate of Cost, 1948-49 and 1949-50

The Civil Estimates for 1949-50, pre-
sented to the House of Commons at
Westminister on 23 March, 1949,
included provisional figures for the ac-
tual cost of the National Health Service
in England and Wales through the first

nine months of operation (July, 1948—
March, 1949), together with estimates
of the cost in the twelve months of the
financial year from April, 1949, to March,
1950. Details of these estimates are
given below.

1948-49
Provisional Cost
for 9 months

1949-50
Estimated Cost
for 12 months

£'000 £’000
Hospital, specialist and ancillary services........... 129,597.5 177,531.0
Services provided by Local Health Authorities....... 9,283.0 14,025.0
General services—
Administration, Executive Couneils. ........ 1,606.0 2,029.0
General medical services..." .................. 29,800.0 40,400.0
Pharmaceutical serviees. .. ..........c.cvevunnn 16,225.0 19,000.0
General dental serviees. . ..........vvvvennennn 19,000.0 28,204.0
Supplementary ophthalmie services............. 13,500.0 12,420.0
OEHOT GEDOTIEAAILL 5b L E%s sl 3 5 ot s i ahatare o e 190.5 339.6
80,321.5 102,392.6
Other services—
Compensation for loss of right to sell medical
PYAOEICOE . & o os v s pie 550 aein wiala ahein) 4ot se. siw foisie 4,250.0 7,250.0
Superannuation. .......c.coeveeveereeceienenes 1,360.0 1,955.0
Central purchase of medical supplies, ete.. ... 3,500.0 7,000.0
Liabilities transferred to the Minister of Hea,lth 18,605.0 1,858.0
Other eXDENEEE. . &) sk st o e s hlas s o i w5 669.5 642.0
28,384.5 — 18,705.0
g BN 11 R el it il Gl I S el B 10.0 16.0
cis 0 5 AL S e I 247,596.5 312,669.6
Loss sundry receipts. .. ......o.veeervnneenennns 38,165.4 48,045.0
Expenditure from public funds by Health
Departments—
Contribution from National Insurance Fund.. . 24,000.0 36,200.0
Net cost to heneral funds of Central Government 185,431.1 228,424 .6
—_— 209,431.1 — 264,624.6
Net cost (approximate) borne by Local Authorities
0o g R R B S b B e e e X 9,283.0 14,025.0
Total cost (approximate) to public funds........... . 218,714.1 278,649.6

From United Kingdom Information Office, Ottawa.
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side. At the end of 1948, abeut six
months after the scheme had been put
into effect, it was reported that over a
quarter of London County Council's
school dentists had already resigned.

The cost of the service hasgreatly ex-
ceeded the original estimates. Pro-
visional figures on expenditures by the
central government from general funds
indicate an outlay of about £185.4 mil-
lion, for the period from 1 July, 1949.
to 31 March, 1949, as compared with
the preliminary estimate of £132.4 mil-
lion. In addition, £24 million was con-
tributed from the National Insurance
Fund, and local authorities expended
over £9 million (net) from their own
resources.  While several million pounds
of the total is non-recurring expenditure,
and while there is likely to be a sharp
fall in the cost of dental services (since
dentures once obtained last for years)
it is certain that the earlier estimate of
£152 million per annum for the pro-
gram must be considerably revised.

It was inevitable that difficulties of
various kinds would arise as a scheme
of so comprehensive a character came
into operation. It may be fair criticism
to say that some are the result of failure
to appreciate that they might arise.
Generally speaking, nevertheless, within
the limits of existing circumstances and
resources, the transition from the old
to the new has been remarkably smooth,
and many people have already had
reason to be grateful. For many pa-
tients who have to undergo operative
treatment, or to be equipped with ex-
pensive appliances, or to go into hos-
pital to have their babies, it is still
difficult to realize that no enquiry is
going to be made about their ability to
pay and that no account for payment will
be presented.

There is however, considerable con-
cern about the way in which the health
service is organized. The previous
multiplicity of unco-ordinated agencies
that provided medical care has been
swept away and replaced by a structure
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divided into three compartments, under
the general control of the Minister of
Health.  Yet this division of respon-
sibility for hospital and specialist ser-
vices, local services such as cliniecs and
home nursing, and general practitioner
services involves problems of co-ordi-
nation which are not only difficult but
in the opinion of many, are unnecessary.
The creation of suitable administrative
areas would have made possible an in-
tegrated service in each area—an ob-
jective of prime importance when not
merely irritating delays and difficulties
of fixing responsibility for action or in-
action are concerned, but human health
and human lives.

The area suitable for the provision of
satisfactory hospital services is, unfor-
tunately, far larger than the area of
practically all the Local Authorities.
Fourteen ad hoc regions were therefore
created for the purpose. These were
unnecessarily large for the organization
of clinic and visiting services, which ac-
cordingly remained with the counties
and county boroughs. In each of the
latter districts, an Executive Council
was also set up in connection with the
general practitioner services. A patient
may in consequence be -the concern of
three entirely separate bodies.

Difficulties of co-ordination may be
exaggerated, and certainly the larger
the scale of the administrative unit the
greater become the complications of
internal organization. But the pro-
vision of medical care in all its formsis
a single funection which should have been
discharged by a single responsible au-
thority in each region and not divided
among three, however careful the at-
tempts to secure co-ordination.

The ecreation of Regional Hospital
Boards has marked another stage in the
steady loss of powers for the Loecal
Authorities. Their hospitals, as well
as those operated by voluntary organi-
zations, were transferred (together with
certain special services) to the Boards,
which were not elected, even indirectly,
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but appointed by the Minister and nrade
responsible to him. The day-to-day
administration of each hospital or group
of hospitals is in the hands of a Hos-
pital Management Committee, appointed
by the Regional Board. The public has
thus virtually no control over the hos-
pitals, or any real remedy against neg-
lect, indifference or wrongful practices.
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larger than those of most Local Au-
thorities, and the creation of someform
of Regional Authority to undertake these
services is urgently necessary. Without
such a reform, other locally-provided
and locally-controlled services' may go
the way of gas, electricity, public as-
sistance and hospitals. And new fune-
tions which also should be under pop-

This inroad into local democracy has
added force to the argument of those
advocating a long-overdue reform of
the structure of local government. A
structure which has remained unaltered
for over half a century is little likely to
be able to cope with new demands and
changing circumstances. Many ser-
vices now require administrative areas

ular control will be handed to specially
established, non-representative bodies.
Should some form of regional local
governmemt be introduced, there is every
reason for the dissolution of the Hos-
pital Boards and Hospital Management
Committees as now constituted and the
transfer of their powers and duties to
popularly-elected agencies.





