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ABSTRACT
\ ) : '/ .
\ I /
Theories of the y:gl.fare state view it as. a markedly different

\

: /
form of providing for fhe\needs of the working class; as being
introduced in response to demands of workers for reform; and as nar-

rowing class inequalities. This analysis of the British National

" Health Service argues. that such assumpt ons are misleading, Instead,

it suggests that with respect to this particular health system, there

was a continuity of structure with the' previous health services; that °

it was largely a response to a recognized need for orgaﬁizational

rationality and a stable source of financial support; that those work-

ing within the healt}x ser#ee‘s were most actively involved in formu-

lating plans for reform; ,‘and that while there is no marked class

inequality in access to +ed1cal care, this has not resulted in a nar-

. l
rowing of class differences in health,
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RESUME

Les théories de 1'Etat pour;royeux' de bien-étre (le Welfare

Stat(g) tonsidérent le bien-8tre social comme une facon essentielle-

ment différente de celles desvrégimes précédents de satisfaire les

besoins de la classe ouvriere; ellessoutiennent aussi qu'il fut mis

oeuvre afin de repondre aux demandes de réformes venant des tra-

vailleurs; et, finalement, elles prétendent qu'il constitue un moyen

de réduire.les inégalités de classes. Cette analyse du Service

britannique de santé n;ition"ale (British National Health Service)

réfute ces prises de position. Elle prétend au contraire:

que les structures de ce systeme d'assurance-santé perpétuent
celles des" services de santé qui 1l'ont px?océdé.;

que ce systeme provient d'abord d'une préoccupation de
rationalisation administrative et Fde stabilisation de sa

base finaneir‘ex;e; N -

que ceux gui oeuvraient déja dans les services de santé furent
parmi ‘ceux qui contribuérent le’ pius h\ la réforme;

et, bien qu'on ne remarqu€ aucune inéquité de classe quant

a l'acces aux soins médicaux, qué la mise en place de ce v
systeme n'a pas entrainé une réduction de 1'inégalité de

classes. o C
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* PREFACE

'
‘Theories of the distribution of power in advapced inciixstrial
society have made a number of assumptions concernin’g the sources

and impact of the welfare staté. However, the valiéity of these
assumptions has seldom beeﬁ assessed through systemétic study of 7
specific welfare services and programmes. This ‘is paqticuldrly true
of one branch of the welfare state in Britain--the National Health
Service. The service has been seen as the .most socialist of welfare
programnes (si'nce care is available on the basis of need alone), and
has generally been fegarded with veneration. Yet no systematic
attempt has been made to examine the origins and ?‘.mpact of thq\“serv-'
ice in the lightof its- attention to class inequalities in health and
access to medical care. This study focusses on these issues in order
to assess the validity of assumptions . 'which are made concerning the
sources and i.mpact of the welfare state.

During the research involved in this .study, my thesis advisors,

Donald Von Eschen, “Joseph Lella, and David Solomon, have provided

guJ.dance and cr1t1c1sm which has proved invaluabl,e ;m the preparation .

of the manuscmpt The Canada Council supported the research w:.th a

generous doctoral fellowship and equally generou}travel grants.

" These grants allowed me to spend two lengthy g\a“z:iods in Engiand, and

the British Museum extended permission for me to use its library

. facilities. For the help I recelved from these sources, I am most

appreciative. In addition, Joseph_ ‘Smucker has read earlier drafts
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of each chapter and given me weﬁ.com‘dvice and encouragement.
Ethel and Glyndwyr Walters provzded help in the early stages of this

study, and through all they 'haye given me, contributed to its com-

pletion, Elva Jackson has typ(ed the minuscript and added to my
involvement in this project tfxréﬁgh her interes® and supportiveness.

orms of help, 'my sincere thanks.
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INTRODUCTION

T

THE PROBLEM

The term welfare state has frequently been used to describe
advanced industrial societies. But can we view the services and
programmes typically seen as comprising the welfare statel as a
radical departure frém e€arlier provisions made for the poor and
working class? Was the working class in a particularly disadvantaged
position prior to the institution of these services and programmes?
Can the introduction of welfare services be seen as a response to
working class pressures for reform? Was the extension of welfare
programmes and services addressed largely to the needs of the working
class and thus to reducing class inequality? And has the welfare
state operated in such a manner as to reduce class inequalities and
achieve a measure of income redistribution? The research reported
here attempts to answer these questions.

‘Inequality has largely been defined in economic terms: studies
have explored variations in the distribution of wealth and income
while placing relatively little emphasis on‘other than economic dimen-
sions of inequality. ‘Xn the light of this inattention to other dimen-
sions of inequality, this study is addressed to inequalities in health
and access to/health care and to the function of the State in provid-
ing health care. More specifically, this is translated into a st&dy
of the British National Health Service--of the conditions under which

it whs introduced and its impact on class inequalities in health and

>
" 9
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access to medical care, We will, therefore, seek to answer the
questions posed above through an analysis of the sources and impact
of the British National Health Service. The extent to which we can
generalize to the British welfare state as a whole and to other
countries is, hoewever, a problem for additional ’re/;ea'i‘;;ls.

We have focussed on health servie%é for a variety of other
reasons, most important being the fact that health is a primary con-
cern for most people. It affects our enjoyment of life, our ability
to live a normal life, to work and maintain a measure of independence.
And given the importance of good health and the greater morbidity and
shorter life expectancy of the working class in all industrial soci-
eties, it is surprising that health services have received relatively
fittle attention from sociologists until recently. We have chosen
to study the British National Health Service as Britain was among the
first countries to develop an extensive range of welfare state ser-
vices, and \its health system is regarded by many as being based on
socialist principles, ‘catering to all classes on the basis of need.
For this reason alone, it presents an interesting and appropriate
focus for exploring the issue of whether the welfare state success-
fully alters systems of class privilege.

Let us examine the basis for the questions which we have posed

above and thus more clearly delineate the problems to which this

study is addressed.

xi
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MARXIST AND PLURALIST IMAGES OF.THE ROLE AND
FUNCTIONS OF THE STATE

The concept of the welfare state--and perhaps more ubViously
that of the "New Deal"--emphasizes a point of transition in which
the State is seen as assuming a new and qualitatively different role
in providing for those in a permanently or temporarily disadvantaged
position. This sense of transition, no doubt, stems partly from
political expediency with political partieé‘claiming significantly
different programmes for providing for the needs of the underprivi-
leged in just the same way as advertising seeks to convince us of
the development of qualitatively different and better products. And
it is probably reinforced by the quiet years gf';pparent progress and
prosperity which were experienced by many Western nations during the
1950's and early 1960's. But irrespective of the source of the mean- N
ings we attribute to these tegms, a recent change in the‘role and k
function of the State is generally recognized. So, for example, tﬂé
welfate state in Britain is viewed as emerging diring the l940'sy ‘
and as representing a éoint of radical departure from provisions'hade
for t poor and the working class in prior decades. .

Analyses of the new role and functions of the Stafe are rela-
tively scarge. Despite the fact that the welfare state is "oné of
the great structural uniformities of modern society,"zﬁwelfare services

and the genesis and impact of social policy have seldom been the focus ﬁ

IR

of attention for sociologists. As Wilensky comments: f
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Students of the shape of modern*EEEIEfy‘neeé‘a\ngy sociology
of knowledge to explain the inverse relation between the
political importance of an institutional sphere and the sys-
tematic attention sociologists have given to it. The chief
candidates for "least studied and-most talked about" are the
welfare state, the military, the mass media and mass enter-
tainment, and the intellectuals and exgerts--perhaps the
most distinctive marks of modern life.

Some indication of the variéus interpretations of the new role and
functions of the State and of théir theoretical significance may,
however, be found in the continuing debate on the distribution of
power in advanced industrial society. TIwo major perspectives dominate
this debate in relation to capitalist society--pluralist and marxist.u
Essentially, the debate focuses on the power of tﬁe economic elite: &
within a marxist tradition, the economic elite is seen as wielding

power beyond the economic domain, while pluralism argues that elites

and various .interests within other institutional areas successfully
puféue interests which canflict with those of the economic elite.?
In the.latter, therefore, power is seen as being more widely diffused .
throughout the society., °

Within theée two broad perspectives, different'images of the
role and functions of the staté are outlined. Pluralist analyses see
organized interest groups as competing for power, and the government
as acting in .the capacity of referee to mediate between competing
interests in order t& ensure that no one group consistently dominates
or secures control over decision making processes.6 They view the N

economic elite as one of several powerful groups seeking the favour

of government, and as being opposed to social reform and government

intervention, with any such intervention being indicative of the State

1
™
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(') acting to alter the system of class privilege a®d acting against pro-
perty interests. Thus, the imagé'of movements f%wsthe regulation of
business and for social reform which is portrayed{in such analyses is
one of a victory of "the peoplé" over "the interests."7 The State is, .
therefore, seen as a redistributive force within society, and the emer-
gence of the welfare state is taken as a primary‘example of its role
in changing the structure of c;ass privilege.

On the other hand, marxist analyses h#ve identified the State
with the protection of the interests of the ruling elite. However,
some write;s.have‘recognized a modification of market and elite domi-
nation of the political system: forléxample, Birnbaum sees the State
as essentially allied with property interests, but views it as occa- '

‘§%m sionally detaching itself from such to mediate between the conflicting

PR

interests of broperty and a "puBlic."8 Miliband attributes this shift

in the role of the State partly to the organization of the working

A o i

class: challenges to the legitimacy of the existing order have, at

’”’ﬁﬁdﬁ———”—n*\ﬁaintgl\changed that. order.” Birnbaum recognizes elements within the
political etite which have-net-been "crude servitors-ofindustrial—
wealth" and whose inéerests have lain in main?aining social cohesicm.1'91.’&_‘:%&;2=
And.~furt§g;mafé:/studies have pointed to the existence within the
economic elite‘of libéral elements which have not been opposed to ' W
government intervention and which have been instrumental in stabiliz-
ing capitalism and preserving class privilege thpough encouraging
social reform, But Birnbaum sees welfare state functions as being
secondary to government functions in guaranteeing property and .

g - . \\k\\’/KN
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controlling the processes of production and distribution.ll And
Miliband argues that while the welfare state has diminished the
inhumanities of total market systems, this is through redistribution
effected within the working class rather than between c].asses.l2
Such analyses see the system of class privilege as having been sta-
bilized and strengthened by welfare state measures rather than as

havipg been significantly altered.

Assumptions Concerning the Sources and
Impact of the Welfare State

At the risk of repetition, let us examine more fully the

assumptions made by each of thesg}theoretical perspectives with
respect to the genesis and effect of the welfare state., It is impor-
tant though to stress that we are discussing assumptions since many
analyseé of the distribution of power fail to provide their comments
on the welfare state with a solid empirical foundation. And many
stateﬁents about the impact of the welfare state have been lacking in
clarity and précision. Bearing these comments in mind, we may note
a gseries of linked assumptions concerning the sources and impact of
the welfare state. In detailing these, it Qill be char that while
pluralist and marxist analyses diverge in their analysis of the dis-
tribution of ‘power, several common assumptions are made with respect
to the welfare state.

We have already argued that in gge use of the term welfare
state a point of transition islassumed--a point of radical departure

from the“previoub role and functions of the State. Pluralist and

XV




marxist analyses share this assumption, as also they do the view that
welfare state measures were introduced in response to the pressures

of workers, Strachey, in his analysis of the ;new stage which capi-
talism has entered™ sees. power as no longer being located almost' exclu-

sively in the hands of a capitalist class, but as being diffused
throughout the community. He sees the State as aif;:i:jnzngyﬁrimPOr_
tant and powerful role, and as reéponding to and re ing the
varied interests within the community:

+ . ».the House of Commons itself reflects and responds to

the diverse, divergent, reciprocating social forces of the

whole community. Every section of the British people has

found a way of bringing to biar its influence on the making

of the government decisions. 3
For Strachey, the advent of the welfare state represents a triumph of
representative democracy and an indication of the capacity of the
State to act in the interests of wage earners. And he views the organ-
ization of workers into trade unions and the competitive bidding of
the parties for workers' votes as important reasons for the develop-
ment of the new stage of capitalism-which is, in part, chéfécterized
by the welfare state. He comments: "We reach the paradoxical con-

\

clusion that it has been, precisely, the st}uggle of the democratic
forces against capitalism which has saved' the system."lu

In the same vein, Miliband's development of a marxist analysis
of the role of the State in capitalist society, suggests that the
welfare state was introduced in response to pressures from workers.
Writing of the Natjonal Health Service and the comprehensive system
of social insurance established in Britain in the 19u0'§, ﬂe argues:

xvi
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These measures,fwhich were the pillars of the "welfare State,"
represented of course a major, it could even be said a dra-
matic extension of the system of welfare which was part of

the "ransom" the working classes had been able to extract from
their rulers in the course of a hundred years.

Purtgermore, in making these assumptions as to the reasons for
the introduction of welfare state measures, it is also implied that
such changes were addressed to the needs of the working class, and
that workers were in a particularly disadvantaged position prior to
these changes. For example, Jay, writing ig the pluralist tradition,
implies a priority to reduci;g inequality when he comments that
". . .the assault on poverty and inequality through redistribution
must remain the‘prime purpose for a very long way ahead."lﬁ (Italics

mine.) And Frankel's marxist analysis of British society implies

that the services comprising the welfare state were introduced in an

effort ‘to prevent the more marked class inequalities and deprivations.

of the working class in the pre-war years:

During and after World War II. . ."Western" governments
declared their intention to prevent a return to pre-war
evils; and, in this spirit, the British Coalition Govern-
ment asserted its determination to maintain full employ-

ment, to institute comprehensive social services, includ-

ing secondary education for all, to break 9own old social \
barriers and to abolish want and poverty.l

We also see some similarity in interpretations of the impact
of the welfare state--at least insofar as both marxist and pluralist

analyses recognize an improvement in the position of the working

class. Miliband, cautious in his assessment of the welfare state,

recognizes that the worki;k class largely pays for its own benefits

(redistribution taking place within the working class rather than
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between classes), but argues that the services have had a*humanizing
effect. The welfare state, he writes, "did not, for all its impor-
tance, constitute any threat to the existing system of power and priv-

ilege. What it did constitute was a certain hupanizatioﬁ of the
18

existing social order." . ~—

Unfortunately, Milib;nd does not make clear exactly what
importance he attaches to welfare state services. He is not explicit
about what constitutes "humanization." And he gives no clear indi-
cation of what would constitute a change in the existing system of
power and privilege: Is he talking abdut the distribution of wealth
alone? Would he also ;atfﬁde changes in the distribution of income?

a reduction of inequalities in health or access to education or

medical care? In view of such unanswered questions, it is difficult

to determine exactly how the impact of the welfare state is interp;eteé.
Pluralist ang%yses also recognize bhenefits flowing from the

welfare state: inequality remains, but has been reduced and the future

will bring further inprovements. Titmuss argues that such beliefs
aré,widespread--bel}efs that the age of the welfare state has arrived
and that it affords very real protection to‘the working class against
'tﬁe vicissitudes of life, and in the process, achieves a redistribu-
tion of income.lg Such arguments are advanced by Strachey, for
example, who recognizes a reduction in class inquality'which, though
not marked, is evidence of the strengths of representative democracy

and the new power in the hands of workers., And the future is viewed

with similar optimism: ™At this point in their development,
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representative institutions\are likely to be qseﬁ by the wage . earners
t; attempf to re-model the ecgnpmic system in their-interests."zo .
In theSe ways, we see similgr assumptioné being made wifhin
pluralist and marx;st ana}yses of the distribution oﬁ power and the
rqle Pf the State in industrial society. The major difference lies
in their interpretation of the attitudes of the economic elite to the
introduction of welfare services and programmes. Pluralism sees such *
social reforms as essentially opposea to the interests of‘busineéﬁ
leaders and thus indicative of the diffusion of power. fbr—examg}e.
Rose, writing of the U.S.A,, sees economic elite pressure groups as
having been defeated in the introduction of medicare for the elderl&,
federal aid to education, an anti-poverty prograﬁme, and a compre-
hensive civil rights aﬁt.zl Such new services and legislatidh—are of
theoretical significanqg since they serve to demonstréte that the eco-
nomic elite manifests power largélf within the economic domain.
Marxist analyses postulate a very different attitude toward

social reforms on the part of the economic elite. While viewiné@%uch
4

reforms as being initiated by pressures from the working class and

Afrom middle class social rgformers, studies have argued that the eco-

nomic elite has not been fundamentglly opposed to social‘reform and
an extension of tﬁe fungtions of the State. Weinstein's study,‘for
example, addresses itself to the "false consciousness of American
liberalism,” and argues that business leaders incorporated the ideals’

and programmés of social reformers and édapted thém to their own ends.

Writing of the U.S.A. between 1900 and 1918, he questions the
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conventional wisdom as to the actions of business leaders.

Al

) Busmessmen were not always, or even normally, the first to .

The

reforms and the extension of the welfare state,

are.

advocate reforms or regulation in the common interest.
But., . .few-reforms were enacted without the tacit approval,

if not the guidance, of the large corporate interests. And,
much more important, businessmen were able to harness to their
own ends the desire of intellectuals ,and middle class reformers
to bring together "though‘tful. men of al.l classes" in "a vanguard
for the(building of the'good community.” These ends were the
stabilization, rationalization, and continued expansion of the
existing polltJ.cal economy ,. and subsumed under  that, the cir-
cumscription of the Soclallé\g moyement with its ill- formed but’
nevertheless dangerous idea for an alternative form of’ social
organization.

2

economic elite is seen as not being necessarily opposed to social

However, such reforms

not of central theoretical significance since they have little

impact on the distribution and control of wealth.

To summarize, we have noted that analyses of the distribution

df power and the role of the State in advanced industrial society

make_ certain common assumptions coneerning the sources and ynpact of

the welfare state.

These may be sfgéed briefly as foll,pws:

1. The welfare state represents a radical départure from the
prior organization of services and programmes; .

The working class was in a partieulafly disadvantaged posi-

o

ti% prior to the introduction of welfare state services; ’

P 3

The introduction ofa ﬂ‘hlffare services and programmes was a
response to working class pressures for reform;
¥

As such, welfare measures were addressed to the needs of .

the working class and to reducing class inequality;

Q
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5. The welfare state has reduced class’ Jinequaliti‘e; and -

achieved a measure of income redistribution.. \

C

The research reported here is addres‘seud ta theise eﬁsqmptions .ﬁ
THE LOGIC OF ANALYSIS

Thi‘s“study has grown from an effort'to elaborate the assump-

tions detailed above. 1In seeking to understand the natu’re‘ef the

" changes in the structure of the health system which occurred with the

introduction of the National Health Service, it seemed that thes’e

- assumptions neglected important issues, and in certain’ circumstances,

e

e’
had an inadequate empn.mc*al,.‘j:‘oundatloﬂ% By meahg of an introduct;\.on

~

to the issues dlscussed in later chapters and in order to convey the

manner in which the assumptmns made within mérxist and plural:.st ‘

I / i

/
theories became problematic, we wlli ‘indicate the way in which our

initial resedrcl led us to question‘these assumptions. .
¥
In examnlng the structure: »PE the heélth system prior to 1948,

it appeared that 1t was not ﬁlarkedly dlfferent fmm that of the

°

National Health §erv1 e, and it became'_clear that precedents for the

introduction of the National Health Service, had been laid in the late
. . o N
nimeteenth and earlg’; txientieth centuries. This suggested that the .

J . e’

".introduction of the new service might perhaps be more appropéiately

viewed as an organizational .and administrative change, rather thanas

@

.a radical shift in the structure of the health éyostem.

‘  Furfthermore,-in examining the development of the health serv-
[
icqes, it seemed that the introduction of the National Health Service

P
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could be explained, at least in part, in terms of the internal dynam-

"ics of the health system. The increasing sophistication of medical

science and technology helped to create a more central role for the
hospitals within the health system and at the same time created
organizational and financial problems which became increasingly severe
during the ;93Q;s'and 1940's. Our initial analysis of such problems
further suggésted that the introduction of the National Health Serv-
ice represented a response on the part of the government to a recog-
nized need for a rationalization of the health system rather than
being simply a response to pressures of workers for sugh changes.
Indeed, public pressure for change does not appear to h;ve been strong.
Moreover, our preliminary analysis of the development of the

health services also indicated that a tradition of free or low cost
medical care for the poor and the working class had existed since the
mid-nineteenth century. Though‘tg;<quality of this care was, at
times, questionable and the worgiﬁg class patient faced many deéer-
rents to obtaining medical treatment, these patients did have access
at little or no cost to the best available hospital care. This, even
in the early 1940's, was largely dgnied to middle class patients, It
appeared that working class patients were not necessarily the most
disadvantaged in access to care.

l Thus, in seeking to understand the change in the structure of
health services wroughttby the National Health Service Act, we were
increasingly led into an analysis of the development of the health

system from the mid-nineteenth century since our initial readings

xxii’
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suggested that the National Health Service could not be viewed as a
radical departure from the prior organization of services‘ and that
it could not be explained simply int terms of the unavailability of
care for working class patients and pressures for reform from the
working class. \

But while it appeared that the development of the health sys-
tem and the introduction of the National Health Service could be
partly explained in terms of internal dynamics, was it, at the same
time, a response to working class pressures for reform? While
marxist and pluralist analyses view the introduction of welfare state

services as a response on the part of governments to pressures for

reform from the working class, our initial research indicated that
v

such pressures were at a minimum. What seemed more important was the -

concern expressed by the medical profession and others working within
the health system as to the need /g)r reform. Also, these interest
groups appeared to recognize that a reorganized health service would
operate under government authority and that it would pfovide free
care to the vast majority of the population. The gov;ernment appeared
to be responding to a need for change recogniz;d within the health
system. Furthermore, its response was in no sense an immediate one
and was focussed on organizational and administrative issues rather
than explicit issues of social justice and class inequality in access
to medical care,

In these ways, we were led to question existing assumptions

\
concerning the sources of the welfare state., With respect to the
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British National Health Service at least, they appeared to be mis-

o

leading. But what of the impact of the National Health Service?
Here, we proceeded with an initial belief that the National Health
Service did not provide equal access to health care for pefson; of
different social class. Studies of medical care systems in Sweden
and the United States indicate that working class patients make less
use of health services than do middle class patients, even though
their needs for care are apparently greatev.23 But similar patterns
of use were not evident in studies of the use of general practitioner

and hospital services which we censulted. In other words, marxist

——
L

and pluralist assumptions concerning the role of ;h‘e Nw;ivf‘—élr'e‘ state
in reducing class inequalities appeared valid in the case of the
National Health Service. However, in examining class differences in
mortality and morbidity in order to provide a framework for the dis-
cussion of differences in the use of medical services by patients of
different social class, it became evident that class inequalities in
mortality rates were inéreasing in the decades following the intro-
duction of the National Health Service. This suggested that the
be\’i.ief in progress underlying marxist and pluralist analyses of the

welfare state is not whc\)lly justified and that, at least in terms of

health, class inequalities have not narrowed. '

Thus, in seeking to elaborate the assumptions made within
q\arx‘ist and pluralist analyses, we became increasingly aware that
these assumptions were open to question and that they neglected impor-

tant issues. This study seeks to assess the validity of these

xxiv
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assumptions and questions them by developing alternative explanations
of the sources and impact of the National Health Service. In so
doing, we hope to convey the interpla).' of factors affecting the chang-
ing structure and operation of the health system. At each point in
the development of our argument, we will seek to demonstrate how the
issues discussed flow from our questioning of those assumptions made

within marxist and pluralist theory.zu

SOURCES OF DATA

Perhaps the most immediately apparent problem whjch we faced

in seeking to understand the sources and impact of the National
Health Service was the relative scarcity of data. The National
Health Service has received little attentior; from sociologists, and
its role in reducing class inequalities has been especially neglected,

Even in critical analyses of British society, the Service has been

conspicuously ignored. As Rossdale writes: "More than any other cre-
ation of the post-war Labour government, tlfe National Health Service

has been regarded with veneration and satisfaction by those on the:

A

Left."®
Where studies havé focussed on the operation of the National

, Health Service, its effects in reducing ¢lass inequalities have been .

paid scant attention. Rossdale, in an alrticl.e critical of dgfinitions

of health, of the doctor-patient relationship, and the existence of -

private practice, barely refers to class inequalities in access to

- healith care and in quality of health.26 Similarly, Bosanquet, in &n
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article which assesses Labour's achievements in reducing inequﬁlities
in health, fails to consider class irdequalities in access to medical
care under the service’.27

In the analysis of the development of hea{.th services, this
study has npot made systematic use of original sources. 'For examp le,
we have not systematically studied records of parliamentary’ debates,
reports of Royal Commissions and of Trade Union conferences, profes-
gional journals, etc. In view of the breadth of the issues relevant
to the problems which we have outlined, we have in most instances
relied on secondary sources such as histories (;f the development of
welfare services, analyses of the process of industrialization in
Britain, accounts of the development of medicine, and the growth (ff* -~
the hospital system and studies of the process of negotia;iofs/b/x‘e-
ceding the introduction of the National Health Service.’ Al.ld in tl:te
analysis of class differences in mortality and morbidity, and t;e use
made of various health services, we have largely 'réIied upon official

government publications and numerous small studies of morbidity,

mortality, and the use of general practitioner, hospital and dental

services.

Much of the data presented in the following chapter is nopt,
therefore, "original." We are combining data in new forms insofar as
we are addressing ourselves to a series of issues which have been
neglected by sociologists. Indeed, relatively few of the sources con-
sulted were authored by sociologists. But in using such seconda:ry

sources, we must bear in mind the fact that we are only sensitized to

!
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issues which others have already defined as important‘.28 This study
must be viewed as exploratory in nature, as a historical case study
which gives rise to a number bf hypotheses,each of which might, moét
appropriately, be further pursued through the systematic use of orig-

4

inal sources.
The chapters which follow proceed from the assumptions made in
marxist and éluralist theory, and each seeks to indicate the manner
in which data on the health services in Britain are inconsistent with
///théﬁé assumptions in several respects. In so doing, we shall be
developing the following hypotheses:
1. The National Health Service was not a radical departure
from the organizatign of health services prior to 1l9u8.
2. Working class patient; were not severely disadvantaged
in obtaining medical care prior to 1548, Middle class
patients were, in some respects, in a particularly dis-
advantageous position.
3. The National Health Service was in large part auresponse
to the recognition of a need for organizational and
administrative rationality and for\a stable source of
financig} support for the hospitals. The National
.~~~ "Health Servicé Act was gddressed to these goals,
4. The }ecogéition of ?roblems within the health services
and the concern for change came largely from the medi-

cal profession and hospital administrators,

xeii
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5. The National Health Service may be no n&ge effective
in redistributing income than were the,héglth serviees
prior to l9u8, . ’

6. Though not specifically addz"essed to achieving such, -
there are no glaring inequalities in access to medi-
cal care within the National Health Service,. This
may be dué, not so much to the system of sogialized
medicine per se, as to the central role of the general
practitioner in ;:he service,

7. While there are no marked inequalities :fn access to
care, there is a growing class inequality in health

levels as measured by mortality rates.
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should be made explicit. We believe that the nature and extent of
inequality in advanced industrial society is neither desirable nor
inevitable and that a greater degree of equality might be achieved,
However, this study is not so concerned with defining what "should
be," as with illuminating what "has been" with respect to one insti-
tutional area, It is built on the belief that only a fuller under-
standing of the dynamics of change will allow more conscious trans-
formation.of social structures.
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PREFACE

1

In the four chapters which follow we dre seeking to under;tand
the introduction of the National Health Service in Britain. We have ‘
already indicated that the emergence of the welfare state ip Britain
during the L940's has been interpreted by both marxist and pluralist
theorists as a somewhat radical departure from the prgyjoué'égrvices
which ca%ered to the needs of the working class;/as/a response to

working class demands for reform; and as being/directed towards an

amelioration of the situation of the working lclass and a reduction of

class inequalities. As we have already explained, our initial efforts

/
to- elaborate these assumptions, with respect |[to the British National
Health Service, cast doubt on their accuracyj and so in the next few .

chapters, we take each of these assumptions in turn, seeking to deter-
mine their validity and, where appropriate, 4ither modifying tﬁem or j
developing alternative propositions. { “

We have already outlined the general ?uestions to which we /
will address ourselves in this study. Perhaqs it is useful to the
reader if we indicate the more specific ques?ions which guide us in | |
the following chapters. We ask first whethe% the National Health
Service can be regarded‘as a radical depargﬁ$e from the prior organi- i
zation of health éerﬁf&es. In pqptiéular, w;s provision made for the -
care of working class patients in the decadeé prior to the Natxona;

Health Service, and did the State play an 8CF1VE role in the prov;slon
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of medical care? For socialized medicine is supposedly distinctive
in that it ensures that care is available for the less privileged
seqtions of a population and that it does so through the provision '
of free or low cdst care by the State. If such provision was made

’ prior to the introduction of the National Heglth Service, thén we
would conclude that it is inappropriate to view the new service as
representing a radical change in these aspects of the organization
and d;livery of medical care.

Secondly, we ask whether working class patients were especially
disadvantaged in access to medical care prior to the introduction of
the Nationmal Health Service. For this is impl;edoi’n the assumption
that welfare services were introduced as a response to wofkers' demands
for reform, and also in the argument that the introduction of new
serv:@ces and programmes were directed towards an amelioration of the
situation of the working class.’x Obviously, it is insufficiem; to |
examine only those problems expﬁrieneed by working class patients in
obtaining care. We ask, Ehe"refore, what care was available for worlg-
ing class patients and whether.middle class: patie;)ts were generally

& Y
in an advantageous position wi’thin the health services. ° N

) @,

" Anticipating the data which we present in the following pages,

we may note that while working class patients did experience problems ‘
in securing health care, middle class patients also faced important
barriers. It does not, therefore, seem appropriate to viéw,the
National Health Service simply as a measure desi%ned to 1mprove the

access of vforking class patients to medical ‘care. And this also
s o - » » ,




suggests that insofar as pressures -for reform of the health services

existed, these might not be limited to the WO;:king class alone,

@

Indeed, -these pressures do not seem to have been ‘strong. And so we . ’q

return’ to- the question of how we can explain the introduction of the

- -

National Health Service. What problems led to a reform.of the health L

i

services? Who was defining these prob'zlems?, What. pressures far éhange "

S

can be identified? )

- These then are the questions which we pose in the following
‘Sages: In seeking to assess the validity of thle, assumptions détailgd

above, we indicate their weakness and pose alternative wéyé of intep-

Q

ﬁreting_the emergence of the British National Health Service. Each
chapter is centred around one of these alternative propositions: ‘
Chapter I argues that the Nationgl Health Service was not a radical
departﬁre from the prior organization of the fxeahth-services;
Chapter Il argues that working class patients were not severely dis- ’
advantaged in obtaining medical care before 1948; in Chapter .'[(‘II, we
develc;p ‘the thesis that .the new service wis, in large part, a Fesponse
to‘ the orecognition of a need for organizational and administ'rat;ve ) ’ i :
ratiénality and for’ a stable source of fina;lcial support 'for the ‘ |
hospitals; and‘in Chapter IV, we indicate that the recognition of
problems within‘ the health services and the concern for change came R

o

iargely from those working within the h“ealth system.
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CHABTER I

PRECEDENTS FOR THE NATIONAL HEALTH SERVICE

- '

Introduction

Can the introduction of the National Health Service in 1948
be seen as a radical departure from the prior organization of health
services? If‘1948 marked a major transition in the organization and

delivery of medical care, then we would expect to find that relatively

" little free or low cost care had previously been provided for working

. 1 ]
class patients. For the introduction of a system of socialized

medicine is seen as benefiting working class patients in particular
as it provides care at no difg¢t cost, and thus achieves a greater
correspondence between needs for care and the use of medical services.

Furthermore, we woluld expect to find that the State played a relatively

- minor role in the provision of health care prior to 1948, or at least

that there was a shift in the principles underlying the provision of

public medical care, However, if we examine the development of health

by

services in the hundred years preceding the introduction of the

AN

National Health Service, we see that sgch expectations are not met,
In this chaptér, we will argue that: ;
l. A tradition of free and low cost/publie and chari-
table care for the working class existed for many
deches prior to the introduction of the National
Hedlth Service. .

2. Precedents for the National Health Service were

[
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laid during the late nineteenth and eazly twentieth

centuries when the sphere of responsiﬁility of the‘

State in providing medical care was gradually increas-

ing. Such observations suggest that the National

liealth Service did not represent a point of radical

change in these respects, and that the. principles

upon which E'he new service w;s based were established

several decades earlier,
We open this chapter with a description of sources of medical
care in the mid-nineteenth ce;tury. We show that '‘medical care was
available to all classes and that the source from which care was
obtained was closely related to a patient's class i)osition. The )

latter parts of the chapter trace the growth of the role of the

State in the provision of medical care.

. 14
h SOURCES‘OF MEDICAL CARE IN THE

MID-NINETEENTH CENTURY

X

, Ambulatory Care - . .

The source from which people obtained care was i}l large part
determined by their cla;ss position.z For those who could affora”}t,
and who thought it useful, private medical care was obtained at home:
or in a doctor's surgery. The rich were treated by the elite of the
medical profession--fellows and licenti;tes of the Royal College of
Physicians., Somewhat lower in status than these were t{i’e lieentiates
of theﬂcollege of Surgeox\as; the_ﬁeswere allowed to operate apd to
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4
treat internallyy but not to administer medicines externally. Most
3

of their operations were performed in patients' homes.

For the less affluent, care was available from gener:l prac-
titioners. Though professional controls were instituted in 1858,
there were no legally ré’cognized qualifications for a general prac-
titioner and their educational levels varied widely_;u yet it was
they who treated the vast majority of the population. For private
patients, their fees varied in relation to the patient's income or
yearly house rental: patients with an annual income over £500 were
charged one guinea for a single Yisit while those with incomes under
£ 100 were charged only two shillings and sixpence. For patients
with an annual rental over £100, attendance at childbirth cost five
guineas or more, whereas those paying a rent of £10- 25 were charged
one guinea.s In this way, a process of income redistribution was
operating.

Workers often provided for their care through membe%ship in
a variety of schemes in which treatment from general practitioners
could be wholly c;r partially paid for with régular contributions.
The growth of these clubs in the latter part of the nineteenth cen-
t“pry ig. evidence of an increasing f:lass of better paid wage'earners.
,Médical. clubs, provident dispensaries, and provident medical associ-
ations all provided care to members who paid contributions on a regu-

/ lar basis. Thejse were organized by friendly societies, trade Unions,

groups of doctors, or employers who contracted doctors for their

it

- employees. Membership in the schemes was not expensive. Contributions

"
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to medical clubs ranged from one penny to one and a half pence per
person, while family clubs provided coverage for the whole family e
(excluding midwifery) for three pence per week. Friendly societies
charged workers between two shillings and sixpence and three shill-
ings a year.6 By 1905, thére were six million members of friendly
societies with funds totalling £u0 million.7 But even with a con-

siderable growth in such schemes, less than half of the working

population were even moderately covered afgainst the impact of

8
illness.

¢

In fact, there existed several barriers to membership in these
schemes, Many friendly societies did not cover women and child;en,
and most schemes did not admit "bad lives," or those suffering from
constitutional defects or chronic disease‘.9 In many medical clubs,
there was no obligation to continue the membership of those who
developed chronic Ddisease, and if the level of illness became too "
high, the doctor might discontinue the schem:e.l'0 Thus, those most in
need of carei were often excludegl, and if unable to pay the fees

~

charged a private patient, were forced to rely ‘on charity and the

\

N

It was the Poor Law which pm\@ded non-institutional care for
those at the base of the class hierarchy--for the destitute, Treat-
ment was available from District Medical Officers appointed by the

) 1L

Board of Guardians within each Union. Care was provided by the

District Medical Officer, but the pivot of the whole organization was

the Relieving Officer within the Union., He, with no medical

9 '
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qualifications, was the executive authority and was responsible for
issuing the medical orders without which no one could'obtaip care,
Many deterrents were built into this system. The Relieving
foic:'er was not always eas.ily accessible; in a rural Union, it might
be a journey of six or eight miles to reach him. And those applying
for medical orders were f,requently treated as paupers rather than as
patients. This is emphasized by the fact that the decision as to
whether or not to grant an order was made by a non-medical officer on
the basis of non-medical circumstances--destitution. Only the des-
titute were eligible\for care and thus, "in some Unions the applicant
for a Medical Order is required to attend personally before the
Guardians at their meeting, and explain, at the cost of half a day's

. . . 2
earnings, how he comes to need medical ald.”l T

o

- T

But these deterrents to 6bf:aining‘ care u;ier the Poor Law were,
to some extent,. mitigated by the treatment available at, the outpatient
departments of the voluntary hospitals. Here, there was unres tricted
access to care., The whole e{:hos of the voluntary hospitals. was qquite
different from that underlying the Poor Law. While the latter pro-
vided care ‘“onl.y to the destitute in order\ to encourage self-help (in
theé form of medical insurance) among the poc;r. ths.- former were the
representatives of ; tradition of charitable provig.i,ou of care for .
those in need, with no means tests involved. For this reason, they
catered to families above and below the level o\f destitution. But the

care was hardly superior" to that oBtained under the Poor Law. Waif-

' ing rooms were crowded, treatment hurried, with no time for doctors

1




to consider the patieﬁt's problems in detail, unless the case was
unusual and particularly interesting for teaching purposes. For
the majority of patients, there was a long wait for a repeat of the
same old bottle of medicine irrespective of its medical vnlue.13 The
psychological effect of such may have been beneficial, but to con-

clude that there were any real preventive or curative effects would

be a delusion.
usion b

Other sources also provided charitable caré for workers and
their families. Free dispensaries and medical missions abounded in
the slum districts of large towns. These shared with the outpatient

departments of the voluntary hospitals the drawbacks of superficial

.attention and poor care. They also possessed ddditional disadvan-

tages: they were not under responsible and specialized sﬁperviéion,

and were not able to offer immediate institutional treatment to those

in need of it.lu

Hospital Care e l .
Hospital care was provided mginly for the working class, most
especially for the destitute.’ In the mid-nineteenth century, medi-
cgl ;cience was'still in its infancy. Hospitals, had little, if ?ny-
gging, to. offer their patients. They could have had little effect
on ?ortality iétes except by i;dlating and eventually eradicating
moré&Wirulent diseases.15 Even Florence Nightingale's first nequiré-
ment--that a hospital should at least do no harm to its.patients-—was

0 '
only infrequently umt.lﬁd Patients operated on at home were more
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likely to recover and to recover sooner than if they i\ad been hos-
pitalized.l7 Those who could pay the fees were, therefore, generally
operated on at home. But in fact, illness was seldom seen as requir- -
ing action--one could only wait, hope and pray for God's help--and

H

it was normally endured at home.

It is understandable, therefore, that hospitals were essen-
tially working class in'st“itutions’.l8 Middle class patients could
afford to pay for private treatment at home and for nursing and

domes tic hedp. Care was provided by tﬁelyoluntary hospitals and

under the Poor Law. Indoor medical relief under the Poor Law meant
the workhduse, and though the care varied from Union to Union, it

was generally poor. There was no separation of patients on the basis

)

of symptoms: the acute sick, the pregnant, the~in§éne, the tubercu-

lous, and mentally defective were all housed together, often in one

b

room. The workhouses were crowded; beds were shared (together with

{1

" bed bugs), towels were sharegy the food was poor and inadequate;

sometimes inmates would act as nurses, and the doctors were hired

by competition for the lowest price. Understandably, most people

lived in fear of being sent to the workhouse.lg ¥
Summary
a $ * In the mid-ninectegenth century, the source from which people

obtained medical care was, in part, dependent on their class position.

| And while it is difficult to estinaté the amount of medical attention
Y
received by working class families, we have seen that the working .
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clasé, incdluding the destitute, were not denied care.20 While middle

class patients received private care in their homes, working class
families could obtain medical attention from séveral other sources:

free charitable care was available from voluntary hospitals; general
practitioners charged low fees for their less affluent patients; the \J
Poor Law provided both indoor and outdoor relief; and workers them-
selves provided for their own treatment through a variety of schemes
organized by friendly soei;ties, trade unions, doctors, and employers,

&% Thus, we see that a tradition of free and low cost care for

the working class was established many decades prior to the intro-

-duction of the National Health Service.- In the light of this obser-

vation, we might conclude that rather than proziding care for a .long
neglected section of the population, the “importance of the National
Health Service may lie in the new basis on which it offered care--as
a right of cifi;gnship rather than as a privilege, from charity or
from reluctant necessity. But even this argument is open to questfon
since the following decades of the ninegeenth century saw-significant
extensions in the public provision of medical care, and in the pro-

vision of treatment as a right of citizenship.

THE EXTENSION OF THE FUNCTION OF :THE STATE IN
PROVIDING MEDICAL CARE - -

Towards a Free Hospital Service

The reorganization of the Poor Law in 1834 had provided.for a

national approach by ailowing for central direction of policy,. and by

N

> g




)

* -13-

the ear{y twentieth centuéy, the national government had assumed a
greater role in the provision of health care. The way was paved for
change by the Metropoiitan Poor Act of 1867 and the Poor Law Amend-
me;t Act of 1868. These Acts empowgred London and the\provinciél
unions to provide'separate infirmaries for their destitute sick, and
they were the first explicit acknowledgement that it was the duty of
goJernment to provide hospitq}s for the poor. A§ such, they repre-
sent an important step toward the creation of the National Health
Service. Not all unions built separate infirmaries for their sick
poor, but where these were established, they were generally far
superior to the workhouse facilities in terms of design, staff, and
equipment. Indeed, some people voiced their apprehension that the
high quality of care and expensive treatment might act as an incen-
tive for people to become pauper£ in order 'to qualify for treatment.
Another important step toward a free hospital service was
taken in 1891 when the Public Health (London) Act gave magistrates
the power to order the confinement in ﬁbspitals of those people suf-
fering from infectious diseases who appeared fo have no other suit-
able place in which to receive treatment. The act also removed the
power of the Poor Law authorities to charge those patients with
infectious diseases; All Lgndon citizens were thus entitled to free
treatment from the Metropolitan Asylums Boa;d, and in the provinces,
treatment for infectious diseases was provided by the sanitary

authorities. The standards of service varied widely, but in most-

o

\'
cases, in order to encourage use, there were no charges. Thus,

21




there developed in many parts of the country a chain of free public

hospitals open to everyone. This also was’ an important precedent for

22

the future development of Britain's health serviceﬁ. The signifi-

cance of these provisions for free hospital care is conveyed by
Abel-Smith when he writes:

For a century or more, medical care in hospitals had been
regarded. . .as a responsibility for which the community
should in some form provide. It was this heritage of

“ shared opinion which was responsible for the widespread
acceptance in Britain of what others chose to call “social-
ized medicine "3 -

But perhaps the most crucial step in the direction of a national

health service was the National Health Insurance Act of 1911, Before
distussing this, it is well to consider the reports of the Royal Com-

mission on the Poor Laws since they indicate the direction in which

the health services might have developed. Had the ideas of either
the majority or minority reports of the Commission been heeded, the

National Health Service might have assumed a very different form,

The Royal Commission on the Poor Laws

- By the turn of the century, the inadequacy of the Poor Law in

combatting pauperism had become obvious and its rising cost was a
source of very real concern: in the 1850's and 1860's, the cost fluc- J
tuatedhbetweendfs million and‘fﬁ million; then in the 1890's, it rose
to.!lq million a?d was £14 million at the time the Royal Commission
was established in 1905.2u Such problems led to the appointment of

the Commission and in l909, its reports were issued. Both majority
#%3 . and minority reports were ;gsued, but it is difficult to label the

ra
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latter as a radjcal departure from the views of the majority: neither

25 For example,

was partiéularly critical of the Poor Law system,
several qitnesses claimed that paupers were not treatéd as well as
paying gatients, but rather than using this as a point of attack, the
minority report argued that such criticisms did not do justice to the
work and kindness of District Medical Officers.zg Theirs was by no
means an unqualified condemnation of the Poor Law. * -

!

The minority report called for a greater enph(sis on education

and preventive care in the treatment of the poor and) reconmended a

merging of the Poor Law and Public Health Authoritie\ since they often
duplicated each othgr's work. They proposed the ultimate development
of a national health service with charges according'to means. A
major concern of the Webbs, who were the main authors of the report,
was the strengthening of the moral character of the poor and the
inculcation of disciplined and regular ways of living. Their pater-
nalism ;ed them to encourage indepgndence and self-reliance, and to
oppose the easy.dispensation of free care, though at the same time
they recognized the necessity of removiﬁg deterrents to the use of
services. Their opposition fo a free §tate medical service with free
choice of doctors was total: they saw this as being "not only polit-
ieally“impracticable, but also entirely retrograde in policy, and ’
likely to be fraught with the greatest dangers to public health and
to the moral character of the poor." ‘

The majority report expressed a general optimism as to the

A
continual improvements ‘in care provided under the Poor Law. They .

\._//,\\




believed that care should not be too feadily available as this might
encourage pauperism by destroying peoples' incentive to thrift, but
they saw the more serious deterrents to use as decreasing. They also
were totally opposed to any universal free'service since this would
destroy the existing voluntary organizations-and remove the indepeni
dénce of the medical profession. In their éyes, private insurance ‘
schemes should be encouraged with the Poor Law providing for only .
those who could not provide for t:hemse.l.ves.28 They had y0 wish to
"make medical assistance so attractive that it may become a species
of honourable and gratuitous self-indulgence instead of Q somewhat
unpleasant necessity resorted to because restoration to health is

otherwise impossible."29

The minosity report aroused more interest than the majority,
and at first, it was thought tyat the government might introduce a
comprehensive medical service on the lines proposed in the former. '
But the agitation of 7he public for this reform was not sufficiently
intense at this time‘and the divisions within the Commission provided
the government with an excuse for alternative action.30 If the views
expressed in either of the reports had been translated into legis-
lation, then a universal free health service mighE never have devel-

oped in Britain.31 Their common enphasis on charges' related to a

patient's ability to pay, and the encouragemenf_gg,pgiyate"heﬁIfﬁ

R

insurance schemes might have diverted the development of public serv-
ices wherein care was available to all citizens at no direct cost. “

But evidently, Lloyd George was not aware of the proposals in the
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repor?:s of the Commission until his own plans for naticnal', hea{m-
insurance were we}.l advgnced. 32 He had been very impressed by the
German, system of social insurance and patternéd his -own plans on
this as well as on the health insurance schemes of the trade unions

and friendly societies. His proposals became legislation in 1911.

The National Health Insurance Scheme _

The National Health Insurance Act of lgil laid the basis for
(\he development of a free health sservicwe.a3 Coming into effect in
/1;91.3, the scheme provided primary medical care\ from general prac-
titioners and sickness benefit to all manual workers and others who
were paid fZSO' a year,or less;“ Theése were the basic benefits to
which all were entitled. Insurance was covered by contributions of
fourpence a week from employees, threepence from employers, and two-
pence from the Treasury--Lloyd George's ninepe/nce for fourpence."

Additional benefits ‘could be claimed through the workers'
Approved Society. While local 1nsurance commi ttees were respon/s1ble
fbr providing medical serv:.ces. ‘the Natmnal Health Insurance scheme
‘was administered by Approved Societies wh{ch were responszblc for
providing workers with cash’ lgenefits and distributing other benefits
nrhich included dental treatlnent, hospital and‘eonvalesﬁcent care,

medical and surgical appi,iances. and- opthalmic trcatment.35 These

additional benefits were financed frdm the su /plus held by each

"Approved Society after other expenses had been met.

- Though much criticism might be levelled at the National Health

Insurance scheme. it was the first major attempt on the part of the

»
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- the State rejected the pribeiple of charging for primary éareg on the '
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State to provide free general medical care for workers above the level
of dgst}mtion.3? It was intended as only the first step in a: more
thorough reform of «'the health seLrvoices and the possibility of extend-
+ing benefits to workers' families was frequently raised in later years,
But . it was no\t until the introduction of the National Health Service

‘that the State achieved a further reorganization of the medical '

services, ' \\

Summary
The 1étter part of the nineteenth cent:ur& was marked by an

increase in. the functions of the State. During this period, we see

establishment of pubnlic hospitals for the dgstitute and the provision

v

of free hospital care to dll people, irrespective of means, who suf-

o

fered from certain diseases. Thus, a network of free hospitals’ was
éstablished under public megis. And in providing free general prac-'

©

titioner care for workers through the National Health.Insurance scheme

basis of a patient's ability to pay. 1In these ways, precedents were

laid for the ‘introduction of a universal free health service.

5

-

CONCLUSXION

To what extent may we see the Nqationalv Health Service’ ai repre~

- o "

¢ []

sennt:i.ng a radical departure from the prior organization and delivery
“f

of health care? The foregoing discussion suggests that while it was

R
by no means an automatic development of the health system in the

Y

early twentieth céntury, neithef was it a marked departure from this,
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The development of the health services, culminating in the National
Health Service, was, to use Lindsey's phrase, "evolutionary rather *
than revolutionary."37 It did not mark the introduction of free
health care for working class patients--this was already available
many decades before--and neither were they especially disadvantaged
;n access to care.38 And the principles upon which the new service
was based were established many years before, The roots of the~ Na-
tional Health Service extended back over a century. The growing
acceptance of the State 's function in providing medical care increased
.in the years following the introduction of the Natiohal Health Insur-
ance scheme -and subsequent debates focussed on the issue of how the
State might further intervene rather than on whether it should do so.
It is in the light of these observations that we argue that the Na-
tional Health Service was*not a radical departure from the prior
.organization of health services. Ra;:heri the new service -extended

and developed practices which had been built up over many geﬁerations.

T
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lE‘or a discussion of the use of the concept of soe.:.al class in
this study, see Appendix B.
LN
20ur discussion of the sources of medical care in the mid-
nineteenth century is largely based on: M. Bruce, The Coming of the
Welfare State (London: B.T. Batsford, 1966); B. Abel-Smith, The

Hospitals 1800-1948 (Londoh: Heinemann, 13964); B. Webb and S. . Webb,

The State and the Doctor (London: Longmans, Green and Company, 19].0),
R.G. Hodgkinson, The Ur&ins of the National Health Service (London:
The Wellcome Historical Medical Library, 1967).

3A. Forder (ed\), Penelope Hall's Social Scrvices of England
and Wales (London: Rou ledge and Kegan Paul, 1971}) Chapter VI,

YIn the same year, 1,858 the State published the Medical
Register from which the public could distinguish the qualified from
the unqualified medical practitioners.

SThese fees are quoted by S.W.F. Holloway, "Medical Education
in England, 1830-1858: A Sociological Analysis," History, Vol. 49,
(October, 1964), p. 316. ‘

SMembership charges are quoted by A, Cox, Among the*Doctors
(London: Christopher Johnson, 1950), and by Great Britain, Royal
Commission on the Poor Laws and Relief of Distress, Vol. I, Report
(London: H.M. Stationery Office, 1909), p. 333. :

71bid., p. 333; and M. Bruce, op. cit., p. 96.

4

8, Bruce, op. cit., pp. 95-96.

95. Webb and B. Webb (eds.), The Break-up of the Poor Law: :
Being Part One of the Minority Report of the Poor Law Commission
(London: Longmans, Green and Company, 1909), p. 255.

0rhid., p. 255; and B, Webb and S. Webb, The Sfate and the
Doctor, op. c;t.,pp 138 139,

“'The Union was the local unit of administration for the Poor
Law, The 15,000 parishes of England and Wales were combined into
600 uriions,
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128, Webb and S. Webb, The State and the Doctor, op. cit., p. u8.

138. Leff, The Health of the People (Lonmfn Victor Gollancz,
1950), p. 101,

145, webb and B, Wb, The Break-up of the Poor Law, op. cit.,
pp. 250-252.

. J'E’B Abel-Smith, op. ¢it., p. x.

lerid., p. L.

17R.6. Hodgkinson, op. git., p. 593.

185  Abel-Smith, op. cit.
195, Leff, op. cit., p. V7.

207he quality of care and additional problems in obtaining it
are further discussed in Chapters II and III.

21p, Abel-Smith, op, cit., p. 85; B. Webb and S. Webb, The

State and the Doctor, op. cit,, Chapter 3.

22p, Abel-Smith, op. git., p. 129.

231bid., p. 500.

24, Bruce, op. cit., p. 87. st

2Sl’erha.ps justifiably. Hodgkinson argues that any unqualified
condemnation of the Poor Law would be unjust since "in great sections
of the country the Poor Law provided medical aid far superior to what
the poor could procure for themselves." R.G. Hodgkinson, op. cit.,
p. 695. .

|
265 Webb and B. Webb, The Break-up of the Poor Law, op. cit.,
p. 219, . K '

273. Webb and S, Webb, Ihe State and the Doctor, op. cit.,
pP. 150. ‘

# * \

28Great Britain Royal. Commi ssion on the Poor Laws and Relief
of n:.stress, op, ecit., p. 375.
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291bid., p. 379.

305, Leff, op. git,, pp. 109-110.

g, Abei-smth, op. cit., p. 231,

32M. Bruce, op. cit., p. 183.

BFor a thorough discussion of the National Health Insurance

scheme see: H., Levy, National Health Insurance (Cambridge. Cambridge
University Press, 19u4),

Mphis limit was increased to 420 per annum from January, 1942,

331t was pressure from the friendly societies whose position
was threatened by the introduction of the National Health Insurance
chemezthat led to the creation of Approved Societies and their being
assignkd partial responsibility for the administration of the scheme.
Any group could register as an Approved Society as long as it was nons
profit making and democratically organized. Friendly societies, trade
unions and life assurance companies eagerly took on themselves such
a role, where necessary creating non-profit sections, For them, it
was an introduction to potential members and clients who might be per-
suaded to take adyantage of other profit making serdices they had to

offer.

35The weaknesses of the National Health Insurance scheme are
discussed in Chapter III.

37, Lindsey, Socialized Medicine-in England and Wales
(Chapel Hill, N.C.: University of North Carolina Press, 1862), p. 23,

38Class differences in access to medical care are discussed
in the following chapter,
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CHAPTER II

ACCESS TO MEDICAL CARE: A PROBLEM FOR ALL PATIENTS

Introdugtion .

Were working class patients in ~Ca‘pmrt:ir:ulqu.y disadvantaged
position in their access to medical care prior to the introduction of
the VNational. Health Service? Working on tpe assumption that this was
indeed so, we v;ould expect to find that th;i‘e weq"; few opportunities
for working class patients to receive medicallgare; that though-it
was available, they did not ful.ly use these services, or'e;.se that
the quality of care received by%’}them was in some ways inferior to
that received by middle class patients. In other wox:ds, we would
expect to find that working class p‘atienfs were denied the advantages
of middle class patients in terms of availability' and quality of
medical care. ;o

In the previous chapter, ;:e have Indicated that, even one hun-
dred years before the introduction of the National Health Service,
fide or low )cost hospital and ambulatyory care was provided for the
working class. This chapter looks at the éhanging comiitions under
which care was available Huring the years leading up to the intro-

ductign of the National Health Service. We will argue that:

l. . Class differences in aceess to health care became: an

7

important dimension of class <inequality only when:
' medicine t;chieved the status® of a scientific discipline,

when health became a focus of attention for people, and

[
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when demand for cpre increased. These changes were
oceurriﬁg in the(late nineteenth century,

2. From the latter decades of the nineteenth century,
problems in securing health care were not experienced
by the working class alone, middle class patients were
increasingly disadvantaged--most particularly in their
general exclusion from the besf;hospital care within

" the mainstream of the hospital system.

But before we examine the changing conditions under which care

was obtained, let us first consider the aécess to medical care of

working class and middle class patients during the mid-nineteenth

century. A
\ " °

ACCESS TO MEDICAL CARE IN THE
MID-NINETEENTH CENTURY

-~

Even though the source from which people Bbtained medical care

" was dependent on their class position, did working class and middle

class patients, nevertheless,‘have equal access to care? Or, were
working class patients in a relatively disddvantaged position? To
answer these questions, we need information on both the rates of use
of medical services and the guality of care received b& patients of
different class-background in the mid-nineteenth century. Unfortu-
nately, it is impossible to say to what extent people actually made
use of the services available to them: there is no data on class pat-

terns of use of different medical services during this period, It

-
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may be that wide class inequalities existed, with the wealthier sec- |
i

tions of the population consulting a doctor frequently and the poorest
only occasionally. But there is no data to suggest that this, or any
other pattern of use of services prevailed, though obviously, the
crowded waiting rooms of the hospitals indicate that large numbers of
the working class did seek medical treatment.

It is doubtful whether there were any marked differences in

the quality of care received by different social classes,. . Medicine

H
had relatively little to offer people even in the late nin@teenth A

century. The 1880's marked a turning point in the understanding and

e e bt o et xad

treatment of disease, but it was many years before these discoveries
were fully incorporated into the day-to-day care and treatment offered
by doctors and hospitals, Afd so, in the mid-nineteenth century, the
quality of the actual medical treatment obtained from different sources
was unlikely to vary widely. Even though the rich rece;ved care from
the elite of the medical profession, the treatment was not likely to
be very sophisticated. Fellows and licentiates of the Royal College
of Surgeons were not al.ways highly qualzfied practitioners:

As late as 1834, membership of the College could be obtained

for a down payment of fifty guineas after three examinations "

lasting some twenty minutes each. A man could pass the .

examination. "who is a good classical scholar but knows noth-

ing of chemistry, nothing of medical jurisprudence, nothing

of surgery, little or nothing of anatomy, nothing of the

.::‘ diseases of women in childbed, and nothing of the manner of
delivering them."!
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The feé' paying patients may have had more time with their doec-
LY =]
tors and the psychological benefit of talking to a sympathetic listener,
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but otherwise, the treatment they received t;as unlikely to be much
superior to the popular bottle of mediciqe dispensed by medical
officers, free dispensaries, and voluntary hospitals alike, At the
turn of the century, the Webhs, in criticizing\ the practice of dis-
pensing vast quantities of medicine for the poor, were not arguing
for a higher standard of treatment. Rather, th;!y were calling for a
great‘er emphasis to be placed on the edusation o\ﬁ the pgor, and the
inculcation of good habits of living: discipline /and a regular life
were to be extolled, the popular belief in the ;lue of a bottle of
medicine to be cle‘st:myed.2

Thus, it may be that few differences {xisted in the guality of
treatment providéd for middle class and worklg class patients even
though they received care in different settiné&s. Medical science was
still in its infancy, and comparéd to the 1970's, treatment uniformly
lacked sophistication. This point is important. We are concerned
with class ineqdalities in access to medi;:gl care, bpt insofar as
medicine had relatively little to offgr patients i;l the mid-nineteenth
century, and insofar as people endured illness with a sense of fatal-
:lsrn.3 inequality in access to care may not have been an important
dimension of class inequality at this time. It became a more impor-
tant dimension when medical careﬁ became a valued ser}ice--when
people's attitudes towards health grew less passive,ii" and when treat-
ment increased in sophistication.u "In other words ,}:f‘people’s health
may have depended little on whether they consultedf:“a doctor, and they

‘may have felt no sense of deprivation if they couffd not or did not

-

consult a doctor,

..,
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We can, however, distinguish changing attitudes towards health

and illness during the latter’part of the nint;.teenth century, And
these were paralleled and reinforced by major developments in medical
science and rapid innovation in the field of medical technology.
These developments were of consequence for both middle class and work-
ing class patients, and as a result of them, inequality of access to
medical care became a more.important diménsion,of class inequality,
For this reason, it is useful to outline these changes before dis-
cussing access to care during the decades leading up to the introduc-

tion of the National Health Service.

CHANGING ATTITUDES TOWARDS HEALTH AND
ADVANCES IN MEDICAL SCIENCE

The rise of the industrial and commercial bourgeoisie and their

growing prosperity produced a prosperous and expanding clientele for

the medical profession. But the increasing demand for medical care

» on the part of the middle and upper class did not simply depend on
the fact that they had more money to spend. It also stemmed from
shifting attitudes toward health. Ashman's ability to contrgl nature
increased, so also people saw their own bodies as being nmore subject
to control. The fatalism with which illness had been borne started
to. decline: less frequently was disease viewed as a punishment for /—r
sin or just an unavoidable aspect of life. The belief in progress,
so obviously confirmed by@increasing productivity, produced gradual

. changes in the attitudes toward health among the Victorian middle class.5

-
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() Coupled with the idea of progress was the notion of individu-
alism anci the emphasis on success dand self-help also served to generate.
new attitudes toward health and an increase in the demand for medical
care: the more we think is expected of us in fulfilling our' various
roles, the more concerned we are likely to be with the quality of our
health. 1lllness can prevent such fulfillment. Samuel Smiles, the
"apostle of self-help," writing in the mid-nineteenth century, was
empl;atic about the closle connection between good health and the attain-
ment of worldly success.ﬁ "Practical success in Life," he noted,
"depends more upon physical health than is generally imagined."7 He
showed how successful men had also been very healthy, and argued that
the "success of even professional men depends in nro slight degree

upon their physical h'ea).th."8 In such ways, people were taught the

importance of good health in increaiing their chances of success.

As new attitudes toward healt

-

s medical care were devel.op-;

ing among the middle class, changg e also taking place in medi-

cine, Towards the end of the nineteenth century, rapid advances in

ment of disease were occurring. Medicine had

for centuries been slowly freeing itse he religious dogmatism

M of medieval 'timea', but it was nof; until the last decades of the
“teenth century' that major discoveries were made and the growing body
of knowledge was assimilated into wthe actual practice of medicine.9
It was around this point in time that medicine truly. lost its ties
with religious scholasticism and assumed the status of a scientific

discipline, Table I indicates the increasing number of "major




<

¢

Yoy
C:‘i )
Loy
=3

-29-

TABLE l.--Selected major innovations in medical science

Source: R.M. Coe, Sociolggx of Medicine (New York: McGraw Hill, 1970),
p. 178,

Date Innovator Event
1628 William Harvey Description of circulation of the blood
1670 Peter Chamberlen Invention of obstetrical Fforceps
1673 Anton Leeuwenhoek Invention of microscope
- 1694 William Cowper Description of muscular system
, 1738 William Smellie Modification of obstetrical forceps
1761 Giovanni Morgagni Description of pneumonia, cancer,
gallstones, meningitis
1769 Percival Pott Description of fractures
1776 Matthew Dobson Description of sugar diabetes
1797 Edward Jenner Discovery of smallpox vaccine
1809 Ephraim McDowell First ovariotomy performed
1816 René Laennec . Invention of the stethoscope
1842 Crawford Long FifEt\sungggz with ether anesthetic (U.S.)
1846 Robert Liston First surgerywith ether anesthetic (Brit.)
i 1846 William Morton Perfection of ether as an anesthetxc
1849 Claude Bernard Discovery of glycogen e
1851 Herman Helmholtz Invention of ophthalmoscope T
1855 Manuel Garcia Invention of laryngoscope
1858 Rudolf Virchow Description of cellular pathology
1859 Albrecht von Graefe Established modern ophthalmology
1866 Gregor Mendel Discovery of genetic transmission, mutation .
1866 Joseph Lister First use of antiseptic methods in surgery
1869 Gustav Simon First exvision of the kidney
1872 Jean Charcot Description of nervous system
1872 Eduard Pfluger Description of metabolism
1876 Robert Koch Discovery of anthrax bacillus
1877 Robert Koch First microphotographs
1882 Robert Koch Discovery of tubercle bacillus
1883 Robert Koch Df§covery of cholera bacillus
1890 Robert Koch ) Discovery of tuberculin
1892 William Welch ) \\xxiuéggvery of staphylococcus
1895 Wilhelm Roentgen dDiscoVéry~o£;5\5%§a -
1895 Ronild Ross. Discovery of the cause of malaria
1900 Walter Reed Discovery of the cause of yellow fever
1901 Emil von Behring Discovery of diphtheria and tetanus
\ antitoxins
\\\‘\‘\\\\\\\\\iggﬂ William Osler Revolutionized system of medical education
: : 0 Paul Ehrlich .Discoveryxof cure for syphilis
1922 Frederick Banting Discovery of insulin
1923 Willem Einthoven Invention of electrocardiograph
1928 Alexander Fleming . Discovery of penicillin
1948  Paul Mueller Discovery of effects of DDT
1949 Antonio Moriz First prefrontal lobotomy
1954 Jonas Salk Discovery of polio vaccine
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innovations" in medical . science which 'fook place from the 1850's
onward. - ) .

As the benefits of these advances diffused to the treatment
del.j:vered to patients, they helped to further stimu'late the demand
for medical care. They also fostered the growth of specialization,
and, together with the developing medical technology, vastly increased
the costs of providing care.m As a consequence of these changes,
the hospitals provided more @d more sophistﬁ:icated care and assumed
an increasingly important role within the total health system. And
sj:nce middle class and working class patients received care from dif-
ferent sources, lphe significance of these changes was different for

each class. Let us first consider the effect which they had on work-.

ing class patients,

CHANGING CONDITIONS OF OBTAINING CARE:
WORKING CLASS PATIENTS

An Increased Demand for ﬂosgital Care

7 In the late nineteenth century, we see changes taking place in
the social class of patients admitted to ho\spitals. Poor Law hos-
pitals were accepting patients above the level of destitution. With -
the establishment of separate infirmaries, the 'stigma atfachgg,to//,
accepting hospital care under the Poéxj Law slowly disappe;red and

. people started to maké a distinction b.etween the workhouse and the
:l.nfirmary.u As a result of the higher quality of care and the improve-

ments in‘conditions which resulted from Florendeé Nightingale's reforms,

Al
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éatients above the level of destitution were séeking hospital treat-
ment more frequently, and by the 1890's, the Poor Law infirmaries’

were admitting some patients of the non-pauper class., As the Webbs

Y

indicate, the Poor Law was treating,vunder the common- designation of
pauper, a range 'of péople

varying from those miserables whom nothing but the imminent’
approach of starvation drives into the hated general mixed
workhouse, up to the domestic servants of the wealthy, the
highest grades of skilled artisans and even the lower middle
class who ncw claim as a right the attractive ministrations
of the rate-maintained Poor Law hospitals chax:aeter;.stie of
some of the great towns,l2 ‘

+In those cases where patients wé.gz not ‘paupers, atteu\pts wezle made:

(not always successfully) to regain at least part of the costs of care.
' The Metropolitan Poor Act of 1867 assigneé the responsibil:i:ty‘ )

for providing London with hospitals for mdigent fever and smallpox

cases to the Metropol:.ta.n Asylums Board. Though care was supp,osed

to be provzded for the pauper class alone, ‘the demand for, care was

not so lim;ed. In the small.pox epideuuc of 1871-1872, over one-

third of th)e patients in these hospitals were not paupers at the

/ Y ‘
L
f '

time of admission., In 1871, 82 per cent-of the patients in the
Haypstead Hospital were in gainful employment, the majority as skilled
artisans. And a similar situation prevailed in the epidemic of 1876-

1877: about 90 per cent of patients in the Metropolitan Asylums Board

hospitals had never received poor relief befpre.13

.The Poor Law hospitals proyided the bulk of care--in many areas
4 .
the workhouse or infirmary was the only source of care. In larger

»

towns, there was usually a choice between a Poor Law infirmary and

s , -
aartt -~
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-the same status _as those _who were treated under the Poox; Law,
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a voluntary hospital, but the former gen.erally provided the majority
of beds. In 1905 in London, for éxample'. there were 16,300 infirmary
beds and 10,224 in voluntary hospitals. In [:iyerpoql,:the numbar of
beds was 2,000 and 1,172 respectively, and in Birmingham, 5;200 and ’

838.‘“‘, The voluntary ﬁospitals were more likely to deal with acute,

\

unique, and medically interesting cases while chronic’cases were cared '

for under the Poor Law. The former provided care for mahy people of -
15

but
they also were ad:nitting more patients oil:‘ higher social clalss anbd ¢
they most frequently served patients above the level of destitutiop.
A census of inpatients ;t the London Hospital on qugmbeﬁ 28, 1966:,

revealed that 60 per cent of the hospital pdbixlation were neither. .

paupers nor on the verge of pauperism,

The Introduction of Charges for Hospi tal Treatment

In the light of rising costs of care iind the‘gtowing number of
patients above the level of destitution, hospitals started to intro-
duce charges for treatmeni;. "'Tc;v‘aa'rci tfii;."turn of the cénf:ury, therg“-
was % growing concern expressetd at the amt')L&nt of free qrare available
to patients when a p"bri:;i,c;n of the;\e- gould afford toupay at least
something toward the cost of i_:h_ei‘xlz_ t»reé:tment. and b)f 1890, many pondori
hospitalg were taking steps to ré&duce the number of outpatients who
were being treateq free ofci;arge. Efforts were less str;enuous‘in the .
provinces, but here also, there were attempts to Limit cases and

- \
17

excl.ud?v those who_could afford to pay for care. The voluntary

L)
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hospitals were caught in a dilemma, They needed to minimize demands
on their resources, but they also needed large numbers of outpatients
as this would help in( their appeals. for funds, and would also provide
a large pool from which to select interesting cases. They could have
extended the system of charges which some hospitalg ope;‘ated, but
this would haveé invited p_r_,c')tests from general pr‘étctitioners. Yet the
easy dispensation of free care also invited protest: the doctors
feared the competition which the hospitals could érovide-—‘i“t was in
their interests that the hospitals provide free care, but only to
those unable to pay a doctor, So in the 1890's, hospital almoners
were employéd in checking wl‘tther patients ‘could afford to pay toward
the cost of their treatment. It is noted imr the Royal Commission of
1909 that the almoner of Westmlnster Hospital m Londors estimated
that in 1903, 190%, and 1905, approximately.l5.6 per cent, 13.6 per
cent an’d 17.2 per cent of patients might have arranged for their own

treatment through a provddent dispensary, friendly{ society or such

like 1& ,

/

It was tile,,fP'oor Law infirmaries (or, as they later became,ythe

A ‘ . )
local authorit)/ hosp:i.ta].s)l‘9 which were the most likely to "screen"

patients and submit them to some form of means test. Unlike the vol-
' Y
untary ho/spitals, they were not in need of interesting cases for

teac ng purposes, ‘and, they had separate services under the Poor Law ’
'mm,

for those who could not afford the fees of é doctor. But by the ‘end

e of 1920, most/L’ondbn hosp.itals had adopted a system of payment by the

patients or ‘were considéring doing so. Their strained finances, and

- » , R
‘e . . /‘
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the move to patients payil;g at least part of the costs of care 'was
reflected in the change in the role of almoners. Whereas they had
previously checked patients whom they thought might be able to pay
for care, now they were checkmg those who claimed they eould not. 20
Whereas the voluntary hosp:x.tals had been largely charltable insti-
tutions serving the sick poor, they were nowbecoming primarily
business concerns.

The increase in paying Qatient‘s is reflgcted in the propor-
t:idn 3f the current income of London teaching hospitals which such
payments represented. In 1920, payments by patients accounted f"or
10 per cent of their current income, and in 1921, 25 petr cent. . In
tﬁe 1930's, there was ‘a continuing increase in the pumbers of patients
paying the full costs of care and in funds from pre-insurance schemes,

+By the eve of the Second World War, approximately 50 per cent of the

costs of the voluntary hospitals was paid for by pa(:ier’xt:é.22

o

The Growth of Contributory Schemes

This decline in the ava;.labllxty of free chavitable and public
care prompted a growth in the contrlbutory .schemes orgam.zed by
friendly societies,, trade unions, etc. There was a marked growth in

such schemes after 1870 when deterrents to obtaining relief under the

"

Poor Law were increased, and the voluntary hospitals were starging’fo ’

restrict the number of patients treated free oih::harg;.—23 /Anq as the
N a I - A

hospitals 'tneeds for funds grew, their efforts to charge people for
dl’ ) .

at least a part of the cost of their treatment were strengthened,.

"
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///the minimum, and families of modest size.z7 'Thus, they catered La/z;gely

/
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Durihg the 1920's and 1930's, in response to the growing financial
problems of the hospifals, there was again a rapid growth in the con-~
tributory schemes designed to provide hospital care for workers above
the level of destitution,

The largest contributory scheme was the Hospital Savings
Assoclation which in 1924 had sixty-two thousand contributor's and .

which had grown to six hundred and fifty thousand only five years ‘

laten.zs In this, members made a weekly contribution of threepence

and were guaranteed general hospital care for no further payment.'
Most schemes had income limits, but the efforts of the British Med-

ical Association to establish such (since the schemeg would other-//
wise be a threat to private practice) were not always suce/essf( A
' T

o
British Medical Association enquiry in 1930 sho/weckﬁat of the con-

tributory plans in operation in 352‘/haspi{als, 237 operated an income

26 /
limit. - "

L

/
The meinbe}a/ﬁhese schemes were, in the main, drawn from . .
T -
e

4

o _—
thog _sections of the working class with regular jobs, wages above -
o .

to working class families; middle class patients generally /rec/eived
! L P
few such concessions in obtaining medical care. Apart /£1‘bm spreading

the costs of obtaining medical care, n\er;\bersh;jp in these schemes was

u

also an avoidance of the means tests otherwise .encountered when treat-

=

ment was sought. The Political and Econom,ié)Planning report on the

British health services in the 1930's indicated that
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the working classes are prepared to pay considerable premiums
for medical insurance without any forms of means test. Insur-
ance payments are popular, but means tests, however mild, have
become odious. Hence the extraordinary popularity of hospitals
contributory schemes, with nearly five and a guarter million
subscribers of between twopence and fourpence a week.

The most important changes during the 1920's and 1930's were
taking place in the hospitals since they were assuming a leading~ o
- aseyt
role in the delivery ot; @MG&E . Yet contributory schemes were
nc:E/Lin&_eeft/oge/provision of hospital care. While workers obtained , >
" general practitioner care through the National Health Insurance scheme

after 191.1. many dependents of insured workers and others not eligible

for Natlonal Health Insurance care continued to prov;de for %&r
genéral medical. needs through membership in friendly yﬁties, family
clubs, and provident medical assoca.a/t&ons. These"latterwece\endorsed

~g

by the Br;eis{bdedical Association, and seen by the medical profession

as an effective solution to the problem% of lay control experienced
by doctors working in some form of contract practice. They were
formed by doctors working within the same area who wﬁu"ld share patients'
contributions in proportion to the number of p}tie’ﬂ‘ts for which each
was resﬁonsible‘,. They were intended qu; kéwéﬁ income groups, people
earning less than £250 per ammq.,nnaftheir membership grew steadily.
In the late 1930's, Herbert nof(;s that there were over six hundred and

. fifty thousand per/sgns in sixty diffe;i?g‘ societies with the London
service being extended to middle class families with incomes up to
£ss0 ﬁg_r»aﬁmm, and fees ranging from f4 to {5 per annum for a family o

of/ffmx‘.zg For many, most particularly low income.#families, the main




-37- '

motive for joining such schemes was to avoid the need to rely on
chafity or public assistance. As the Royal Commission on the opera-
tion of the National Health Insurance scheme indicated:
There is a certain amount of evidence that many 'insured per-
sons are reluctant to go to outpatients' departments, as a
charity, while they would not hesitate to avail themselves
of the same specialist services if included in medical bene-

fit, as they would then feel that they had a full, legal,
and moral right to receive the services when needed.30

Smarx

Thus, we see that though free care was less easy to obtain,
working lr:l:;us:s patients continued to have access to relatively low
cost medical care during the early decades of the twentieth century,
Hospitals openéd their doors to a wider spectrum of the working class,
and though limitations were increasingly placed on the availability
of free care, these were in part counterbalanced by the growth in
contributory schemes providing hospital and general medical care.
These contributory schemes hdrew their membership largely from the

working "o.lass .

' [CHANGING CONDITIONS OF OBTALNING CARE:

MIDDLE CLASS PATIENTS

s

Changes were also taking place in the pntterns'of ot;taining
medical care among the mi.dc}le ¢lass, As we noted in the previous
chaptex’?, the middle class s}:owed little inclinatien to enter hospitals
during the mid-!;irjet;eenth century, and by paying inflated consu

fees, they subsidized the care of t ents Idsing the voluntary
— /
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hospitals (for which coqaultants worked for no cost), Towards the
turn of the century though, the greatly improved quality of hospital
care prompted a greater willingness of patients to be hospitalized,
And there was a growing recognition of the new demand for care from
the middle class: in the p;ges of the medical journals, there was a
continued discus;ion of the need to provide hospital care for those
who could afford to pay for it.al This, coupled with the fact that
the voluntary hospitals were faéing financial problems, meant that

there was a conéiderahle incentive to start admitting paying patients,

And so. in 1881, St. Thomas' Hospitai started to treat paying patients
B )

and in 1884, Guy's Hospital followed its lead. By 1890, five of the
', ‘ eleven london teaching hospitals were admitting paying patients and
their payments accounted ‘for 5 per cent of the income of -the London

hospitals.3?

Such patients were, however, relatively small in number~-- 5
in part because the medicél profession was opposed to the g@mfgsion
of paying patients to voluntary hoépitqls.

The demands for hospital care continued to increase, particu-
larly after the First World Waé. Fewer middle class families could

. afford domestic help tdﬁqare for the sick ai home, and this, together

with the recognition of the positive worth of hospital care aha the

1ncreasing/£g}gctance of surgeons to perform operations at home or
o, S 0 -
oorly equipped nursing homes helped to increase the trend towards

hospitalization among middle class patients, In some areas where.

L
P T
S -

there was no other hospital care available, the Poor Law infirmaries

'\"I:r

e

b egan to admit paying patients,.
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-Therefore. the British Medical Association policy supported separate
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The Growth of a Private Hospital System

Though both voluntary and public hospitals admitted increasing
numbers of private patients, their reluctance to do so remained.
Even though fee paying patients might have helped to solve the immed-
iate financial problems of the hospitals, 'they were reluctant to admit
such patients on an extensive scale for fear that this might jeopar-

dize their efforts to preserve their image as charitable institutions.

They were fearful of anything which might deter charitable contri-

butions. And the medical profession continued to oppose the treat-
ment of fee paying patiepts in local and voluntary hospitals., General
practitioners would have favoured this only if they could secure
access to these hospitals, but the hospitals were reluctant to take

*

this step since, they argued, it would lower the standards of care,

institutions with patients remaining under the general medical super-

vision of their own general practitioner and having a free choice of

conaultant‘.j“ v . c -

‘And so, in order to meet the growing demand for hospital care

from the wealthier sections of the populati:on, separate nursing homes

-and home hospitals sprang up near the major hospitals. By 1891,

there were approximately 9,500 beds‘ in England and Wales in nursing
and convalescent homes; by 1911, this figure had risen to about

13,000 and by 1921, to 1&0,000.35 The provision of private beds was
higher in nursing homes than in the voluntary and public hospitals

combined, Toward the end of the 1920's, it was estimated that-there
« N " . .
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were 3,000 - 4,000 nursing home beds in the London area compared to

about 1,000 private beds in voluntary hospitals.36

But conditions in these private nursing houes%frequen;ly left
much to be desired and they seldom approached the qu&gity of care in
1

the main hospital system: half had no operating theatée; iess than

one~-quarter had an elevator, and they seldom had x-ray apparatus.
laboratorxes or resident doctors.37 Predictqbly, arguments were made
that the poor were the most privileged in terms of accesQ to the best

care. An article in The Hospital entitled "The Advantageg of Poverty"
' i
claimed that the poor, as a result of their easy access tb hospital
{
care, could most easily secure the opinions of the best e?nsultants.

In contrast, the wealthier sections of the population recéived only

inferior care: )

Any arrangements that.cap possibly be made in a private house
are at the best merely makeshift P while it'is doubtfull, . .if
there is a single nursing home in existence in which donditions
are not: passed which, in a hospital, surgeons would ahsolutely
condemn, The rich man with all his wealth does not, and prac-
tically cannot, obtain the scientific advantage which |the poor
man can and does obtain for nothing,38 -

Periodically, the issue was raised as to how treat
be provided for middle class patients. Should nursing ho
expanded and improved? Or should the middle élass be admitted to
voluntary and local hospitals? With the eéxception of the patients in

,'qugstion.‘fhe'lafter solution was generally opposed, and the annexa-

tion of middle class patients in a separate hogpital system presented
a dilemma which centinued until the introduction of the National
Health éerviqe.

-
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(') Summary
During the early decades of the twentieth century, then, there
was a network of relatively small private hospitals developing along-
side the voluntary and local authority hospitals. This developed in
| response to the deﬁ2:ds of middle class patients for hospital care,

and as a result of the hospitals' and the medical profession's unwill-
ingness to treat fee paying patients in voluntary and localfhospitais.
As a consequence, middle class patients were generally unable to

receive t“g best hospital care. v

JoN

CONCLUSION

We opened this chapter with the question of whether or not

'f. working c}ass pafients were payticulavly underprivileged in access to
- r medical cgre prior to the introduction of the National Health Service.
We have argued that this question is most meaningful when we consider

the latter years of the nineteenth century and the early decades of-

the twentieth, éor it ia only as mfdicine became more sophistiéated
and medical care more effective and more highly valued that class
differences in acce;s to health care became a potentially important
dimension of class inequalities. ] -

e . The data which we have reviewed do not indicate that working
9 class patients were especially underprivileged in access to care.
Though the costs of obtaining care had become higher for working

\

class patients above the lavel of destitution, these were mitigated,

_.in part, by the groyth of contributory schemes, and such patients
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were more readily admitted to voluntary-and public hosbitals.
Undoubtedly, working class patients experienced real problems in.
obtaining care--the quality of general pfactitioner care was prob-
ably less than that available %o private patients, and they often
received care through charity rather than as a right of citizen-

o 39

ship. We are not denying this. But our main concern is to draw

™,

attention to the fact that middle class patients were also disad-
van;aged\in access to care, They receivedy;o financial concessions
in obtaining care since contributory schemes were generally‘%losed
to them, and in paying high consultation fees, they subsidized the
care of working class patienté. More‘inportant, they were gener-
ally excluded from the best hospital care. Only the National Health
Service, with its safeguards for general practitioners and consult-
/ants, brought middle class patients into the mainstream of the hos-

Lpital system, In this respect at least, working class patients had
preferential access<to medical care,

It is f&r these reasons that wé aégue that-working class
patients Qere not the most disadvantaged in access to health care:
mogt patients, irrespective of class position, experienéed problems
in securing high quality medical treatment., It does not ééem fruit-
ful, therefore, to view the introduction of the National Health Serv-
ice simply as an attempt to improve the availability of care for

working class patients and to reduce class inequalities in access

to care. ¥

® A
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. FINANCIAL AND ORGANIZATIONAL PROBLEMS'
WITHIN THE HEALTH SERVICES T ‘

Introduction B

E

) Was the introduction of fhe National Health Service a response
- to"working class pressures for reform? ‘We have alreaﬁy seen that

: working class patients were not especially disadvantaged in’ac‘cess to T

. medical care, and this migh{' lead us.to suppose' that insofar as pres-

sures for reform existed, they were not limited to one class alones

- But if we assume that the demand for reform was confined to the work-

ing class, we would expect to find, if not actual demonstrations of

EIR L I
5% 3lag 7,

workers, at least pressures being exerted through trade unions. Or
else, we might predict that the Lal;our party, as a representative of
the working class, was active in defining problems within the health —
services and formulating plans for reform. Ye‘t such préssures do not
B apﬁear to have emanated -either diréetly or indirectly from the work-
ing class. In none of the sources corisulted in this re‘searéh was

there evidence of such pressures, and the Labour party comnutted itself

to reform of the health servines at a relat:;vely late stage, ‘well ¢

.

- after other groups had recognized the need for change.l The extent

to which there was a geheral: public demand for reform is not alto-

- gether clear. But one study in an ‘industrial town reports that 93 per

' cent of the families indicated that they were receiving adequate medi- 4

scal treatment prior to®the National Mealth Serviqe.2 And even though

‘
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- .of the new service? What problems existed within the heglth services

<

. pf income. The early decades of the “twentieth century ‘saw a growing

~evidence that public pressures for reform were strong.3

Service in terms of class inequalities in access to care and conse-

§
dependency of the voluntary hospitals on public fmanczng, By the

the proposals for a national health service financed through taxation

and insurance contributions was generally welcomed, there is little
But if we cannot explain the genesis of the National Health

guent pressures for change: then how can we explain the introductic;n
which ¢rea:ted the need for ‘chapée? Who was defining these 'p’rob"l'e:ns,‘.
and seeking to- resolve them? This chapter focusses on the first ofN ’
these questions, and argues that financial and organizational prob-
lems within the healtn serv:.éxes became mcreasmgly severe during the’
1930's and 1%40's and provided ‘the basis for a recognition of a need
for refotjn}.u . ' - ~ , ‘ , N
Cl;anging attit;xdes towards‘ héalth, ”inc;reasing demands for
health ca;'e, and t;he growing sophistication of mgdicine had two con- ‘ i
sequences which will concern us. : . '
Firstly, they led to the establishment of stronger ties between '

the voLu.ntary hosplta}.s and tha State. The' 1ncreasmg cost of provid-

mg; medz.cal care which resulted from advances in- med1c1ne created finan- .

”

c:.al pvoblems fox- the hospxtals--partlcularly the vol.untary hospitals

wh:.ch unsupported by public funds, had no reliable and steady source.

w
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1940's, it was general.l.y recognized. that the voluntary~ hospitals mét.

N

4
e TSNP
- —

rely on the State fol cbntibuing financial support. In these
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_¥h 1866, and were specializing in orthopaedics aléo by 1875.
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strengthening ties, we see precedents for the National Health Serv-
ice being created.

Secondly, the increasing costs of providing c¢are and the growth
of specialization demanded a greater co-ordination of the various units
p"'roviding care, ‘The rationality of medicine demanded a similar ration-
aiity in the un‘:'.ts‘;ielivering care. But efforts to ensure such were
largely unsuccessful: wasteful duplication, maldistribution, and poor
co-ordination of services continued. The demands of wartime revealed

the fragmented and chaotic state of the health system, and its reor-
[

ganization under a single authority was recognized as being essential.
THE EMERGING CRISIS IN THE HOSPITAL SYSTEM ,

ﬂ’l‘he; ceirly growth of specialization is shown in the special
clinics opened by hospitals: Guy's Hospital introduced a clinic for
skin diseases in 1851 and for aural diseases in 1862; i'\n 1867,
$t., Bartholomew's Hospital started an ophthalmology depar\t\:me\nt and

by) 1880, it had clinics for diseases of throat and skin, for\\a{tho-

-paedics, obstetrics and gynaecplogy; and the London Hospital opéhgd

an obstetrics department in 1852, an ear; nbsg and throat department
5 By the}
1940's,. hospitalsr which had at one time employed a few consultants
tog'ether‘ w'it:h a small nursing and administrative staff now employed
a wide range' of specialists. Apart from more specialized consultants,

there were laboratory technicians, dietiti:ans,:'occupational therapists,

r'ad.iographe’rs, and many others who were now par't of the changing
j .

prove.
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hospital system.6 And apart from the increases and the diversity in
the new personnel employed, the rapid developments in medical know-
ledge increased the costs of the actual diagnosis and treatment @f
patients., Not only did discoveries follow each other in rapid suc-
cession, broader and broader applications were also being developed
for these. In 1918, one major provincial hospital conducted -less
than six hundred X-rdy examinations, but by the late 19u40's, it was
performing nearlz twenty thousand, In the same hospital, the number
of pathological éxaminations in 1947 was thirty~-three times the num-
ber in 1927, And the same period saw a fifty-fold increase in bl.é:od
counts.7 Such increases in the use of éiagnostic techniques played
a large part in the esca}aéion of operating costs of hospitals.
Unlike business concerns, the expansion of the hospitals could ‘lead .
simply to a growth in spending capacity and not necessaril‘y to a
greater ;earning capacity. Whereas the voluﬁtary hospitals of England

and Wales spent £500,000 in 1900, in 1947 they were spending 640

times that amount, W
! ! 'Q i
The increasing costs of medical care altered tire—ties which .

linked the hospitals with the State, Particularly during wartime,

the hospitals were forced to relg} more heavily on payments from the
national government. This was especially true of the wolunfary hos-
pitals. These funds together with other grantsfdesignéd to prevent
the collapse of the voluntary hospital system unintentionally created

a dependence on public funds. And so0, the links “between the State

e e b

and the health services were not only increasing in the -manmer
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indicated in Chaptér I, more sulg.tle ties were also developing in the
twentieth century in response to the almost continual state of finan-
cial crisis in which the hospitals found themselves, It is the
combination of these two developments in the relatiénship ‘bet\'veen the
State and the health system which laid the basis for the government"s
assumption of almost total responsibilify for health care in 1948,
Let us examine a little more closely the volunyary hospitals"'
growing dependc;ncy on the State. At the close of t}?: nineteenth
century, the hospitals were already. experiencing financial problems.
The rising expenses ‘of the Poor Law-which prompted much concern have
already been menticmed.9 The voluntary hospitals also had insuf-
ficient funds. In 1887, the total deficit of teaching hospitals was
ov-er£32,00l), and three years later this had risen to a'bout £-100,000.m
These problems became more severe in the early decades of the
twentieth century. One source of increasing costs was the rising
pay for nursing staff. The pa;/ of personnel in military hospitals.

was relatively high and with the advent of World War I, personnel in

. eivilian hospitals received pay increases to bring wages to a similar

level. The Local Government Board revised the scale of pay for nurs-

ing staff in institutions used in the war effort, so that they\ received

about 3 per cent more than nurses ih Poor Law institutions. Soon

after, the voluntary hospitals and Poor Law institutions followed s;xit
in order to maintain competitive wages. In the ShHeffield Royal Infirm-
ary, for example, the annual wages of probationer nurses roée from
€5 in 1914 to ${30 in 1918, while those for sisters rose from £30 to

L40 - £50 per annum in the ‘same périod.ll" -

ey,
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The voluntary hospitals which were important for the War were
paid £880,000 by the War Office between 1914 and 1919, This was to

cover the costs of care for the sick and wounded. It was claimed

_ that this amount lagged costs by £530,000, but charity contributions

increased and for some hospitals compensated for the deficit. Between
1915 and 1919, charitable organizations held a surplus im excess of
£7 million.lz However, post-war inflation hit hard and the hospitals

continued to struggle with financial problems, Though rebuked for

such a suggestion, Lord Knutsford, Chairman of the London Hospital,

suggested, in 1920, that State aid was imperative to ensure tﬁe con~
tinuation of the hospitals and thﬁt such aid should cover one-third
of the hospital costs. While the idea was dismisged since it would
threaten the independence of the voluntagy hospital system, the
recognition of the State as a stable and continuing source of finadnce
was already in people's minds.13 |

At the time at which Lord Knutsford spoke, there was a sense
of crisis Qithin the hospital systqn. The Manchester Royal Infirm-
ary reported that it reeded £9,000 extra each year to restofe,the
finances(pf’the hospital; the Lopdon Fever Hospital was said to be
closing; and the National Hospit%i was dischargﬁng all its paéients.Lq
Grants from the King Edward Hospital Fund and the National Relief
Fund helped the hospitals meet their deficits and a crisisgwas averted
without State intervention. Yet this was Hut a temporary solution,

In 1921, the Cave Committee| was appointed to investigate the

financial situation of the volunta y‘hospita;a.ls It was clear

&
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that, the hospitals could not rely solely on charity contributions and

duc

—7

that ?ither government support or an extension of the recently intro-
no;ed that the majority of voluntary hosfitala were operating under

system of patiénts' payments would be necessary, The Committee

a!deffcit, their problems being due to ri costs rather than fall-

j
1&3 income, but since it was. considered unlikely that increased con-
tributions would erase the deficits, they recommended that the hos-
n&tals receive temporary support from the government for a period of
/ o years. The idea of temporary support was a measure designed to

fvert.the immediate crisis without compromising thenindependence of

khe hospitals. But thoughthe Committee recommended a sum of §1 mil-

/
flipn, the government gave only half this amount,

Thus, the accounts of the hosp;tals were restored to a state
of momentary health: in 1920, U452 provincial hospitals had a deficit
of approximately i?BU,OOO, while in 1923, 624% provincial hospitals
were operating with a surplus of around £270,000; one hundred and
thirteen metropolitan hospitals worked with a deficit of £320,000 in

16
1921, but by 1923, one hundred and sixteen had a surpfus of £230,000,

Yet financial problems were to emerge agaird. The hospital system had

grown in response to donations and legacies rather than demonstrated
need for aervieeé. Some areas had too many hospitals, others too

few, Some were relatively affldeﬁt; others operated with a continu-
ing deficit. And whercas money might be available for build%ng a
hospital, there. were often severe problems in meeting operating costs:

the charitable base of the hospitals had led to haphazard growth and

i
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while donations had financed expansion programmes and the building
of new hoépitals, they had not provided a stable source of support
for the operagion and maintenance of these.l7 n

‘ The growth of contributory schemes and the admission of pri-
vate patients had added an important source of income, But these
could not be relied upon to prevent future crises. It was World
War II which most clearly demonstrated the need for reform.18 The
pressures of wartime highlighted the need for a gnifien health sys-
tem and during this period the hospitals became dependent on the
national government for maintenance expenditures. Many were damaged
in air raids, and government grants saved them while public money
generally fipanced new equipment, The vglﬁntary hospitaln ended
the war with added reserves of over £10 million. But they were not
in a strong position: many plans for maintenance and repairs had
been postponed during wartime, nnd prices were increasing agnin
while interest rates were low. If tne standards of wartime service
were to be maintained, the hospitals needed an additional source of
income. The precedents for government support had ai%eady been
created, and it was the government alone wnich could provide the
necegsgary income on a continuing basis.

In these ways, unwittingly, tha dependence of the voluntary

hospitals on the national government was created, No strong private.

interests had become involved in the health services, and thus, only

‘the State could be turned to for the continuing financial support

which the hospitals- so obviously needed, Over several decades, the’
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avert crises and the precedents were thus greated for State inter-

government had provided a source of tempor? income in order to
/ 1

vention in the voluntary hospital system._;" By the 1940's, it was

clear that these tiea must become more fo;ermal. with the State pro-

viding more than intermittent support, ’.l%:he need for the State to

provide a continuing source of revenue wafs recognized; it was the

(]

precise form of this relationship which vaas open to debate, It is

" chapters have indicated, medical care w

for these reasons that we argue that th
Health Service was, in large part, a re
lems of th‘e hospitals. Analyses of the
which emphasize its role in meeting the

for health care have neglected these fa

THE NEED FOR RATION

While the health care crisis rec

in part from the perceived need for a s
of financial support for the hospitals,
}

obviously chaotic structure of the heal

sources in the mid-nineteenth century a
care throughout the early decades of th
thgx:e was li{ttlp co~ordination of these
small local contributory and prepayment
practitione;’s were combined in an ineff

ordination between the different units,

egintroduetion of the National
stonse to the financial prob-
l ational Health Service

beedls of the working class

ctors,

!
NLIZATION

qgnized in the 1940's stemmed
table and continuing source
it'was also prompted by the

‘h services, As the previous
as available from a variety of
1d these continued to provide
¢ twentieth century, However,
ucniuts. A welter of hospitals,

schemes, and scattered general

icient system with minimal co~

duplication of services,
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varying standards of care, and poorly distributed services, Eckstein
identifies four major problems within the health servicés: shox_‘tages
of facilities and of trained manpower; unsatisfactory clinical con-
ditions; uneconomic use of services; and poor geographic and furgc-

tional distribution of sevviees.lg By way of example of this latter,

. \\\ we may note that middle class areas were likely to have a surfeit of

\(general practitioners while working class areas needed ta‘ attract
.

more ors: in the late 1930's, there were 50 per cent less doctors

per capita in Wales as in London, and only 25 per cent as many

1 Midlands as in the coastal resort of.

L4

per capita in the indust

B:::urnemouth;20
We might also consider some of the ciencies of the National
Health Insurance :;c:heme.21 For while it was an important step towards

a more comprehensive system of socialized medicine, it containe
several anomalies., Approved Societies were not compelled to accept

members and they generally refused membership to the chronic sick,

But since additional benefits were only available through\ the Approved

Societies, these patients received cash benefits alone. They were
unable td obtain dental treatment, hospital and convalescent care,
medical and surgical appliances and opthalmic treatment‘. Those most
in need were least able to benefit -from the scheme, And even those
workers who were accepted members of Approved Soéiéties faced problems
in securing additional benefits, These benefits were financed from
the surplus held by each Approved Society after othex.; expenses had

-

( - ) been met, and thus, where demand for general practitioner care and

o

[P [

e/




0

| s Srmerie ey R
)

-56-

sickness benefit was high, “the surplus was small and few extra bene-
fits could be financed. Where morbidity was high, where f:eed was
greatest, additional éare was least available.

A further anomaly existed in that it was financially more
Jadvant;ageous for a worker to be drawing unemployment benefit than
to be receiving sickness benefit. Writing in the late 1Y30's,
Herbert notes that an ,unemplhoyed man with a wife-and one child received
thirty shillings per week in unemployn)ent benefit if he was fit,
whereas if he was unemployed due to sickness,“he received fifteen
shillings in National Health Insurance benefit. He remarks that:
"Doctors are often placed in the embarrassing position of bei;xg asked
to sign off patients who should s’till be receiving medical attention
solely in order that they may draw unemployment benefit."22

There is some evidence that the care receibed by patients undez;
the National Health Insurance scheme was inferior to that available
to fee paying ‘patienta.za The car.:e.and attention for such patients
was claimed to be perfunctory--doctors were more intere.sted in theip
tive privéte patients. Si(nce this was, financially, the
most important sec of their practice, many doctors would emp Loy
an assistant to treat their pan‘ei tients whila they devoted their
own time to their private patients, If-, on t her hand, a prac-
tice was made up solely of National Health Insurance patien

doator's list was likely to be much larger than in a mixed practice.'

And though, in theory, panel patients were entitled to all neceqsary

drugs free of charge, there were pressures on doctors tjo chaose the '

[T
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cheapest: above average costs>of prescribing were likely to be ques=-
tioned and the doctor might even have to bear part of the excess cost
himself. Doctors were, therefore, likely to err on the side of safety
and restrict pharmaceutical benefits. This was not likelT to be the

case with private patients.

In these ways, the National Health  Insurapce scheme failed to

-

meet many of the medical needs of workers. Thoée most in need of

' treatment and care generally had accesé'to a li{mited number of bene-

R

fits. While unemplayment benefit was pa igher rate than sick-

ness benefit, there wa§ a strong deterrent to seeking medical care.

And when it was obtained, it wés apparently inferior to that received

by private patients. And the, scheme was by no means self-supporting,

eyven with respect to primary medical care. ﬂheéeas the incentive for

N W

dé%tors had previously been to restrict the nimbers of people treated
at outpatient departments, so as to ensure themselves paying patients,
now there was an incéngive for doctors to reduce their workload, at

least with respegt to National Health Insurance patients. They were

3

paid on a per capita basis for these,‘and it was to their advantage

to refer the more troublesome cases to hospital outpatient departments.gq

Thus, the outpatient departments lost many of their more trivial cases,
but retained the more troublesome and time-qonsuming ones. In effect,
they acquired a new role in complementing the work of the general

practitioner by broviding a specialist or consultative'service.25

@

,“‘7\\‘\\\\\\\\\\\‘\\\ Here, we see some of the organizational problems:gxisting within
$2, ‘ the\Bihlth\gezgigggxpéioq to 19u8, During the early decades of the
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( f twentieth century, efforts had been made to rationalize the health
services, but divisions in yegponsibility and competition between ,
different sections of/éhe medical profession had rendered these
efforts inef‘fectual.25 Whether co-ordinated action would have been
achievgd without the [experience of World War II is impossible to say.
It certainly intensifiied the sense of crisis and united the country.
The pressure placed on services and the experiénce of doctors and
consultants in unfamiliar environments forced the medical profes;ion,\
hospital administrators, and government personnel to recognize as

never before the inefficiency of the health services and the need for

a unified national health system. It was almost automatically recog-

nized that this would be achieved under a state system.

CONCLUSIQN

o

In the absence of evidence of strong working class pressures

for reform of the health services, we have focusagd our attention on_

i .

/ financial, organizational, and administrative problems and argued’

i that these provided the basis for a récognitiaﬁfof a need for reform.
I Furthermore; the State's responses to the financial problems of the
voluntary*ﬁospitg{s unwittingly created a dependence on puﬁlic funds
| o and establishlied further precedents for an incre;sing role in the pro-~

vision of medical cave.

¢

This crisis which was emerging in Britain in the 1930's and

-1940's bears some marked’'similarities to that recognized in the U,S.A.

. in recent years. The fmgrican health services have experienced a .

M rd
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f

decline in the number of charitable Facilities for care and the whole °

system has been labeled as chaotic, fragmented, and extremely expen-
sive.27 However, the response of Britain~was very different inqm
that evolving in the U,S.A,, where the government»wil/l. not in all
probability, assume full responsibility/ for the rationalization of
the system and the provisijon of éare, and‘likgly will work through
existing hospital and' commercial insurance schemes. Why? One impor-
tant exp*anation of these v;arying responses is ‘the development in

Britain in the nineteenth century of a strong tradition of public

.care for the poor and the gradual emergence of public care for people

of all classes with certain diseases: precedents were established for
both general practitioner and hospital care financed Fhrough local
and national government schemes, Pri\fate insurax‘\_cgﬁ schemes never
assumed the size and important role of those in the U.5.A. 'Though
catering to a significant proportion of tK pop(i,];atio;x, their member-

ship was largely working class, and they remained small, scattered, '’

" independent scherﬁes, lacking the power to successfully oppose govern-

A

ment intervention. As Abel-—Smith comments:

. . .the prepayment agencies operating in Britain were .
un'busi,nesslike ineffectively co-ordinated and run by .
persons without power or influence, They were swept into
the background without antagonizing any important section
of opinion. If the large profit-making insurance interests
had ever entered the hospital field, the replacement of
"voluntary™ prepayment with a scheme based on taxation and
compulsory "cgntributions™ would have been less easd ly
accomplished.?8B . e

* For thpse reasons, we argﬁe that the response of Britain to

the crisis of the L940's ‘was in large me;sﬁre determined by the

7%
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. developments m the organization and- del.ivery- of medical care over \\
the previous hundred years. Its response was, in many respects, )
ordained by the changes of the past century and the gradual extension
of its role in providing care. It was responding to a desperate need |
for financial support and administrative and organizational rationality. <
And rather than marking a point of radical change directed towards ‘\:
reducing class inequalities, the government's action appears to ha\;e \j
. * been prompted more by the recognition of a need to support and main- '
‘ , tain the existing structures, to rescue the health se‘rv'ices from /
ct;aos. These issues we return to in the following ohaptq:er.li S
5 . e
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FOOTNOTES

-3

lThese issyes are further discussed in the following chapter,
Runciman argues that during the interwar years "the most obvious
comparative reference group for the prosperous manual worker was still
other workers less fortunate than himself." (p.77) These other workers
experienced severe hardships, but militant discontent was never wide-
spread and the majority of the victims of the Depression appear to
have thought of themselves as "victims of misfortune rather than
injustice.” The relative absence of social and political protest may
be intelligible in terms of the relatively low level of deprivation
felt by workers because of limited reference groups. W.G. Runciman,
Relative Deprivation and Social Justice (London: Routledge and Kegan
Paul, 1966), pp. 57-77.

2D. Reid Ross, "National Health Service in Factorytown: A
Survey of the Demand for Medical Care in an Industrial Community,"
Medical World, Vol. 78, No. 2, (Februgry, 1953), pp. 125-138.

3y. Eckstein, The English Health Service (Cambrldge Mass.:
Harvard University Pness, 1958), p. L02.

YThe following chdpter will be addressed to the gquestion of
who was defining these problems.

58, Abel-Smith, The Hospitals 1800-1948 (London: Heinemann,
1964), p. 159. This discussion of the growing crisis within the
hospital system is based largely on this excellent stady.

5A. Lindsey, Socialized Medic¢ine in England and Wales (Chapel
Hill, N.C.: University of North Carolina Press, 1962), p. 24.

‘Ibid., p. 24.

8p, Roberts, The Cost of Health (London' Turnstlle Press, 1952)
pp. 57-58, 63-65,

9See Chapter I.

10s, Abel-Smith, op. cit., p. 163.

lliphid., p. 269. 121pid., p. 282,
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L3The hospitals administered under the Poor Law and later by
local authorities were experiencing financial problems, but since.
these were already dependent on public funds, we will focus on the
problems faced by the voluntary hospitals and their increasing
dependency on the State,

143, Abel-Smith, op. cit., p. 297.

LSror a discussion of the Cave Committee findings, see:
Ibid., pp. 307-309.

161p1d., p. 326.
17while they led to a haphazard growth of the hospital system,

such charitable donations were more discriminating than the dozen

half bottles of champagne and dozen bunches of grapes distributed in

one street by a carriage borne lady! Quoted from the Royal Commission

on the Poor Laws by S. Leff, The Health of the People (London:

Victor Gollancz, 1950), p. 65,

18g Abel-Smith, op. git., pp. 438-uu0.

19, Eckstein, op. cit., Chapter 3,

204, Linésey. op. cit., p. 7. ‘
2lpop a description of the National Health Insurance scheme

and its deficiencies, see: H. Levy, National Health Insurance
(Cambridge: Cambridge University Press, L9uu).

223 M, Herbert, Britain's Health (Harmondsworth: Penguin Books,
1939), p. 98. See also, H. Levy, op. cit., p. 66.

\23However, the Royal Commission investigating the operation of
National Health Insurance in 1926 concluded that patients treated
under the scheme did not recgive inferior care. See, H. Levy, op. cit.:

A, Lindsey, op. cit., p. 7. ,
2% . Levy, op, cit., p. 128.

255, Abel-Smith, op. cit., p. 247. ‘
'

251 id. The competing interests within the medical profession
are well documented herein.
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275, Ehrenreich and J. Ehrenreich, The American Health Empire
(New York: Vintage Books, 1971).

283 . Abel-Smith, op, cit., p. 332.
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CHAPTER IV
-

THE POLITICS OF THE NATIONAL HEALTH SERVICE

’

Introduction . -
We have argued that working class patients were not\éspecially
di?advantaged in\aécess to health care and that there is no ev;dgnce
of strong working ¢class pressures for reform cf the health services.
Thus, we doubt the assumption that,tﬁg National Health Service was a
response to problems of working class piﬁignts in ‘obtaining medical
care. Rather, we have identified financial, organizational, and

administrative problems which grew increasingly severe in the 1930's

and 1940's and led to the recognition of a need for reform. Buf the .

question still remains: Who was creating an awareness of these prob-
lems and urging change? If pressures were not being exerte?fby
workers, was the government or the political parties taking the ini-
tiative and acting in the interests of patients? Or did pressures
for change emanate from other groups? In this chapter we argué that:
1.  The recognition of problems within the health system
and initial efforts to resolve thesé came from those
working in the health services.
-2, The Labour Party, as a reﬁresentative of workers, and
' the State were relatively slow in responding to these
problems and in formulating plans for ref&rm.
3. Negotiations concerning the new service focussed on

organizational and administrative issues. Issues of

-6Y4-
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social justice and equality of access tk/éiizﬂuere,

not a central ‘concern. : K
This latter point, while not denying the concern of planners with

creating a more just syifem of health care, reinforces ourxargument

] that the National Health Service was, in large pﬁrt a response to

a perceived need to rationglize the organlzatlo and delivery of health

care. Analyses of the welfare state which viey it as a response to

-

1

elass,inequaiities.and which see it as resulting either from working
class pressures or from the State acting in /the interests of workers,
fail to recognize--wifh respect to the Natdorial Health Service at

least--that its introduction can be expldined largely in terms of the

N | PROPOSALS FOR REFORM

Proposals for reform which were issued during the 1920's and
1930's indicate that those working within the health services were
. . , |
actively defining and seeking to resolve the problems of finance and .

disorganization well before the government addressed itself to these

issues., During these years, a need for a unified health service was

increasingly recognized,and almost without exception, the report
which contained blueprints for future reforms recognized the central
role which the national government would play in a future health
service.

The first such major report--the DawsoA Report--was issuéd in

1920 and represented the yie@s of the' Consultative Council on Medipal
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and Allied Services which was organized under the Mix{istry of Health

after the First World war, b

It envisaged a regional oi'ganization“ of
health services with health centres providiné primary care, and where
necessary, referring patiénts for treatment in general hospitals. ‘
These  services would be unifled under a single medlca]. authority, and
they ‘saw this rationahzatmn and unification of services as essential‘
if the firuits of medical knowledge were to be distributéed to the pub-
lic, and if medicine were to be practiced with efficiency and economy.
The propesals of the British Medical Association, presented in
1930, were more:'cautious. Rather than long range programmes, they
envisaged an extension o-f benefits under National Health Insurance
and the co-ordinanon and reorgam.zatxon of\e hosp:lt:als.2 They
balked at the idea of a free service with public n:edlcal care avail-
able to all patients. These proposals were followed in 1933 by the
reform programme of the Socialist Medical Associatzz.on whi.ch argued for
free ;ewices, salaried mediéal. personnel, health centres, and x;egional
organization of,hospitals.} lIn 1937, the Voluntary Hospitals-Cammis-
sion (established by ‘the Br'itish Hospitals Association) 'issu,e'd a report
which included recommendations very similar to th;Jse of the Socialist
;Medical Association, though they sought to preserve the identity of
the voluntary hospitals.u And the last in this series of reports was
issued in 1942 by the Medical Planning Commission which had been
organized by thg British Medical Association and the Royal Colfeges.s'
This argued for the organization of the hospitals.on a regional basis,

the establishment of health centres, and the central planning of

w
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medic.al servi/ces by public authorit;y. Indeed, on these sthﬁg\issues
there seems f:o have bgen quite wide agreement in the various proposals
for_change. ' '
Th;e ;ﬁreparatibh of thes«ia pmgram{\es for reform indicates that
‘the medical profession was very much aware of the probldms existing
within the health services and was actively in;rolved in formulating
policies f/;)r' reorganizatior;. The content of these reports also indi-
cates a géneral consensu; that the étate would play a considerable
role. in the reorganization of the health services. While. the British
Medical Association hesitated at the idea of a totally free public
medical service, the pmfgssion did generally recognize that the costs
of health care were_rising SO rapidlg; that only about 10 per cent of
t:he. population was in a'position to pay for éare on a fee for service

]

6 ‘ .
basis. In the light of these observations, the opposition of the

British Medmal. Association to the plans fon the National Health Serv-

ice which were eventually formulated by the government appears
anomalous, But this opposition-was by no means total. It was gener-
ally confined to specific issues (such as the sale of practices and
the salaried status of doetoi's) S and it«was‘ in large part concentrated
within the elite of the Association--~doctors with little experience .
of salaried service and of, working in;orégnizational coxitexts.7 In

gener-al *the prix;iciple of a public medical service was accepted.

N

Referr.mg to 1942, Eckstein writes:
The whole profession seemed to be in a reformist heat. It )
-is said that late that year it was impossible to stage a

# debate on the desirability of a comprehensive State medical

. . s .
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service in one of the London téaching hospitals because no
- one could be found to oppose sich a service.

But though there was a general recognition that a new service

_would be organized under the auspices of the State, the political

parties and successive governments were slow to .assume this respon~

sibility.

THE STATE ASSWMES RESPONSIBILITY FOR REFORM

The involvement of those working within the health services in

the formulation of policies for reorganization preceded the involve-

9

ment of the politieal parties. The Socialist Medical Association's

programme for reform was }accepted in broad terms by the Labour party

I
¢

in 1934, but it was not (ﬁntil 1942 that the party became f&Ily com-

" mitted to the details of the progranme.g The party, as a represent-

ative of the working class, was relatively slow in formulating a

policy on health services. As Bckste{in cogments, the Labour party

"joined the team, at best, in the middle of the game."w Fraser notes

that in 1941 the government was still talking in terms of a red{gani-
11

zation of the hospital system alone, And the suggestion of a c>r-

respondent with the British Medical Journal in 1942 that pressure

should be exerted on the parties to prepare legislation, further“‘tgligh-

lights the relatively late entrance of the parties into tﬁ\z debates

12 \

on reorganization, , \
1t was the war which helped to both highlight and int nsify

the problems within the health system and which spurred the govern-

13

ment to action. The Emergency Medical Service, created in 19\§9 as
N .

\
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part of the wartime. h\easupes,e‘eightened the awareness of the medicqi.
profession of the need for reform. Spgéialists left tﬁe familiar
environment of the well-provideg metropo]:itan and teaching hospitals
to work in local hospitals which were, in ‘contrast, often small and
poorly equipped, Such experiences in thémiliar environments hglpeq
to ipcrease people's awareness of the inadequacy of the existing
services and preci'pitated the decision fo create a unified national’
health service. ‘ |

The demands of wartime strained the resources of the poorly

co~ordinated health system and ultimately deepened the financial pz"ob;
lems of the hospitals. But the war also generated a sense of community.
apdv urgency. It was in this atmosphere of unity and crisis that mucﬁ
of the leéislation on which the present welfdre state is based was
enacted. By 1940, under a coalition government, there was a rising
conviction of the urgent need to study the problems of post-war indus-
trial readjustment ‘ami social reconstruction, a;nd in 1941, Sir
William Beveridge was invited to hea\c} a committee charged with survey-
ing existing schemes of social insurance and allied services and with

making reco:m;endations for the future. The Bgveridge Report, issued

iﬁ’lgua, recommnded%;ongst other thjinmgs, a comprehensive national

\ - 13 .
health service organi nt authority. The report

ed under gover

. \ A

received a warm recepti'vn; two weeks}after it was issued, approximately
i 1“"

95 per cent of the public had heard of it. Though it was most fre-

quently associated with pension benefits, its proposals for a national

- health service were enthusiastically welcomed. Of those surveyed by
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the British Institute of Public Opinion, 88 per cent favoured the idea
of a comprehensive health system, It was one of the most popular of
the many recommendations made By the report. .

In 'this climate of puhlic opinion, the government accepféﬂ,,in
February, ‘1943, the r}sponsibility for planning a national health serv-
ice. And in the following month, Ernest Brown, Minister of Healfh,
completed his proposal for the new system. The years between Brown's
plan and the National Health Service Act of 1946 involved a series of
negotiations between the government and diffé?ent interest groups which
sought to protect their position¢within the new service. One of the
main studies of this process of negotiation suggesté that the medical
profession succeeded in gaining the géeatest conéessioﬁs while(property

Jinterests fared worst.15 We will pursue these arguments ﬁﬁﬁgnced b&
Willcocks in g’little more detail. For apart from 3ndicétin§ the com-
position ané séiitiéal strength of the groups involved in the negotia-
tions, his analysis also pointé to the relative inattehtion to issues
of social justice on the part of the gpvernmentraﬁd intereét groups.

The pattern of negotiations indicates that the National Health Service

i
]

was in part shapéd by thé demands of the mediggl profession, and largely
addressed to the creation of a more rafidnal an@ e%ficient organiza-
tional structure. The reduction of class based inedualities in health

13

and access to medical care do not appear to have been the dominant
- ’ - 7

.

concern in these negotiations.

THE PROCESS OF NEGOTIATIONS - ;rﬁ

Willcocks distinguishes three main interest groups involved




W RN

* b
3
[

%
s
T

Ry ) PR '

in the negotiations. Firstly‘ he identifi¢s those with ‘skills enployed

by the. health serv:.ces. This" was by no means a united gmup for 1t

included general practitioners represented by different assocxations,
specialists and consultants; and meédical offxcers of health employed

by tﬁe local authotrities. Secondlyﬂ, the common interests of adnﬁn-

istrative bodies are identified, the most important of these being

the local authorities. Prt;pevty interésts formed the third grouping,

with the British Hospitals Assocxation acting as spokesman for the

voluntary hospitals. Though negotiations of ten proceeded in secrecy,

and only one of the plans p"m‘olr to the National Health Service Act

was published, Willcocks seeks to reconstruct the gradual reformula-

\

tion of the government's plans‘for a health service.. HJ.s analysis

L]

points to the power and strong bargaming Jposition of the nmedical
profession, parucularly spec:.ahsts and general.prac’citioners, and
the relatively weak position from which the voluntary hospitals

negotiated. “

~ The contents of the Brown plan of March, 1943 were never made
public. However, it apparentlfy envisaged
a unr_ifled health service, all the services' béing the respon-
sibility of one adminlstratlve unit, based on a system_of
regional local government units or p0551bly joint authorities.
The voluntary hospztals would be "utilized" although what is
meant by this is not clear. . ., .  General practitioners were
apparently to be full time salaried servants within this ™
administrative system.’-f’ y :

The plan was vehemently reject:ed. The propased local government author~

ity anﬁ the empl.oyment of gene,ral. praetitioners dn a saiarled basis

were mqst'stzjongly opposed. After the hostile reaction it engendered

- ~
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the ‘idea of a fully umfied health service was abandoned and eventu--

ally replaced by a tmpavtlte structure which in part reflected the
~<:7’
17

.mterests of- dominant groups within the health serv:lces.

~ In the thcee years which intervened between th’b.fimst plan

)

and the Na_tmnal Health Service Act, the medical professian succ‘egde?l‘

in having many of its demands met:.;]‘8 The cpnsulf:ants and specialists'

were in a particularly strong ba'rgaining position: they ﬁére the.,

:

possessors of valuable skills which- could not be easily replaced,

* Their s'tatusc and power had indregsecl as medicine had become more. sophis-

1f the Natlonal Health Serv-

T

ticated and specialiiation had developed'

ice was to operate successfully, it was essentlal for the government

e

;o secure. the comperation of those ‘ghose skills were in shgrt supply.

L)

Thus, the negotiations proceedéd with good will, and the elite of the.

_ medical profession achieved the regional hospitals which they had

wanted, the hospitals were freed fr'om the proposed ‘local government
]

control, and the medical teaching hospitals reoeived preferept;al

They also negotiated their eondinons of service and pay.
o7

the:.r'private pracnce with access to

treatment.

'l‘hEy were allowed to cont.mue

National’ Health Sex“vice hospital beds and achieved a hlgh level of
5

control over both appointments and promotion and- also. the allocation

of merit awards. In these respects, the medical ellte secured impor- .

tant concessions from the government

The bargaining posit:lon of the general pract:.tioners was under-

_mined by the speculists acceptance of Bevan's plan for the National

Health Service.

b

For examplﬁ, it was dif‘tzlcult for them to argue in

[N
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“dent power base from which to negotiate., . | ) ) : .

Aby the voluntary hospitals, Nohé'of the plans preceding that df Bevan
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favour of retaining the right to sell thé-good will of a practice S

~

when the épecialists had accepted part time or full time salaried

positions under.the National Health Service--an apparently less com-

mercial contractual agregmeﬂt. But désp@te fhe,government's use of ,
the el;te's acceptance of its plans in negotiations with the general

practitioners, the latter were successful in gaining concessions

Y

which included the withdréwal of propoqals.to employ them in full

‘

i
N . ~
.

time salaried service with local government control. o

The branch of the profession which was least able Eo exercisg
control over its pogition itﬂin'the National4kealth Service was that
of thé public health ppﬁctztioners. They lacked status and prestige
wlthln the profess;on (the major beneficiaries of their work were‘ﬂﬁ'
the urban working class, the group least able to- confer status) and

they were already in local government service, They had no indepen-
- < ‘ - . A
Thé major loss in the‘pr6ces§ of negotiation was experienced

had .envisaged the natlonallzatmon of the voluntary hospltals//yet in

AN

retrospect, it is not surprising that this was finally proposed. As ’

we indicated in the previous chapter, the hospitals'were in a finan-.

cially weak position and had been intermittently dependent on govern-

ment grants for several decades. They were in a wéak pos;t;on to

[

oppose government plans: jﬁst as the public ‘health pnactltloners,

=4

they had no independent bf gaining position, b

In view of such gains and losses, Willcocks concludes that

«
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consultants ,and specialists were most successful in securing changes
in xhe government plans while the property interests represented by
the voluntary hospitals achieved no real gains, But there is more
that we can draw from this study. In addition to the light which it
sheds on the roles and power of the various interest groups, Willcocks'
analysis is important for what i? omits. Throughout his distussion
of the negotiation process, there is virtually no mention of class
variations in health and access to medical care, and there is little
emphasis on the needs of the potential consumers of the new service.
Each of the groups involved sought to protect its own interests--to
;ecure as much autonomy as possible and to maximize the satisfaction
likely to be gained from conditions of work and income. In the process
of negotiation, one sat of interests was unrepresented--those of the
users or potential users of the health services.20 There were no
organized groups which represented these interests alone. Each of the
pressure groups claimed to represent the public, yet their interpre-
tations of the public interest neatly coincided with their own self-
interest, )

The sadly incomplete information on the negotiations suggests,

y

therefore, that the participants in this process wer® largely concerned
T e

with introducing an organizational and administrative coﬁ%rencet Inev-
o
itably perhaps, negotiations focussed on specific fssues of organiza-
& \
-
tion, and we have no indication of the extent to which ideological

commitments to greater equality and social justice with respect to

health and health care were a guiding concern, Further research could
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usefully pursue the role of ideology through the analysis of biog-
raphies, parliamentary debates, party publications, etc.; such an
analysis has been beyond the scape of this stud&. But in the light
of our present knowledge, at least, it appears that the National
Health Service was directed less towards improving the access of
working class patients to care than towards achieving a rationaliza-
tion of the health services, Even the universal provision of free
care—-pefﬂaps the most egalitarian®aspect of the new service--was
not justified simply in terms of an egalitarian ideology: there

was general agreement that because of the high costs of care, at
least 90 per cent of the population would have to receive free treat~-

ment and the idea of a means test had already been rejected in 1911,
CONCLUS 10N

Let us draw together the main arguments developed in this and
previous chapters. Our concern has been largely with explaining the
reasons for the introduction of the Nat%gnal Health Service, Ques-
tioning explanations which focus on theL;ervice as a response to
demands for reform and greater social justice on the pért of the work-
ing class, we have focgésed our attention on problems within the
health services and the recognition of a need for change by those
responsible for providing health care., Financial problems, particd:
lsrly those experienced by the voluntary hospitals, became increasingly

severe during the 1920's and 1930's. At the same time, the lack of

ca~-ordination of the various units providing care and the wasteful
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duplication of services became increasingly obvious. It was those

working within the health services who first addressed themselves

to these problems and to the task of formulating plans for reorgani-
zation. The government was relatively late in taking initiatives to
resolve these problems. Their intensification, together with the
sense of urgency created by the war, finally prompted government
action, and the first plan for a reorganized health system was com-
pleted in 1943. The emphasis in this and successive plans was on the

rationalization of the health services rather than on the reduction

of class inequalities in health and access to care. And though well -
received by the public, these plans do not appear to have been a re-
sponse to direct public pressures for change. While the first major
step towards socialized medicine-~the National Health Insurance
scheme--might be seen as being partly a response’to demands for reform
from an increasingly organized working elass.21 after this point,
changes in the health service can be understood mainly in terms of

the internal dynamics of the health system,

While we know relatively little about the actual use made of

services and the quality of care received by patients of different

social class, we have shown that care was available at little or no

cost to working class patients prior to L948. It may be that primary
‘ .

care was superior for fee paying patients, but in respect of hospital

[T PP SV

care, working class patients appear to have received somewhat better
treatment. Class inequalities in access to care were not of the nature

and magnitude sometimes assumed: middle class, as well as working

B U— e v e
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¢lass patients, faced problems in securing high quality medical care.
The problems of providing health care in the early decades of the
twentieth century were not so much those of delivering care to the
working class as of generally rationalizing the delivery of care,
Even the removal of most of the direct costs of care can be explained
by the fact that only a small fraction of the population could afford
to pay for private care personally.

The National Health Service was built upon the existing insti-
tutional framework. The role assumed by the government in formula-
ting plans for a unified national health service and the responsibil-
ity it took upon itself for providing health care, we have explained

in terms of the long tradition of publicly provided care and its grow-

ing importance in the early decades of the twentieth century. Through-

out the late nineteenth and early twentieth centuries, we see a grow-
ing general acceptance of a stronger government role, And private
insurance schemes--a potential source of opposition to the expanding

government role--never assumed an important role in the health sector:

membership was largely working class and they remained small, scattered,

independent schemes, lacking the power to successfully oppose govern-
ment intervention, In the l940's, almost without exception, it was
recognized that a national health service must be organized under the
aegis of the government. Debate centred around the form of the serv-
ice rather than the appropriatenesé of a State medical care system-~
though certain principles had already been established by the provis-

ion of hospital care to all patients suffering certain illnesses, and
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by the rejection of a meahs test ih the Natiopal Health Insirance

scheme, *

In addition to laying the foundation for the government's
assumption of responsibility for providing medical: care, the develop-
ment of the health services during the century preceding the National
Health Service had generated a variety of groups, -each with specific
interests and each acting to safeguard these in the formulation of
plans for a new service. The continui§z~of structure and the form
which the National Health Service assumed owes much to the bargain-
ing power of these groups--most especially the consultants and
specialists. While initiating plans for the new service, in the
reformulation of these, the government's power was limited by.its
recognition of a need to secure the compliance of the medical pro-
fession in order to ensphre the success of the service. Other groups
which were more dependent on the government and whose functional
importance in the service was seen as being less, were in a weaker
position to dictate their terms of participation, Theﬂincreasing
sophistication of medicine had not only generated a need for reform,
It also bestowed power on the elite of the medical profession.

We have examined the sources and nature of the problems within
the health system and the planning process prior to the introduction
of the National Health Service. Our analysis suggests the inadequacy

of studies which view the introduction of welfare state services in

T

the 1940's as marking a point of radical departure from the past{

which see the working class as particularly disadvantaged in access
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to services; which view them as a response to pressures from the work-
ing class; and which portray them as being introduced in order to
reduce class inequalities. Such assumptions certainly ignore the com-
plex history of the British health -services. Drawing the major points
from the discussions in the foregoing chapters, we have argued, firstly,
that the National Health ServiceAwas not a radical departure from the
organization of health services prior to 1948, but that it was built
on the existing institutional framework and its roots may be traced
back over a century. Secondly, it appears that working class patients
were not-severely disadvantaged in obtaining medical care prior to
1948: middle class patients were, in some respects, in a particularly
disadvantageous position. Thirdly, we have argued that the ‘service
was in large part a response to the\recogaition of a need for organi-
zational and administrative rational;ty and for a stable source~nof
financial support for the hospitals: the National Health Service A
was primarily diretted towards these goals. And fourthly, we have
indicated that the reéognition of problems within the health services
and a concern with change came largely from the medical profession and
hospital administrators,

But if not directed primarily to reducing class inequalisigs
in quality of health and access to care, did the National HealtH i
Service nevertheless operate in such a way as to narrow these inequal-

ities? The following chapters address this issue,

‘
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pp. 158-159, The Report did not address itself to specific issues o(\\\’//ﬁ\
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organization, administration and financing, though it did recognize

that if contributions for general practitioner care were included-

in the compulsory social insurance scheme (which had no income limits),
then it would provide free care to the whole population and not just i
90 per cent as envisaged by the Medical Planning Commission. ‘

: l4pata on the public response to the Beveridge report are
quoted from: The Beveridge Report and the Public (London: British

Institute of Public Opinion, undated).

. 154.90. Willcocks, The Creation of the National Healﬁg Service
(London: Routledge and Kegan Paul, . ee also, A.J. Willcocks,
" 1A Process of Erosion?': Pressure Groups and the National Health

Service Act of 19U6," Sociological Review, Monograph No. 5, (July,
1962), pp. 9-19. The following discussion of the negot1at10ns prior
to the introduction of the Natlonal Health Service is based on these

sources,

16A.J. Willcodks, The Creation of the National Health Service,

L7¢opr an analysis of the effect of differing professional
interests on the structure of the National Health Service see:
D.G. Gill, "The British National Health Service: Professional Deter-
minants of Administrative Structure,” International Journal of Health

Services, Vol, F; No., & (1971), PP+ -853,
ev

181y tﬁbse years, two éh2r plans were formulated before
Bevan's plan waﬁég;eseﬁfji‘jfpfarliament

lgwlllcocks confirms that there wa§>indeed little discussion

of class inequalities or issues of social justice (personal
communication.)

ZDA J. Willcocks, The Creation ogfghe National Health Service,

op, git., p. 33. T#/// \ .7
¢

2lThe extension of the functions of the State during the nine- (:\\—J// .

teenth and early twentieth centuries has been explained as a response,
in part, to demande~for reform from the working class. Bup, just as |
in the years precedang the introduction of the National Health Service,
the importance of working class pressures for reform is not clear.

For the increasing functions of the State can also be explained in terms
of the. paternalism of some sections of the middle and upper class, their
own fear of infectious diseases and an interest in maintaining a rea-
sonably healthy and productive labour force., See: M, Bruce, The Coming
of the Welfare State (London: B.T. Batsford, 1965); R. Bendix,




()

Work _and Authority In Industry (New York: Harper and Row, 1963);
N, Birnbaum. The Crisis of Industrial Soc;etg (London: Oxford .
University Press, 1969.).
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PREFACE

v

In this study, we have identified a series of assumptions con-
cerning the sources and impact of the welfare $tate, These are not
confined to any single theoretical perspective and they are reflected
in popular conceptions of the welfare state. We have addressed our-
selves to all but one of these assumptions-~that concerning the role
of welfare services and programmes in reducing class inegualities.

If we assume that the National Health Service has narrowed
class inequalities, we might predict that it channelled benefits mainly
to the working class and that it achieved a measurz of income redis-
tribution greater than that occurriné prio? to 1948, Certainly, such
themes may be identified in discussions of the role and functions of
the welfare state. For example, Frankel, in a'marxiét apalysis of
British society, recognizes that the working class largely pays for
its own benefits, but argues that it has, nevertheless, benefited from
the introduction of welfare programmes, He writes that

it is absolutely true that the growth of public welfare has

brought very real gains to all working people by way of

educational opportunity, a national health service, unemploy-

ment and sickness benefits and retirement pensions. g
And Strachey directs our attention to the issue of income pedistribu-
tion when he argues that with the emergence of the welfare state "a
modest, but distinct redistribution of the national income V;s actually
effected."? Titmuss writes of public images of "something akin to a
stereotype or image of an all pervasive'welfare state for the working

classes.™3 And this image is reflected in one edition of The Montreal
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Star which reports that a m
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post-war Britain has had remarkable achievements in assuring
minimum standards for all her citizens,| The welfare system
and the National Health Service have g atlx reduced the
worst cruelties of income inequality. . \. .

But in addition to channelling benefits to working class fam-
ilies and achieving a greater measure of income redistribution, we
would (working on the assumption that the National Health Service
reduces class innqualities) also predict a redyction of inequalities

|
in access to care and a narrowing|of class difflerences in quallity of
health. For though writers such as Stnachey, Frankel and Miliband®
are not always explicit as to the benefits or humanizing effects of
\ " . T
the welfare state, these may be assumed &o be the| most specific ones
“ \

to flow from socialiiéd medicing. \

reducing class igéqualities, the following\Fhapters will be ad8ressed 7

to these issues, We ask: Can the National Health Service be vieisé///

Did tﬁé/{ntro-

as channelling benefits largely to the working class
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progranmws and that it has gemerally been regarded with veneration
even by those on the polltical left, ®  These questions. do noi: appear
to have been raised by hany writers and none have)sought to answer °
them by means of systematic research.

But before focussing our attention on these issues, let Us out-

line the structure of the National Health Service since this will serve

as a background for our ‘discussion in the following chapters.

THE STRUCTURE ‘OF IHElNATIONAL HEALTH SERVICE: 1948-1974

The National Health Service was introduced in 1948 and remairied
relatively unchanged until a major reorganization in April, 19747 .
The tripartis&structureof the service reflected three basic divisions
in the health systemﬁ?rior to 1948: the hospitals, the public health -
authorities and indepéAdent medical practitioners. It was. comprised

of three parallel networks of authOrltles, each of whlch was subor-

dxnate to the Depaﬁ!ﬁent of Health and Soclal Security. The Depart-

" ment.had over-all administratlve and fipancial reSpons;blllty for the

: \\\‘\\\f\\\l\\\fffzf§e, but little opportunity for direct executive action. oo

\Pablic health services were administered by the local health
authorities which had a long established role in this field. They

ere responsible\for maternit qyd%child weLfare ambulance services,
A? . 4

. ﬁ&@e nursing, health education, hOme|helps (for assistance With domes-

tiq duties) and special services for the eldgrly, the handicapped and
mentally ill. The old National Health Insurance Committees were reor;

ganized as Executive Councils and tbese then formed the second branch

S X oAU, o A ik, s
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of the National Health Service. The planning and deli;ery of general
medical care was in the hands of independent generql pééctifionees,
"dentists, opticians and pharmadfsts; but the Executive Councils assumed
an adﬁinis;ratiye‘responsibility‘fbv the services which ehey provided.
The main duties of thewbouncilé depe payment of these meéicalﬁge%-
sonnel, éealing.with complaints, and advisiné consumers and personnel

on various details of the system. The hospital system comﬁrised the

third arm of the service and provided both inpatient and outpatient ;
specialistucare. These hospital and{specialist services were admin-

1stered by fourteen Regional Hospltal Boards and locally by Hospital
o i

Management Committees. Each Reglonal Hospital Boapd‘was associated

with a medical school, though the teachxng hospitals were affiliated

4

with universities. and administered by boards of governors.

First contact care was pqevided by general practitioner% and

£
Sk B e e e S i A ¥

- *

each person was free to register with a doctor of his own choice.

Private care, qutéide the National Health Seryice, was eQailable and

) . could be provided by a general practitioner who was in contract, with

B P PSS S S,

the National Héalth Service, but'approximateky 97 per cent of the

populatlon have been reglstefeQ as Natlonal Health Service patients.

\

Doctors generally worked°from their own premases, frequently in small -
-y

groups, and employed’ thelr own stnff The healthxfentres which were ‘ N i

origlnally env1saged as the, ba51c units in the héalth service were \

@ %

never developed though there is again a growing emphasis on them,

Aecess to speclallst serv1ces has generally beep through a |

[ORERY o o

o - general practztloner. '1npat1enf’and outpatlent care by\specialists
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has ordinarily been obtaingd at a hospital and the specialists ‘have
usually been the same for Eoth types of care. If specialist treat-
ment or advice has been considered necessary, a general practitioner
has referred his ?atient to a clinic at a local hospital outpatient
department. Direct access to specialists has existed in the case of
accidents, emergencies and venereal disease. Admission as an inpa-
tient has been either through the outpatient department, directly
through a general practitioner, or through the casualty unit as an
emergency case.

While general practitioners have been paid a capitation fee
with additional payments for particular services, specialists have
been paid a salary by the hospital. Those specialists working in
hospitals could also treat private patients in which case they have
foregone a small fraction of their hospital salary. The hospitals
have provided private beds, but such patients have amounted to less
than 10 per cent of all referrals.

The services offered by éach of the three branches of the
National Health Service were at first gvailable to all at no direct
cost. Bat in 1951, prompted by growing apprehension over the alleged
abuses and apparentl; escalatiné(costs of the service, the Labour
government amengﬁd the National Health Service Act so as to allow
charges on spectacles and dentures.8 Those unable to meet the costs
were eligible to receive help from the National Assistance Fund, The

following year, a one shilling charge was imposed on prescriptions,

a one pound charge for a course of dental treatment and certain

ek Wbt o b St
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surgical appliances became subject to charge. In January, 1968, the
fee for a course of dental treatment was increased by 50 per cent,

and a charge of two shillings and sixpence was levied on all pre-
scriptions. From the first, provision was made for hards@ip cases

and National Assistance recipients to receive reimbursement of charges.

»

At no time have charges been introduced for hospitql treatment (both
inpatient and outpatient) or gen@ral practitioner care. .
The service did, therefore, provide genetal practitioner and
hospital care to all at no direct cost, while other services were
available at low cost. The myriad sources of care prior to 1948

were combined in one system and differences in the sources from which

different social classes regeived care were formally removed.

. acm ettt By e 9
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FOOTNOTES

J'H. Frankel, Capitalist Society and Modern Sociology (London:
Lawrence and Wishart, 1970), p. 278.

ZJ. Strachey, Contemporary Capitalism (London: Victor Gollancz,
1956), p. 261l.

3R.M. Titmuss, Essays on the Welfare State (London: Unwin

University Books, 1963), p. 37.

Ya Lewis, "The True-Blue Middle Class," The Montreal Star,
July 9, 1974, p. A-7.

3 R, MLfiband, The State in Capitaliet Society (London:
Quartet, 1969).

M. Rossdale, "Socialist Health Service?" New Left Review,
No. 36 (March-April, 1966), p. 3.

The structure of the National Health Service is not discussed
in detail. For a fuller description of the service, the reader may x
refer to: R, Stevens, Medical Practice in Modern England (London:
Yale University Press, 1966); A. Lindsey, Socialized Medicine in
England and Wales (London: Oxford University Press, 1962).

8The apprehension was not warranted: in pounds of constant
value, the increase in spending for the service was relatively small,
See, B. Abel-Smith and R.M. Titmuss, The Cost of the National Health
Service in England and Wales (Cambridge: Cambridge University Press,
1956) . .
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CHAPTER V

Y

THE NATIONAL HEALTH SERVICE: ITS REDISTRIBUTIVE EFFECT

-

< ~‘\/

Introduction
In this and the following chapters, we address ourselves to
the assumption that the welfare state reduces class inequ;lities.
Contained within this assumption is the implication that the intro-
duction of welfare services and programmes brought conéiderable bene-
fits to the working class while being of relatively little value to
middle class families, Certainly, this is consistent with the belief
that such programmes were addressed to the needs of fhe working class--
a- point we have already questioned, Furthermore, th% emphasis on the
role of the welfare state in redistributing income isxﬁften coup led
with a belief that the amount of redistribution is gr%éter than any
achieved prior to the introductigﬁ of welfare sefQiceék
This chapter addresses itself to these issues and argues that:
l. While working class patients undoubtedly benefited from the
introduction of the National Health Service, middle class ,
patients also received considerable benpefits.
2. The National Health Service may be no more effectivé in
redistributing income than were ,the health services prior

{ Con L

to 1948,

BENEFITS EXPERIENCED BY MIDDLE CLASS FAMILIES

The c¢hanges wrought within the health system by the introduction

C T
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of the National Health Service in 1948 were essentially of an admin-

istrative pature and they had relatively little immediate impact on

the actual delivery of medical care. The majority of people were

likely to reeeivg care from the same doctor, dentist, and hospital,

though they would have to consult their general practitioner in order

to be referred to a hospital. For the poor, used to consulting the

outpatient department of a hospital for care, there was, theréfore,

a change in the pattern of obtaining care. And for wealthier patients,

used to paying for private care, there was now the opportunity to

receive treatment in former local authority and voluntary hospitals,

But for the majority of patients, there was probably no change in

the pattern of obtaining care. Perhaps the major difference for

most people was in the method of paying for treatment. Here, the

" financial benefits were certainly as significant for the middle class

as for the working class p;tient, and these, together with the removal
g of the barrier to admission to the local authority and voluhtary hos-

pitals, convey the importance of the National Health Service for

middle class families.

" Just prior to the introduction of the National Health Service, k
many patients provided for their treatment through contributory‘or
provident schemes.l The bulk of the working class belonged to contri-
butory schemes which required only partial prepayment for care and |
which served those who were unable to pay the full costs of treatment.
Those families in the middle and upper classes who did not pay private

fees whenever care was necessary, provided for their needs through :

v 2 135 Ak tm e O . B P L
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provident ipsurance séhemes which aimed to cover the full costs of .
care. The aged, unemployed and those who did not or could not make
regular payments into such schemes had the right to free hospital
care after a means test. And the local authorities, through public
assistance committees, made arrangéments for the medical attention
of the destitute.2 .

The National Health Service removed most of the direct costs
of obtaining care and thus undoubtedly benefited most patients. Free
care became a right of all citizens and so, in as much as there was
a stigma attached to receiving freé care, this was removey. Even
partial payments for treatment would have been a burden fo many fam-
ilies close to destitutidn, and, therefore, the removal of the direct
costs of treatment would have been weieomed by lower ih\\ families.
But the benefits flowing from the National Health Service were not

3

confined to working class families alone. Let us consider the posi-

tion of middle class families.

Those sections of the population most "neglected," most likely
to be feeligg the pinch of the increasing costs of care, were families
in middle income brackets. They were not eligible for charity care;

in general, the income limits operating in contributory schemes excluded

them. They were private fee paying patients of general practitioners,

‘and in the hospitals, they either paid the full cost of care whenever

hogpitalized or else guarded against such unanticipatable high bills

by membership in a provident insurance scheme. Generally, they hore

the brunt of neglect. They received no financial concessions in

LS M
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meeting their medical requirements and they indirectly subsidized the
poor. The National Health Service brought them the first such ;on-
cessions, Writing of the development of the health serQices in
Britain, Means notes: "Those in the middle income brackets became the
neglected pe:sons. It was not until ﬁhe National Health Service came
in 1948 that something was done for the middle cl.asses."3
The benefits which accrued to middle class families are illus-

trated by a business executive who recounts the frecedom from worry
over expenses of childbirth and any major illﬁess in the family which
came with the National Health Service." Similarly, a middle class
father of four children writes,

I can see that to middle class families, it is not just a

benefit, but a necessity; the cost of living has risen so

greatly_since 1939 Fhat privatg medical care would be another

increasingly expensive burden.
And in introducing the National Health Service, the Minister of Health
spoke of its special value to families in the middle and professional
elasses who had so often been “hit cruelly hard by heavy surgical and
medical fees which have a habit of coming\it the wrong-n;oment."6

But the National Health Service did not only provide middle‘

class patientg with important financial benefits; it also seéured
their accekss to the mainstream of the hospital system. As we have
a;peady indicated, prior to the introduction of the.National Health
Service, middle class families were generally unable to obtain éare
in the local authority and voluntary hospital system, Instead, they

were confined to smaller and less well equipped pbivate hospitals

and nuvéing homes, With the introﬁugtion of the new service, they

L e e ammme o
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were able to gain admittance to the often superior care 5vailab1e in
the major hospitals. And at the same time, they secured the privi-
lege of paying for private care in these hospitals, thus receiving
benefits not available to National Health Service patients.7

It appears, therefore, that the National Health Service brought
important benefits to the middle class: some relief from the financial
burden of paying for health care and considerably improved access to
hospital care, Discussions of the welfare state which see it as chan-
nelling benefits largely to the working class--thereby reducing class
inequalities-~fail té recognize that insofar as the National Heal&h
Service is concerned, its introduction channelled significant benefits
to the middle class. It was not a change which catered to the prob-
“ems of working class families alone.

Let us now consider in more detail the financial significance
of the National Mealth Service. We have argued that the ne@*service
brought importan% financial concessions for the middle class, But

what of its role in redistributing income? -
. INCOME REDISTRIBUTION WITHIN THE NATIONAL HEALTH SERVICE

It is geqerally recognized that the kational Health Service
has operated as a mechanism for redistributing income with subsidized
medical goods and services representing an increment to the income of
poo;e; fﬁmilies. The amount of redistribution is, however, likely to
be relatively small. And it is not clear whether the service is more
effective in regucing income inequalities than those redistributive

mechanisms opérating within the health services prior to 1948,

[ o
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The service is financed largv'g‘ly from general taxation revenue.
In 1966, this accounted for 72 per cégt of National Health Service
revenue, Flat rate contributions are “c'!;ducted from wages and salaries,
and these amount to 12 per cent of reve'hu}.te. The balance is made up
of 12 per cent from rates and grants fl‘otvl‘i_’ local authorities and 4 per
cent .from direct payments by consumers fo:':"‘goods and services.

These costs have not fallen equally \tg‘n all families., Even
though poor families have been able to claim."-,‘exen'ption from charges,
it appears that their total contril?utions to E{m National Health Ser-
vice represent a higher proportion of their inr}?me than is the case
for middle and higher income families, Taxatiox;';’ both direct and
indirect together, has been progressive except at:v":‘the lower end of

the income range where it has been regressive.g\ A study by Merrett

4

and Monk of taxation in Britain in 1962-3 shows that"\t:ose with an

income of less than £559 per annum were paying a high"a, proportion

>

9
of their income in taxes than those earning between £559 and £1,752

per annum, For example, people in this latter range were paying at

i

a virtually uniform average rate of 28 per cent while people with

o

incomes between £180 and £382 per annum were paying 't an average

rate of 34 per c.:enl:.m \

Flat rate deductions are regressive since they ponsume a higher
2 o . ’ y : \
pf‘opoxlfion of the income of low income families, Thus,\\ the charges

which have been in effect for most years since the intrd\duction of
o ' \

° the Natiobal Health Service will have consumed a higher ﬂ\roportion of

) - the income of low income families, Efforts have been made to

e
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counteract this regressive element by exempting certain groups, par-
ticularly low income families and individuals, from charges. How-

ever, there is evidence that those who have been eligible for such

,

exemptions have not claimed them., About 50 per cent of those eli-
11

gible for free care do not receive it,
The combined effect of taxation and charges for drugs and
services has, therefore, been regressive: the costs of the service

have consumed a larger proportion of the budget of low income families

-than of high income families, Studies of the role of benefits in kind,

and direct benefits generally, in redistributing income have shown
that they do have a small redistributive gffect.12 But because of
the regressive costs of the National Health Service, and because it
is a service catering to all income gﬁoups, its role in this respect

is likely to be a minor one.

INCOME REDISTRIBUTION BEFORE AND AFTER
THE NATIONAL HEALTH SERVICE

r

What impact did the National Health Service have in terms of
rédistribution? Since a measure of income redistribution occurred
prior té 1948, with wealthier patients subsidizing the care of the poor,
did the ﬁew service increase this? This is not clear. The fact that
the c;sts have bqen regressive at the lower end of the income scale
suggests that, on a financial basis at least, the poor may have lost

some benefits. Their contribution to the costs of their mediéél care

ﬁhy have increased, but it is impossibfe to state this with any -
lu"

k U




certainty. Measures of the redistributive role of welfare state
services and programmes are somewhat inadequate since they do not
provide us with information for the National Health Service alone-;
the combined effect of cash benefits and benefits in kind is pre-
;enked Furthermore, we need additional data“on the direct and
ind;rect costs of obtainlng medical care before 1948, The poor were
eliglble for free care before L948. Was this care completely fr
or were there indirect costs? To what extent did the taxes they
paid subsidize the care which they received? What proportion of
their incomes were spent on medical goods and serviceé which either
complemented or substituted those which they could obtain at no cost?
We need data for different income groups on the costs of obtaining
medical care befove'1948. Certainly, a mechanism of redistribution
was operating through private philanthropy and the high private fees
péid by wealthier patients which subsidized the care of the. poor,
Indeed, The Times referred to the pre-1948 health services As a sys=
tem of "'Robin Hood' medicine which despoiled the rich in order to |
be charitable to the poor."13 What is not clear is whether the
National Health Service had the gffeet of consuming a greater propor-
tion of the income of the poor. o

Attemgts to assess the impact of the National Health Service

[

-must take 1nto ‘account the pre-1l948 organization of health care.

Unfortunately, the data which are available do not permit us to answer

many questions, However, given the relafively small amount of redis-

tribution which is' likely to be occurring under the National Health

A
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Service, there is some reason to suppose that it has been no greater
e

than that prior to 1948, It may be that the mechanism rather than
the extent of redistribution changed with the introduction of the

4
~

National Health Service.
CONCLUSION

Our discussion of benefits accruing to middle class families

upon the introduction of the National Health Service suggests that

L

\ -
the service canndt be seen as ameliorating the position of the work-

ing class alone., We have argued that the new service brought real
' : benefits to working class patients in that the direct costs of care
"‘ were largely removed and treatment became a right of citizenship
rather than an c;bject off charity. But our emphasis has been on an
often neglected point~-that middle class gatiénts reaped consider-
able benefits from the introduction of the new service. We have
already indicated in Chapter II the manner in which midd;e class fam-
ilies expei'ienced problems in securing health care4-financial problems
in meetiné the mounting costs of treatment and problems of access .to
loca.{ authority and voluntary hospitals, This chaptetj has shown that
the National Héal’ch Service solved these problems overnight. |
The role of the National Health Service in redistribuﬂting’ income
appears to be relatively somall.. - We have quéstibned whether ‘the Service
.achieved a éreater degree of redistribution than the health services
prior to 1948. Given that the amount of redistri'i}_mtion is likely to

&9 . ° . be small, and that prior to 1948 a redistributive mechanism existed
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(through charity and the subs;dizat:.on of the care of - t:he poor

*through wealthier families paying high pr.wate fees) s We havevargued

that it may be the form rather than the degree of redisgtribution
which has changed. Clearly, more research into the redistributive
role of the National Héalth Service is needed. X o

On the basis of these arguments, it would appear that the ,

" role of the National Health Service in reduéing class inequalities ',

.has been overemphasized. Further pursuing this issue of the impact

' of the National Health Service on class inequality, wewill move on

to a cohsideraj:ion of inequalities d:in access to general practitionér,

hospital, and dental care. But in order fo ﬁroviée the -framework
for a discussion of class differences in the use of these services,

we will first focus our attention on class variations in needs for

health care. . ]
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Office, "The Incidence of Taxes and Social Service Benefits in 1963
and 1964," Economic Trends, No. 154 (August, 1966), pp. i-ix.

" Bppe imes (London), July 5, 19u8, p. 5.
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THAPTER VI N

CLASS DIFFERENCES IN ﬂgéTALITY AND MOKBIDITY

Introduction

In previous chapters, we have argued that the introduction of
/thq National Health Service may be viewed as a response by the state
to the recognition of the need for reform emanating from within the
health services. As sych, the ;ew service was directed toward a
rationalization of the health care system. The creation of a service
in which patients had equal access to care ané in which care was
available on the basis of need alone does not appear to have been a
priority. Yet even though this was not a major goal, we can ask
whether the National Health Service has, nevertheless, operated in
such a manner as to provide equality of access to care and to achieve
a narrowing of class inequalities in health. For this is what we
would predict on the basis of assumptions as to the relative success
of the welfare state in reducing class inequality.

The following chapters examine access to general gractitioner,
hospital, and dental care in terms of rates of use of these services
by patients of different social class and in terms of vabiatihns in
the quality of care received. If equality of access prevails, we
would expect to find no differences in the quality of care received
by patients of different s;cial class. But we would not pecessarily
expect to identify similar rates of use of services: equal rates of

use do not signify equality of access if the needs for health care
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_ -dre greater among working class than among middle class patients.

Since data on different patterns of use of medical services are mean-
ingless if we have no indication of whether needs for health care vary
alo;g social class lines or whether they are constant, this chapter
focuses onclass differences in mortality and moébidity in order to
ascertain variations in needs for medical care.

The data on mortality and morbidity which we review below
indicate greater needs for health care among working class families:
mortality rates are consistently higher for classes IV and V, and
lower class persons appear to experience illnesses of greater severity.
They also sugge%t that class differences in mortality have increased
since the introéuction of the National Health Service. Thus, in
addition to providing a fpamework f?r the discussion of access to
health care, they also give us an indication of the impact of the
National Health Service on class inequalities in health, We will not,
however, pursue this issue at present since it is more useful to con-

sider the impact of 'the National Health Service on health in the

light of data on access to care under the National Health Service.

t

éROBLEMS IN THE MEASUREMENT OF CLASS

4

DIFFERENCES IN HEALTH

Mortality Rates; Reliability and Validity

Due in part to a pre¥occupation with mortality data and, until
recently, a relative neglect of.morbidity patterns, existing measures

of the health levels of populations are generally inadequate, As
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White argues:
Health statistics have been used over many years for adminis-
trative purposes, but no country, as yet, has a comprehensive
health statistics system. Most emphasis has been placed on
vital statistics, and particularly on death statistics: Modest
emphasis has been placed on measurements of disease through
sickness surveys and epidemiological studies of specific
diseases.

Health levels have traditionally been measured through the cal-
culation of life expectancie;, crude and age adjusted death rates, and
infant mortality rates. The reliability and validity of these mea-
sures is open to question. Inaccuracies occur in reporting and diag-
nosing the cause of death: the quality of diagnosis has been shown to
vary for urban and rural areas and for different age groups; and
there is evidence that socially unacceptable diseases are inaccurately
recorded for higher status groups. However, given such Limits to
precision, the reliability of thesé—datais generally viewgd as
aeeeptable.2

What is more open to question is the valid}ty|of using such
measures as an indication of the health levels, and by implication,
the needs for health care of ‘a given population.3 The assumption is
often made that changes in mortality rates reflect changes in other
aépects of a population's health. But th:e need for an index based on
the health gharacteristics of the living as well as on mortality has

become apparent. The death rate tells us little about the living.

. Fcr example. nnrﬁﬁllty rates for the U,S5.A. have stabillzed after

declining in the first\haff of this century, whereas morb;dzty rates

have been increasing.u People with chronic illnesses who once would

T
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w g
have died at a relatively early age are now having their lives pro-

longed by new drugs and treatments. Thus, the incidence of chronic
disease increases, yet an index of health based oﬁ mortality alone
shows ?s nothing of such changes in the health of the living.

Since improved medical knowledge and treatment have changed
patterns of health, a.greater emphasis is being placed on morbidity .
data in the measuremenf of health levels, The reliability and valid-
ity of these data is, however, more open to question than is the case

with mortality data.

Morbidity Data: Reliability and Validity

The most simple approagh to the measurement of morbidity
focuses on demands for medical care and use of services. This is
clearly inadequate. As Feldstein argues, ". . .need is generated by
the incidence of illness while demand is generated by the inter-
relationship of illness with other factovs."5 Such data do not allow
for those instances in which a need for care is not translated into
a demand for care--for reasons such as the costliness of care, fear

4

of the diagnosis, or failure to realize the\appropriateneSS of receiv-

ing medical help. 5

. In an effort to obtain data which will more nearly reveal needs
for health care, various survey techniques have bcen used by some
researchers. These may involve medical examinations or else focus on
the subjects' own reporting of symptoms and resulting disability. A
greater em%hasis od{disability has stressed the personal and social

consequences of diseasg and measures dimensions of illness which are
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important to the individual, but may not be indicated by clinical
diagnoses.

But though survey techniques based on clinical diagnoses and
disability do more clearly indicate health levels, they cannot be
regarded as providing a full measure of health needs. Clinical exam-
inations reveal more morbidity thg? is reported in interviews, but
these are time consuming and costly, and only a limited numberhof
examination procedures can be accommodated in any survey based on
olinical diagnosis. In.addition to morbidity being under-reported in
surveys, the reliability of survey reported illness seems to‘be
affected by such things as the length of time between interviews, by
the episodic nature or social undesirability of the conditions expe-
rienced, by interviewer variability, and by differences’in questions
and iLstruments of data collection. Furthermore, those studies which
concentrate on disability are faced with the problem that dis;bility
can be affected by the same factors which help determine whether &n
individual will seek medical care. An inability to fulfill the
requirements of one's roles, on ei;per a {gng or short term basis,
ieflects decisions which

take into account such factors as neced for income, availabil-
. ity of sick leave, pensions and other supports during illness,
{and the amount of pﬁysical cfforg involved invthe individual's
occupation and other activities.”.
However, there is only infrequent evidence of class differences

7

in the reliability and validity of morbidity data.” Such differences

as are reported derive from the sources of data used: community

health surveys and examinations tend to favour more observed conditions
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anong the middle class, while reliance on the records of public facile-
ities seems to increase the observed morbidity of the poor. Insofar
as such biases affect the morbidity data reviewed below, they are
likely to err on the side of the middle class since none make use of

such public records of morbidity.

Summary

&

There are no generally reliable and valid measures of health
needs at present, but since it is iﬁpo;ﬁant that we Have some indica-
tion of social class variations in health, we have to rely on the
best available data. Data on both mortality and morbidity are dis-
cussed below. Our concern here is with differences in health levels
and needs for mcdigal care, between persons from different social
classes. Given this emphasis on diffegences rather than absolute
levels, mortality rates are anﬁimporiant source of data. And a.fq}ler
picture is obtained when these are supplemented with morbidity data.
The morbidity data discussed are mainly from surveys focusing on dis-

ability and reports by subjects -on symptoms experienced. The limita-

tions of these various measures must, however, be borne in mind. o

CLASS DIFFERENCES IN MORTALITY

Infant Mortality

Infant mortality rates, in particular post neo-natal mortality
rates, are perhaps the most senﬁitive indicators of class differences
in health levels and needs for care. A variety of studies have shown
continuing class/differentials with respectlto infant mortality.

2
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Looking at data since 1911, it can be seen that rates have declined
for all classes, but the differences have remained almost constant
up until the mid-1960's.

Data on neo-natal deaths (deaths which occur in the first
month of life) and post neo-natal deaths (those occurring between
four weeks and one year of age) are presented in Table 2, Rates per
one thousand legitimate live births are presented for England and g
Wales in relation to father's social class for selected yecars betweent\

1911 and 19u9.8 The decrease in rates from 1911 to 1949 is also

expressed as a percentage of the 1911 rates. This latter calculation

facilitates a comparison of the changes in mortality rates for each .

of the social classes.

With respect to neo-natal death rates, there is a c}ear reduc-
tion in these for each social class: taking the two extremes. of the
class hierarchy, we see that the rate for class I fell from 26.8 in
1911 to 13.5 in 1949-50 wﬁile that for class V dropped from 42.5 to
21.9 during the same period. The percentage decrease varied little
between classes though the improvement was greatest in class II (54.0
per cent decrease), and least in class V (h&.s per cent decrease).

The class differentials observable in 1911 did, therefore, continue

almost unchanged through the yeats to 1949-50: in 1911, the rate for

class V was 62.2 per cent higher than that for class I while in 1949~ o

1950 it was 58.6 per cent higher. More recent data for 1964 indicate
a continuation of these patterns of neo-natal mortality with a slightly

greater degree of improvement -occurring in classes I and II.9

1]

i
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TABLE 2.-- Neo-natal and post neo-npatal mortality rates per 1,000
legitimate live births, by father's social class, England and
Wales, for selected years 1911-1950
Per cent *
Neo~natal Deaths Decrease From
.Father's 1911 To
Social Class 1911 1921 1930-32 1939 1949-50 1949-1950
I. Professional 26.8 23.4 2L.7 18.9 13.5 49.6
"II. Intermediate 34.8 28.3 27.3 23,4 16.0 54.0
1II, Skilled ) o )
workers ) 33.7 29.4 25.4 7.8 )
IV. Partly ) 39.6 A ) 52.5
skilled ) ) )
workers ) 36,7 31.9 27.7 19.9 )
V. Unskilled
workers 42,5 36.9 32.5 30.1 21.9 8.5
All classes 39.1 33.9 30.2 26.4 18.2 53.5
Per cghf *
Post Neo-natal Deaths Decrease From
Father'§’ 1911 To
Social Class 1911 1921 1930-32 1939 1949-50 1949-1350
I. Professional 28,3 15.0 11.0 7.9 4.9 82.7
II. Intermediate 63.2 27.1 7,8 11,0 , 5.9 89,1
I1I. Skilled ) )
‘workers 43,2 28.2 19.0 10.5
1V. Partly , 3 85.8 - . ; 85.7
skilled ) ) ’
warkers ° ) 52.7 34.9 23,7 4.1 )
V. Unskilled '
workers 110.0 60.2 44,6 30,0 17.9 83,7
All classes 85.8 u5.3 3L.4 \ 21.0 1l.1 87.1

* Calculated from rates in table.

Source: J.N. Morris and J.A. Heady, "Social ana Biological Factors
in Infant Mortality: V. Mortality in Relation to Father's

. Occupation, 1911-1950," in Lancet, (March 12, 1955), p.554. -
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A much more marked reduction in rates is evident with respect

to post neo-natal mortality. The rate for class I fell from.28.3 in

1911 to 4.9 in L949-50 and that for clasg V from 110.0 to 17.9 during
the same perigd. There was relatively little difference in the per-
centage decrease in rates for each of the social classes--with the
exception of that for class II which was somewhat higher than that for
other classes. As in the case of neo-natal mortality rates, class

differences remained very similar between 1911 and 1949-50, but the

magnitude of these differences is considerably greater in the case of

post neo-natal rates. In 1911 the rate for class V was 288.7 per
cent higher than that for class I, while in 1949-50 it was 265.3 per
cent higher. Data for lQGUandisates a further reduction in rates,
but no marked narrowing of class differences.lO .

The same pattern as we perceive for neo-natal and post neo-

natal mortality--a reduction in rates, but no reduction of class

| | differences--is also evident when we look at data on stillbirths.

Table 3 indicates still birth rates for 1939 and‘19u9 and the percent-
age decrease in rates which occurred during this period. In both ’
years, there is a clear inverse relationship between rates and social
class. The percentage Qecrease in rates over the ten year period was,
highest in class I (39 per cent) and lowest in class V (30 per cent)

a; - with intermediate classes showing little variation. Data for 1964
indicate a fuvther reduction in these rates with the most marked

v changes qccurring in classes I and II, and the least in classes IV -,

N and V.1 Not only have class differences persisted in spite of
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TABLE 3.--Still birth rates (per 1,000 single legitimate births)

" standardized for mother's age and parity and percentage decrease

from 1939 to 1949; England and Wales 1939 and 1949

Father's Social Class

1 11 111 v v
1939 - 234 29.3 33.2 36.3 37.2
1949 ' 4.3 18.9 21.5 23.2 - 26.0
Per cent Decrease 39 35 35 36 ‘ 30

Source: J.N. Morris and J.A. Heady, "Social and Biological Factors
in Infant Mortality: V. Mortality in Relation to Father's
Occupation, 1911-1950," in Lancet, (March 12, L955), p.558.

TABLE Y4.--Standardized mortality ratios for males by social class:
England and Wales, 1930-32, 1949-53, and 1959-63

Social Class

Excess
I 11 I 1y Vo V/I*
Per Cent
1930-32 90 9y 97 102 Ll 23.3
1949-53 (published) 98 86 0L 94 118 20.4
1949-53 (adjusted) 86" 92 0L - 104 118 | 37.2
1959-63 76 81 100, 103 143 88.2

* Calculated from table.

Source: Great Britain, General Register Office, The Registrar
General's Decennial Supplement: England and Wales, 19061,
Occupational Mortality Tables. " (London: H.M. Stationery
Office, 1971), Table D4, p. 22. :
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. . !
generally lowered rates, these differences have become somewhat more b
.

marked in the 1950's and 1960's.

Adult Mortality

Adult mortality data also show a growing dispaiity in the . o
mortality experience of different social classes. The most recent
mortélity data published by the General Register Office are summarized
in Table 4 in which standardized mortality ratios for males by social ‘
class are presented for three periods: 1530-1932, 1949-1953, and
1959-1963., Since the occupétions comprising cach of the social classes
were modified for the last census period, the 1949-1953 rates are pre-
sented for both the old ahd new classifications. It is clear f;om
fhis table that the benefits of the relative prosperity of the late
1950's and the early 1960's were not enjoyed by lower class persons:
the differences in ratios between classes I and V were marked§§§g£ggggr
in 1959-1963 than in 1949-1953. The earlier period, between 1930-

1932 and 1949-1953, brought a slight reduction in differences in ratios
for classes I and V, but these gains were probably lost by 1959;1963
when the ratio for class V was 88.2 per cehé greater than that for
class 1.

Mean annual death rates per one hundred thousand men by age
and social class for 1930-1932 aﬁd 1959-1963 indicate an improvement
in younger age groups for all social classes, though.the reduction in
rates is less marked for class V. This improvement continues in vary=-

ing degree for older males in classes I, IX, and IV, For class III,

there is, however, an absolute increase over 1930-1932 rates for men

-

o
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12 These data

over sixty-five and in class V for men over fifty-five.
should be interpre!@d with caution since they do not'incoréorate
adjustments for classificgqion changes between the two periods. How-
ever, 1959-1963 r;tes adjuséed to the 1950 classification were 102 per
cent, 103 per cent, and 107 per cent higher than 1949-1953 rateg‘for

class V men aged fifty-five to sixty-four, sixty-five to sixfy;nine,

and seventy to seventy~four years respeetiveiy.l3 It is clear, there~

fore, that while rates for men in each class dt all ages have improved,

the difference between classes I and V has widened considerably and

PR

. . 3 i -
there has been an absolute increase in rates for certain age groups

in class V. By way-of an example of the relative absence of change,

v

the Registrar General's Suppiement comments:

It_is interesting to note that in 1860-186] the death rate
"amohg miners of ages u5-54 was LlS per cent of that of all
men at those ages whilst in 1959- 1963 the ratlo was Li2

per cent.

This persistence of class differences in mortalxty rates may

<

be further 1lLustrated by mortality rates analysed by cause of death.
Four diseases have traditionally been ass;ciated with poverty: respir-.
atory tuberculosis, rheumatic heart disease, bronchitis, and cancer
of the stomach. Tahle 5 presénts standardized mortality ratios For
deaths from these and all gau%es for 1939-1932 and 1950, and also -

indicates the percentage difference in ratios, between classes 1 and V

for each period and each cause of death. Adult males in class V com-

pared with those, in class I had a far greatér chance of -dying of one
of the four diseases. This pattern is evident in both 1930-1932 and

1950, Furthermore, comparing the differences .between classes I anq v

i
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TABLE 5. --Standardize mortality ratios for death from four causes
and all causes for adult males aged 20- 64 years by sodial class,
"England and Wales 1930-32 and 1950

+

|

Cause of Death Soeial Class Excess V/T
and Year 1 IT 111 IV V. _Per Cent.
Respirntorg t.b.: ' T
1930-3 61 70 - 100 104 125 205
1950 64 62 - 103 95 % 1u9 233
Rheumatic heart °

disease:

1930-32 ‘65 - 92 97 111 L2 173

1950 61 87’ 103 - 102 1Ly 187
Bronchitis: i ; . .

1930-32 3) 57 g1 124 156 503

1950 33 . 53 97 - .103 172 521
Cancer of the a-

s tomach: o .
1930-32 %9 84 98 108 - 124 210
1950 57 67 100 ,Llu( 132 232

All causes: ?Ll C : iy :
1930-32 ‘90 94 . 97 102 L1l 123
1950 97 .86 102 9y 118 122

Source:
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for the two time periods, we see that they were sgmewhat greater in
1950 than in 1930-1932 for each of the causes of déath.

Death rates from some other causes are, however, higher in
social classes I and II. Far example, higher social classes are more
prone to death from poliomyelitis, leukemia, cancer of the breast and
the prostrate, and cirrhosis of the liver.Ls But patterns of mortal-
ity do appear to'be changing: positive mortality gradients (where
rates are high in low social classes) now extend tu diabeteé, vascular

16 and whereas

lesions of the nervous system, and coronary di;é?se;
there was no social class trend in deaths from lung cancer and duo-
denal ulcer in the mid 1930's, there was twenty years later a clear
trend of incteasing mortality with declining social cLass.L7

These data indicate growing disparities in the mortality
experience of the classes. Class differentials have increased slightly
for those diseases traditionally linked with poverty. At the same
time, lower classes :are becoming increasingly susceptible to death

from causes normally associated with class I. And for some diseases

whefe once "there were no class differences in mortality, rates are

B

- Becoming proportionately higher for lower classes.

ﬁ.
.Finally, we may note the changing class differences in stand-

)
[

ardized maternal mortality patios. Data for 1949-1953 and 1962-1963
indicate positive mortality gradients and increasing class differences:
in ;9“9-l953,thé ratio for class V was 94,1 per cent greater than that

for class I,and in 1962-1965 the difference had increased to 223.6

18 k Lo

er cent.
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Summacy

Both infant and adult mortality data ind}ca;g positive mor-
tality gradients: infant mortali;y rates show persistent class dif-
ferences while adult mortality rates suggest a growing disparity in
the mortality experience of different social classes. With few |
exceptions, mortality rates have decreased through the 1930's‘to the
early 1960's, yet the decline in rates for adults in class I have
beem more marked than those in class V. Since our main aim in this
chapter is to provide a framework for the discussig# of class dif-

ferences in the use of health services, we will simply note these

variations in class mortality rates. They have been interpreted in
19

terms of the biological inferiority of the working class; the

environment in which the working class lives and works;20 the low

level of education of the working class;21 and social processesthich
tend to select individuals with special traits (in this case, good

or bad health) for upward or downward mébility, so that particular
social classes may ha&e a predominance of persons with good or bad
heal.tfh.22 Howgver, we will Aot at this point explore such exélana-
tions of positive mortality gradients. In our present effort to
understand variations in needs for health care between different
social classes, it is sufficient to note the existefice of positive
mortality gradients. But, as indicated earlier, it is necessary to
examine morbidity data also in order to paint a more realistic picture

4

Py
of health needs. We turn now to a review of such data.
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CLASS DIFFERENCES IN MORBIDITY

Since a certain amount of illness will never be seen by
doctors, reliance on morbidity data based on treatments received
from doctors and hospitals 'will lead to an underestimation of mor-
bidity. We must, therefore, in seeking to determine class differ-
ences in needs for health care concentrate 6n survey data. An esti-
mate of the discrepancies in data callected by these two methods
suggests that in England and Wales there are

over two million with hypertensive heart disease, nearly

half a million women with urinary infections, three hundred

thousand rheumatoid arthritics, an equal number of glyco-

surics, six hundred thousand bronchitics, and perhaps one

and a half million people with conspicuous psychiatric 23

disturbanceg$ And none in receipt of medical treatment.
We will, therefore, limit oursglves to presenting survey data on
morbidity since these will include illnesses never presented to
doctors. There is, however, relatively little such data and almost
nothing since 1952 which analyses results in terms of social class.
This absence of class morbidity data may be a further indication of
——t

the relative complacency as to the extent to which the National

Health Service meets the health needs of different social classes,

Childhood Morbidity

Concerning ourselves with children first, there are two main

surveys providing information on morbidity: one, a national study of

24

children born during the first week of March, L9u6, the other, a

survey of children born to mothers resident in the city of Newcastle-

s
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upon-Tyne in May and June, ].9&7.25 Both reports indicate a rise in

the indidence of infective illness from classes I to V in the first «

two years of life. This is for all respiratory infections and is
most evidené where infective illnesses were multiple or recurrent.
The incidence of tuberculosis was not related to social class,

The national study'by Douglas and Blomfield shows that colds
and lower respiratory tract infections were more conmon among child-
ren of lower social class. These differences were more marked for the
latter infections, particularly during the first nine months of li;h
when they are most dangerous., There were no marked class varii;ions
in the incidence of the usual infectious diseases of childhood;
though children of manual workers were more likely to get mcasleg and
whooping cough in early infancy when the chances of death are greater.
Such differences do explain, in part, the higher rates of infant mort-
ality for the lower classes. The follow-up studies in this continuing
research concentrate on factors affecting educational achievemeht,
and there is very little emphasis on health. But, as measﬁred by

absences from school, there appeared to be no’'class differences in the

health of the children.

Adult Morbidity: The Survey of Sickness

With respect to adults, one major source of morbidity data

exists: the government Survey of Sickpess which started in 1943 and

continued until 1952, At first, this covered a representative sample

of the population aged 16 to 64 years. From December; LO44, it was

4
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extended to include persons 65 years of age and over. The data

published -from this survey are not analysed in relation to social °

class. However, the data are presented witﬁ eference to the respond-

ents' income level and occupation. These two variables we will use
as indices of social class.

Data from the earlier years of the survey inﬁicate an inverse
relationship between income level and illness.. During the period
from Februéry to April, 1945, 82,4l per cent of the lowest income
group reported illness, wh;;e 7;.37 per cent of the highest income
did so.26 But when these é&ta are analysed by occupational group,

- there 'are no clear and consistent differences in the proportion of
subjects who had been i11.27

In subsequent years, more sophisticated measures of morbidity

were employed in the Survey of Sickness. A person was considered ill

if he felt ill, but different dimensions of illness were conveyed -
througﬁ three different measures: the sickness rate was defined as

- éercent;ge of pcople reportingﬂsone illpess or injury in a month; the
prevalence rate was defined as the number of illnesses or injuries
per L00 persons in a month (this can exceed l00); and the incapacity
rate indicates the number of days off work or confined to the hou;e

i

in & month per 160 persons inteéviewed. '
Data for Janﬁury; 1946 indicate no clear pattern in the mor-

bidity expericnce of different occupational groups--the two highest

status groups do not'have sickness, prevalence or incapacity rates

which are consistcntly lower than- the blue-collar groups. The highest

b
-
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sickness rates are experienced by the mining and quarrying group, and
the retired and unoccupied; the particularly high rate for the for-
mer is reflected in the high incapacity rate for this group. But it .
is the retired and unoccupied who have the highest prevalence rate-~
suggesting that sickness is a more pervasive feature of lLife for
these people with greater experience of recurring illness.28

Data for the remaining years of the survey are more suggestive
of a relationship between social class and morbidity. However,
differences which exist between high and low income groups become less
marked when the data are analysed by ;;cupational status, If income
is used as an index of social class, then the differences between the
highest and lowest social classes are éreater than whaen occupation is
used as an index. This may be because sickness tends to push people
into lower income groups temporarily: low income is in part a result
of illness. Long term, chronic, or recurrent illness m&y result in
downward occupationd% mobility. But while ill health is less likely
to affect occupational status than income level, the effects of down=- ﬁ
ward occupational mobility may be more permanent.

For exaﬁple, during ;9&7, 1949, and 1951, persons in lower
incom; groups had higher sickness preyalgnce and incapacity rates
than those in higher income groups.Z? But during the éame years, theré
were no marked differences in sickness and prevalence ratesffor dif-

ferent occupational groups.BO

One persistent difference remains in
an occupational analysis: incapacity rates aré generally lowkr for

non-manual workers than for thoge in manual occupations and in the
- . . Q
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retired and unoccupied category. From July, L1947 to June, 1949, for

" example, incapacity rates were nearly 40 per cent higher for manual

workers than for those in non-manual occupations.31 For lower status
occupational groups and for the retired and unoccupied, illneé% appears
to be of greater severity and longer duration than for those of higher
occupational status. This will, in part, be a reflection of the down-
ward mobility experienced by those with chronic illness, and it can
also be explained in terms of occupational health hazagds and social
class influcnce;. The relative impo?tance of each of tﬁese factors

in explaining differences in incapacity rates is not clear. However,
the very existence of a dlfference in rates is suggestive of a greater
need for hcalth care among persons of lower occupational status.:

To summarize, no consistent variations in morbidityare evident

in these data from the Survey of Sickness. Differences which are

apparent when the data are analysed by income are less marked in an
occupational analysis. However,.the information relating to the later
years of the survey does give some indication of a greater amount of

ill health among lower status persons, and suggests that when lower
class persons are ill,.their symptoms are likely to be more severe

than those of persons in higher social classes (reflected in the greater
disparities in incapacity rateé). Jewkes notes that absences from

work are higher where sick benefits and/or wages are paid during

periods of disability, and that they tend to increase with the gener- -

osity of sickness payments.az. But this observation cannot be used to

explain the higher incapacity rates of lower class workers. It is
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these workers who are most likely to experience severe fipancial

3
problems as a result of disabilit:y.3

Adult Morbidity: Other Studies

In addition to the Survey of Sickness, there are a few studies

whi rovide less extensive data on the morbidity of different
social classes. A random sample of the population of Lambeth found
no significant class relationship in the prevalence of disability
among men, But for women, there was a significant increase in the
number of disabled in lower social cl.asses.34
A P.E P, survey in mid-1957 in Northampton and the Greater
London area asked a random sample of mothers whether they thought
their heaith was good, The percentages who believed their health was
not too good increased with decreasing occupational status: ll per
cent of the managerial and professional category felt their health
was not too good; l4 per cent of the supervisory, technical and
clerical personnel; 17 per cent of the skilled worker, and 27 per cent
of the unsk}lled worker categories.35 -

The College of General Practitioners’ study of the incidence

. of chronic bronchitis among>m@n and women aged U5~G4 years has also

shown class. differences,3® The study revealed a greater incidence of
bronchitis among lower class persons, the difference being only partly
explained by differences in smoking habits, Even‘whenﬂmore rigid

criteria of classifying bronchitics were used, the social class gradi-

ent was still obvious, On the basis of their results, the authors
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suggest that the social class gradient in mortality from bronchitis
is unlikely teor be due to differences in the diagnostic skills or
habits of the doctors certifying death. But it should not be assumed
that there is a simple causal relationship between low social class
and the incidence of bronchitis. A study by Meadows has shown that
hronchitic hospital patients are more likely to be downwardly mobile

37 Such mobility may account for

.

than persons without bronchitis.
some of the excess morbidity and mortality in lower social classes,
Data published by Morris suggest a relationship between inca-

pacity for work and poor social c itions.38 Morris has matched the

sickness index for insured males (which refers to the number of days
of incapacity for work) against ah index of local social conditions
for selected county boroughs in England. This latker index draws on
data on overcrowding, unemployment, and the proportion of people in
the lower social classes: the higher the figure, the worse the social

conditions, Unfortunately, we are given little information on the

compilation of this index and no indication of the basis on which the
J

o

county boroughs were selected. )

i

Summary _ ‘
It is frequently assumed that morbidity is inversely related
¢o social class, The data reviewed above do not indicate such a
clear relationship, and the paucity of morbidity data, particularly
for the 1950's and 1560'3, prohibité the development of well reasoned

arguments for such a relationship, However, the data published by
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the General Register Office suggests that persons in higher status
occupations tclasses I and II) are slightly less likely to be sick,
and when they are sick, are likely to be incapacitated for a shorter

k]

peri®ed of time than people in lower status occupations (classes IV

‘and V). Other studies also suggest that morbidity may be inversely

related to{social class. However, these studies are few in number.
Insufﬁ}%&ent attention has been directed toward class variations in
gﬁﬁﬁfdity patterns, We have little understanding of class differences
in the incidence of different illnesses and no indication of vari-
ations in class morbidity experience over time. Furthermore, though
there is evidence suggestive of more severe and prolonged morbidity
among lower class persons, we have limited understanding of the
reasons for this--of the extent to which it can be explained in'terms
of general social class influenges, of the downward mobility of the
chronic sick, or in terms of occupational health hazards.

But since our concern is with establishing class varia;ions in
needs for health care, this inability to fully explain variaéions in
health levels is not crucial. It is sufficient at present to note
that the available data indicate somewhat more severe illness among

lower class persons, and by inference, somewhat greater needs for

health care.

CONCLUSION e

Thislchapter has explored claés variations in needs for health

care. While recognizing the problems of relimbility and validity

o v sk el
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) |
which are associatedbwith mortaliky and morbidity data, the above
review suggests greater needs for health care among lower class
persons., Class mortality rates.have génerally deddined since the
earlier decades of the century, but there has been no improvement
in rates for class V relative to those for class I. Indeed, the
most recent occupational mortality data indicate a growing disparity
in the rates for these classes, §nd suggest that éocialized medicine
has fai{;d to reduce class ipequalities in health.

A reduction in mortality rates may be accompanied by an
incréase in the incidensg of chronic illness., Since mortality rates
for class I are lowest And have sho;n most marked improvements, it
might, therefore, be supposed that the incidence of chronic illness
is greater in class I. -But the data reviewed above do not bear out’

‘ this supposition. Rather, it appears that people of lower income and
in lower status occupations are those most likely to experience ill-
nesses of longer duration. ' @

The proportion of symptoms resulting in disab§11ty which are
such as to require medicdl care is not clear, but some are undoubteély
not in need of professional diagnosis and treatment. The reporting

of illness and incapacitﬁ cannot necessarily.be equgted with a need
for méaical_care. However, in the abgence of more sophisticated mea-
sures of needs for health care; we must rely on the clues provided by
. existing morbidity and mortality data. The following chapter is con-
cerned with access to generai practitioner care, and the data on rates
w7 ~of consultation will be discussed in the light of an apparently greater

. \
- need for medical care on the part of working class patients.

i
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CHAPTER VII

u PHYSICIAN CARE

;ntroéuction

The assumption that wg"lfare services and programnes operate
in a mf{nné“x" such as to reduce class inequalities leads us to predict
that the introduction of" soc#alized medicine achieves a nax;rowing
of class inequalities in access to hea]_.th care, For though both
marxist and pluralisf theorigs have recognized the persistence of
’class inequalities, the)se are seen as .being somewhat less severe than
they were in the decadeé prior to the emergence of the welfare state.
In this and the following chapters, we seek to assess the impact of ‘
the National Health Service on class vgriations in access to care
ax{d the nature o6f inequalities under this system of socialized medi-

/

cine, Unfortunately, there is relatively little information on the ) R
use of heal.t‘h sepvicés prior to 1948, and for this reason, our majpr

emphasis is on the rature of class inequalities within the National
.

Hegl‘th.\—Servic(e.
:4 We will examine variations-in access to physician hospital, and
. - /A .
dental services-~three méjor sources of care within the National

Health Service. Our 'definition of access to care includes rates of
I ’ . ’ : '

J'u’se of medical services by differen{: spcial &ld‘éses and also varia-

) . . o
tions in the quality of care received. It is possible, for example,

that;ratesmof' ‘use -of services reflect the differing ‘mrtali‘.':y and

- e Ut

morbidity eixperien; of [the classes, but that differences in the

X
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quality of care are such as to place middle class patients in an
advantageous position. |

This present chapter is concerned with access to general
practitioner care, The general practitioner is the cornerstone of
the National Health Service: he provides first contact care and where
necessary refers patients to special‘ists or admits them to ho’spital..
C:tinsultationsﬂwith"';pecia'li'sts can only be obtained by referral from
a general practitioner. Over 95 per cent of the population is regis-
"tered with a general practitioner under the National Health Service,
Assuming that socialized medicine achieves -a cl.o‘ser correspondence

between needs for care and consultations with doctors, we would pre-

dict a change in this direction after the introduction of the National

Health Service. And if socialized medicine crgates equality of access

to care, we would expect, bearing in mind the appharentl.y greater
health needs of lower class families, higher rates of consultation
with a general practitioner on the part of classes IV and V.-—Further-
more, we would expect no variations in the quality oflcare received. |
The first part of this chapter revie\é's data on ratest;pf con-
sultation with ggnerql practitioners; the létteb pért considers -

variations in the quality of care received by patients of different

"7 social class. .We will argue that: )
,l. Though:there is some suggestion that-middle class patients ,
.ls ma&e more frequgnt use of genéral practitioner I:’erviceshbefore -
1948, we cannot rely too heavil.y }Jn these data sir;pe 6thers- )
. indicate that low income groups made -greatest use of geperal . -
,%; ' : ' . / )




]
. receivéd primary medical care, It appears that children from working
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- T
practitioner services. Thus the impact of the National

Health Service 1s unclear. '

2. Increases in consultation rates among lower income groups
after 1948 may be inexplicable in terms of the introduction
of the National Health Service.

3. While the major}ty of the working class appear to make more
frequent use of general practitioner services than do middle
class patients, this relatively equal access may not be
intelligib%g simply in terms of the introduction of a system
of socialized mediciné. It may also be explained by reference
to the critical role of the general practitioner withip the
service,

4., Middle class patients may receive care of better quality than
that obtained by working class patients.

Thus, we question the degree of importance which may be attached

to socialized medicine as a means of achieving equal access to care, .

Bu@ let us first review the data which exist on the use of physicians'

services by patients of different social class.

- \

- USE OF GENERAL PRACTITIONER SERVICES .

- r N

Qh.i.Ldm . \.

Studies of the‘chce recei?ed by childr%n from general practi-

tioners. indicate that the advent of fﬁg Natiofal Health Service brought

about a change for #6me social classes in the sources from which they
1

~
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class families had more réaQy acpess to general practitioner care
after 1948.. Prior to the infroduction of the National Health Service,
they had made frequent use of hospital outpatient debartments, child
welfare centres, and health visitors, but after L1948, they were
channelled directly to generai practitioners for first contact care,.
But the working class is not homogeneous in this respect. This

change in the source from which care was obtained does not seem to
have occurred among some sections of thé working class: children of
ungkilled and agricultural workers are less likely to consult a general
practitioner than children from any other social class. It is not
clear wﬁethev care from other sources substitutes for this low use

of general practitioner services.

é and Douglas

In addition to the studies by Spence,l Miller,
and Blomfield,3 data nre‘available from General Register Office sta-

tigstics from general practice.u Spence's study of children born in

‘Newcastle-upon-Tyne in mid-1947 shows the different soypees from which

children obtained care prior to the introduction of the National

Health Service., Children from higher gﬁatus families were more lLikely
to consult a general practitioner--those whbse fathers were in busi-
nessg or professional occupations were attended by a doctor f;r 63 per
cent of theirillnesses while thg éomparab;e figure for the children

of men in semi-skill;d and Labouring‘wbrk was 50 per cent.5 Lower
status families were more likely to tuen to hospital ;utpatient depart-
ments in the event of illness--the children of men in semi-skilled

and laﬁouving jobs were over three times as likely as those of men in
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business and g;ogessional occupations to receive ocutpatient care at
a ospitul.?/ These data are not unexpected. Since compulsory health
insurance did not provide medical benefits for dependents, the cost
of a doctor's servicés would undoubtedly act as a deterrent for some
lower class patients. Instead, it was in the outpatient departments,
the "mammoth shops, run by underpaid doctors for the mass treatment
of symptoms with free bottles of medicine," that the poorer sections
of the population had traditionally received their medical care. _
- /A later study of these children, covering the period up until
LQSZ,EanaLyses health and utilization data mainly%in terms of age
rather than‘class.7 .However, the authors do in?icate that the nega-
tive relationship between social class and use of outpatiené services
disappeared after the first year of lifé. This is undoubtedly a
result of the National Health Service-~from LY948, outpatient care
was availabie oniy through referral from a general préctitioner or on
an emergency basis.

| The study by DOUgias of a national sample of children born in
March, 1946 also indicates class variations in the use of,doctors'
services, Of children with lower respiratory tract infections, more
than twice as many from families of manual Qoékeps as’ from those of

professionals were likely to recteive no pfofessional medical care.

But Ebg proportions in each- class are relatively small: 3 per cent

i

. of children from the professional and salaried group and 7.9 per cent

of those whose fathers were semi~ and unskilled workers raceived no
8 - ' :

© treatment, T -

-
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We noted, when discussing morbidity, that there were no class
diﬁg;;ences in the iﬁcidence of infectious diseases of childhood.
However, the proportion of children receiving treatment for such
diseases was greater among the higher social groups: 98.2 per cent
of children with fathers in the professional and salaried group were
seen by a doctor when they had measles, compared with 87,5 per cent
of those whose fathers were manual workers, Clearly, children with
fathers in higher status occupations were most likely to receive pro-
fessional medical care though the differences between the groups are
not great. One interesting observation whicheDougLns makes is that
fewer of the deaths of children from families which make relatively
little use of medical services occurred in hospital. This, together
with the higher death rates, would suggest that these parents sought
medical advice at a later stage in the child's illness than did the
other parents. But whether this was because they failed to recognize
serious illness, because they preferred to rely on lay advice, or
Because doctor;s services wére too expensive and they were reluctant
to accept charity, is not clear.

The data on Newcastle‘and.those from‘the Douglas studies‘
straddle the period during which the National Health Service was intro-
duced, and it is difficult to tell whether the increased availability
of medical carc at no cost led ¥o any éhangé in the use of doctops'
services., It is not clear whether thé‘class differénceg noted by'
ﬁouglas continued after 1948 or whether the data average out copsidef-"

able differences in. rates of use before ;QQBAand minimal ones after

N
~
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that date, But if we compare the above data with those from a study

of general practice published by the General Register Office, then

it appears that some benefits have accrued to the children of lower
class parents.

The information which is presented in Table 6 was collected
in a study of seventy-six practices (covering nearly 120 general
practitioners) between May, 1955 and April, 1956. The patient con-
: sulting rate indicates the number of patients per one thousand who
had one or mofe consultations with a general practitioner during the
study period. It does, therefore, tell us something about the pro-
portion of patients in each class who received treatment, but nothing
about the freguency with which doctors were consulted by these patients.,
No consistent relationship is evident between use of general practi-
tioner services and social class. The rate for children of skilled

‘ﬂ workers is highest, and while the differences between the other ciassea

are small, the lowest of these is that for class 1. If, instead of

looking }t the Eates for each class, we lLook at the breakdown in rates

for classes III, 1V, and V, some wide variations can be seen. This
) is most marked in class IV: the rate is ver& low for the children of
agricultural Qorkers,'but higher than any otﬁer class or socio-econonic

group (except th clerical) for other semi~sk11led workers, The rate

for children of unskilled warkera. other’ than buildlng and dock labourers,
is also rather low,
| On the basis of :hese data for children,ﬂir appears thac the

familiea of clerical rkers and, more obviously, akilled and semi~

8




-137-
(—} TABLE 6.--Patient consulting rates for children under 15 years by
,x/~\\ social class of father with occupational breakdowns for classes
. 111, 1V, and V, May, 1955-April, 1956

Class /,;athcv s Ogcupational Group Pdtient Consulting Ratcs*
/
I \' Professional, managerial 671
II “Intermediate 680
111 Skilled: }
(a) Mineworkers - 707
(b) Transport workers 7).2
(e) Clerical workers 727
(d) o
hers 722
" (e)
v Partly skilled: . 679
(a) Agricultural workers 591
(b) Others e 723
v Unskilled:
(a) Building & dock Labourers 695
P (b) Others . 654
All Classes . 699 .

*The number of -patients per 1,000 who had one or more consul-
tations with a general practitioner.

Source: Great Britain, General Register Offfce. Morbidity
' Statistics from General Practice; by W.P.D. Logan and
- A.A. Cushion., Studies in Medical and Population Subjects,
] 11, No, L4, Occupatjons, (London. H M., Stationery Offzce,
1960), p LSL
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1

skilled workers in non- agrlcultu al work may have consulted with
general practitioners more friequently after the introduction of the
National Health Service. Before 1948, these groups made qu{te fre~
quent use of hospital outpatient departments, child welfare centres,
and health visitors. The extension of free doctors' services to all’
appears to have altered patterns of consumption of medical care by
enabling parents‘in thesdygroups t6 consult general practitioners
more readily abont théi hilhre 's illnesses. But these changes have
had no oﬁvious impacfi::\E:;;E?iziahd ratés of use of services by the
families of agricultural workers and many unskilled workers. The
absence of more recent data on class patterns of use of child welfare
centres and the health visitor service prohibits us from forming any
detailed picture of the care received by c¢hildren in these groups,

We cannot say whether care obtained from such sources substitutes for
their low rates of use of general practitioner services. If not,
these differences would iﬁdicate that the benefits of free megicél

care have not reached these families.

“

Adults: The Survey o Kn

Data on the use of physician services by adults is more plen-
tiful and indicates a similar pattern of use: there is some evidence
of a gventqifuse of services by the middle class prior to L94H, while

data for later ycars indicate ‘higher rates of consultatlon on the parth

‘of most working class patients. Given their apparently greater neceds

for healtﬁ care, this would suggest that tﬁe majority of working class

persons are not disadvantaged in terms of use of general practitioner

* . ) ~
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services. However, there are varying rates of use within the working
class with unskilled workers consulting general practitioners less
frequeng}y than their morbidity and mo¥tality experience would lead
us to expect. And elderly working class patients are less likely to
consult doctors than are théir middle class counterparts. We wil;
first discuss data from the Survey of Si khess,and then present more
recent research on general practice.

Unfortunately, the Survey of Sickness does not present data on
consultations with general practitioners alone, Rather, medical con-
sultation rates~~the numbeé of viéit§ per one hundred persons in a
month to, or by a medical practjitioner-~include medically quaiified‘
opthalmic and other speciaéists though it does excludé dentists and
care provided by specialists to hospital inpatients. Care received
in outpatient departments is, therefore, included, Data for January,
1946 suggesérsome bias towards the middle class: for the professional
and ménaggrial group, sickness, prevalence, and incapacity rates are
lower than average while the medical consultation rate is higher than
average--their sickness expe;ience is very close to that of agricul-

tural workers, but their consultation rate is considerably hfghe;fg

Similarly, sickneds and prevalence rates for clerical workers are

only slightly higher than average and the incapacity rateé lower; yet
they have the second highest consultation rate. On the other hand,
the mining and quarrying group, with particularly high sickndés, pre=
vélence.and incapacity rdtes, is legs likely to consult a medical

practitioner than either of the white collar, groups.

e
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But this pattern does not continue in later years. Medical ~
consultation rates analyzed in relation to income for mem”and women
for the three years 1947, 1949, and 1951, indicate a clwser corre-
spondence with morbidity rates and the disappearance of this apparent
class bias.LU These consultation rates are\presented in Table 7,

The rates for those earning less than %3 p?v week are considerably
higher than those for other groups, and the differences between the
other groups in l947 and 1949 are not papticularly marked. By 1951,
there is a fairly consistent decline in consultation raCes\withh
increasing income. Though there is no marked change in morpidity

rates (thoée for 1947 and 1951 are nearly identical), the consultas

* tion rates for the lower income group are somewhat higher in 1949

and 1951, This may be a result of the increased availability of free

care, but it is strange that the ineredées are sLiQttly less for - ,
women since it is they, gnd not men, who had free general practitioner

care extended to them, It is also im?ortaﬁt to note fhat women

appear to have somewhat greater needs for health care as measu;ed by
sicknegs and prevalence rates, but that in the ;ower incdme group

their consultation rates are less than those for men for each of the

three years.
3

/o .
In general, these Survey of Sickpess dat? proxvide no evidence
of a wide discrepancy between needs for and use¢ of medical services.
G
However, the ihtroduction‘of the National Health Service does appear,

at first sight at least, to have improved the access to care of lower

class men: rates of consultation after 1948 more nearly reflect the

—
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TABLE 7.--Mean wmonthly medical cunsultation rates pev'iuu peréons
interviewed by sex and income group of chief wage earner, L947,
1949, and of head of household, 1951, England and Wales

Income Group of Chief Wage Earner Medical Consultation
In 1951, Income Group of Head of Rate
Household Male Female
1947 ’ » '
Under £ 3 68 e 55
£3~: €510 \ , 38 38
£5.L0 -~ £ 10 , 34 42
Over § L0 39 49’
Not known - ) 29 uy
Total . 39 ke
1949
Under % 3 3 89 p 63
£3-- 45 0r £5.10 ' , 45 N 49.
£S5 or x5.10 ~= £10 34 i
Over €10 ‘ 36 - 1y
Not known ‘ 33 u8
Total . | 4L H9
1951
Under & 3 77 i 62
£3 -7 X " 1 59 56
£5 -~ 47,10 , 38 . y7
£7.L0.-7 £10 . , . 36 , L
Over 410 L ' |34 C 39
Not known . 45 46
Total 47 51

Source: Great Britain, General Register Office, The Survey of
Sickness, L943-52, by W.P.D. Logan'and E.M. Brooke,
Studies in Medical and Population Subjects, No. l2.
(London: H.M. Stationery Office, 1957), p. 57,
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~ women have not benefited in the sgme,O?/ngEEE} measure is not cg@ar.

* in Table 9, consultation rates are relatively‘high for skilled and

) have expected these to be among the heaviest users of doctors’ gervieﬂs. '
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differing morbidity experience of men of different social class, myy .

We will return to these issues later.

Adults: Ogher Studies . 7
Similar patterns of use are evident in figures pub%}shed by
the Government Social Surveysll An inquiry into. general practice

was carried out from February to May, 1952 in conjunction with the

Survey of Sickness. Table 8 shows the data obtaificd for February and

March relating to medical consultation rates and the proportion of
consultations thch resulted in a brescripfion. Clearly, persons in
lower income groups are more likely to conéuit a docLob (the.rate
decreases fairly sfeadily with rising income level), and their con-
sultations are also more likely to result in a prescriptxon. |
However, the General Register: Offioe survey of. seventy-six
éeneral practices suggests variatians within the working class. There
are no pronounced differences in patient consulting rates fOr each
social class (the lowest is for class I and the highest for class IIi);

but we are given some indication of variations within these classes

when the data are analyzed by socio-economic groups. As can be seen

oy

semd-skilled workers, but given their poor morﬁldity and- mortality

§ —_—

experience, the rate for unskilled workers 15/;emarkabiy low. We woula

At first glance, . the most startling rates are the very tow ones for

| ' a
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TABLE 8,--Weekly medical consultation rate per 100 persons and proportion . '
A of consultations resulting in:'a.prescription by weekly income of hgad of:
" household, February and March, 1952, England and.Wales ' SR
Week ly Income of Weekiy Medical Per:Cent Consultations - -
Head of . Consultation Rate. Resulting in a - , i
Household " Per LUO- Persons* , Prescription. ;
Under £ 3 16,0 ' 82 . ,
. ’ - ; . ‘ , ‘ n o ) ’F
W3S 85 ™~ ©1b.3 79 . :
\\ '\.hﬁn‘l \‘,\ . l - 1 - '\
L ASY 17,10 9.1 ‘ T4 SRRV |
' £7.10 < t10 9.2 A ) 2. g o ;
: . . ) ‘,I ! . B \
Over L10 8.9 . : L
“ ’ . « R
_ *Including outpatient consultations. f .
- , ) Y , . . , 3 4 ) %
Source: Great Britain, Govepnment Social Survey, General Practice
- Under the National Health Service, by P.G., Gray and
A, ‘Cartwright, Reports, New Series, 197.° {London:
.M, Stationery Office, 1961), p."'L4. o
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TABLE 9.--Patient consulting ratios by sdcio-economic group for males

2

o<

aged 15 - OU4 years, May, 1955 =~ Aprll 1956

a4

Socio<economic Grqup

Patient Cansulting Ratio*

v

Higher administrative, prﬁfessionai

and managerial ©»
" Other adminxstvative, profess;onal Ty
" and managerial ’
Shopkeepers S -
- 2

€lerical workers
Shop assistants A
Personal service workers

Forémgs o ,/”{

v

- Skilled workers

_ Semi-ski}lad workeﬁ N

[

- Unskilled workers

o %

Farmers

t

‘Agricultural workers

All sdbio-economie groups

"

W

43

102
95
~ 99

99

96
114

104

" °113

t

99
| 8l
80
100

= b,

*The number of patients per 1,000 who had one' or wore consulta-

tions during the tWe.I.Ve months.

b

: ‘Source:

-

Great Britain, General Register Otflce
from General Practice, by W.P.D, Logan and A.A, Cushion.

0Pbld1t¥ Stat;sgig

-~ ' Studles in Medical an and Population Subjects, II, No. L4,

t

Occupations, {(London: H.M. Stationery Office, 1960) p. 13.




farmers and agricultural workers--20 per cent below the average.
Thése echo the differences which this same study found.in consulting
rates for children., But these will, in large pact, be a reflection
of the lower mortality and morbidity rates in rural are;s. These

data suggest’ that we cannot view the working class as being homogeneous .

The most recent large scale survey on the use of doctors' ser-
5

Y

vices is that by Cartwvight.L This involved a rapdom sample of
nearly 1,400 persons living in twelve parliamentary constituencies in
Eﬁglénd and Wales. These people were interviewed in'thg,summqv of
1964 and asked about their doctors and medical care. The doctors

were also asked for their opinions and information on the way in which

tﬁey ran)their practices. For the moment, we will limit ourselves to

Qvesenting data on consultation rates. Unfortunately, these data do

_not distinguish between different sections of the working class.

They, éo, hﬁwevér, indicate variations within each class by age.

" Canhgrigﬁg’ndtes that at first there appeared to be an inverse
relafioﬁéhié between social class and consultation rates. But when
Ehese datd yebe analyzed by age, many of the differences disappeared.t3
Among those under 45 yqaré of age, the working claés patients had

highér consultation rates than the middle class, and there was little

- difference between working and middle class patients aged 45-74 years.

But among the patients aged 75 years and over, the middle class were
. ’ A
mofe likely to consult their doctor than the working class. When

i

urban areas were compared, consultation rates were higher in working

élass ‘than in middle class areas.l'u

<
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The respondents in this study were also asked whether they
wbuld consult a doctor about various conditions if they experienced
them.15 Out of six conditions, ‘working cla;s patients would con®mlt
for an average of 2.7 and midale ela;s for an average of 2.4. The
working class respondents were more Likely to conéult for problems
that might not be thought of as s?riétly medical: 50 per cent said
they.dould consult their doctof‘if they had experienced difficulty
in sleéping for a week (38-per cent for the middle cLass)‘ and 58 per
cent said-they wauld do so if theychad been depressed for three weeks
(47 per cent’ in the middle class) Obviously, the respondents were
faced with a hypothetical situation and may well act differently in

realixy. However, these responses do suggest that working class

patients do not experience a gréat social distance between themselves

-

and their doetpvs.

A few other studies, concerned with particular areas in England,

1

provide us with additional information on the use made of general

practitioner seryiées. Kessel and Shepherd's study of a general

practice in Beckepham (a middle class dormitory suburb of London)

examined fhe attendance pattefns of the L,563 pecple who were contin-
uapsly regigﬁered with Lhe practice during the first ten years of the
National Héal;h Service.lé' They classified these patients as either

attenders or non-attendeprs: attenders had consulted a doctor in 1957

. or 1958; non-attenders had last consulted a doctor in 1956 or earlier.

They found no class differences between these categories, and the non-

atténdeps appeared to be healihy. A study by Stein of a London general

-
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practice found that the percentage of attenders and the mean number
of consultations was higher in classes IV and V, but the differqnces

between the clqsséslwebe not significant.l7

Kedwaqd'itud;ed all consultations during.a three month périod
(1959-60) in a rural generai practice in Not:t:inghamshi.:'e.J'8 The
practice had a virtual monopoly of the care of the 1,500 population.
A higher proportion of blue collar households consulted a doctor dur-
ing the survey poerlod--mining families being most likely to do so,
If we look éi the average number of copsultations per patients.at
risk, we see only small differenées between social classcs except that
the numb;r for class I and for mining families are above the average
for the practice. But consultations did not take the same form for
all patients, anq Kedward notes some marked differences in the types
of consultations made by persons from different social class back-
grounds: classes I-IV (equivalent to the Registrar General's classes
I and II) were much more likely to consult by telephone, and were also
more likely to be visited or to make a request through a chemist,

Finally, there is the study by Ashford and Pearson of the gen-
eral practice lists of thibrty-five general practitioners in Exeter.Lg
Aboﬁf three-qunrﬁers of the population of the city was included in the
study which covered tlie period November, 1966 to October, 1907 and
which invelved only National Health Scfviee patients. The results

show a gencral tendency for the number of patient contacts to. increase

y with decreasing social class and decreasing educational level.

!

i

Unfortunately, the authors present their data only in the form of

¥




- i pimapbrm ot oo b W aEa g s A

-148-

charts and do not give actual values: the charts indicate less clear

"general tendencies" than the text suggests.

The Initial Impact of th N‘ lonal Health Servic

At firg} sight, these data on class rates of use of general
practitioner ser#iees buggest thdt workiné glnss patients may'have
benefited from the introduction of a system of socialized medicine.
' Thg children of clerical, skilled, and aemifskilléd non-agricultural
workers may have consulted with general practitioners more often
afteg 1948, And whereas dnfa for January, L9406 show that middle
class patients were aome&hat more likely to consult doctors than
were other ﬁatients, by 1951, rates of consultation vary inversely
with social class, We must, howeveé, interpret these data with
caution, B

Firstly, it is not clear that middle class patients did have
easier'nécess to general praétitioner care before 1948, We have
information for adults fo; only two periods preceding the introduc-
tion of the &ational Health Service-~for January, L946 and for L947-=-
and those for the latter period do not show higher rates of consul-
tatioh among middle class patients. It is sometimes misleading to -
comﬁare data refgrring to short periods of time since rates of con-
sultation can‘vnEQ from month to month.20 |

Secondly. it is pot certain‘that the incrcasces in consultation
~ rates after LY48 hmdng lower income groups were a result of the intro-
-duction of éhe National'ueaith Sérvice. The increases for women are

not as large as those for men, and yet it was women who stood to gain
x .
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the greatest benefits from the introduction of the new service--men
already received free general practitioner care under the\National
Health Insurance scheme. If it was the Natiopal Health Service which
produced the increase in rates of‘eonsu;tation among lower income
groups, we would, therefore, have expected a more marked increase in

consultation rates among lower income women, - .

. " Clearly, more data are necessary in order t6 detjrmihe whether
the National Health Service did achieve greater equality in the use
of gencral practitioner services. And, we must questlon whetheq
changes in consultation rates after L9488 are explicqble in terms of

the National Health Service,

Equal Use; Socialized Medicine or General Practitionecr?

"The data on the use of general practitioner services under

E]

the National Health Service give no evidencecof m;rked ¢lass inequal-
ities. There is scattered evidencepthaf parts of the working class
underutilize the service: old people and some sections of class V aré
"among those Least likely to receive general practitioner care, yet
their needs for such are greatest. However, rates of consultation

have generally tended to be highest where the need for care is greatest~~-

among manual workers and their familiea. How can we gxpléin this

9

_relatively cvqual access to care?

The assumption that welfare services and programnes redupg
class inequality leads us to predict An improvement invthe position ;
of the working class, and thereby a narrowing of class inequalitiea.

There is good foundatjon for such nn;assumption}ﬁith respect to the
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Nationmal Health Service. Socialized medicine provides care to all at

little or no direct cost and thus, with financial barriers to care

bemoyed, we migﬁé expect that rates of use of services would more
Elosely mirror needs, But we have already argued that the contribu-
tion of socialized medicine to the increase in consultation rdtes
ampng lower income groups is unclear, And we cannot make any clear-
statement as to its role in reducing inequalities in the use of gen-
eral ‘practitioner services. We may further question whether the rela-
tive equality of access to primary care under the National Health
Service is a direct result ‘of the introduction of a system of social- 1

ized medicine., For if we were to examine similar data for Sweden,

which also has an extensive system of socialized‘medieine. we would

see that rates of use of physician services are lower for the working

21

class than for the middle clasgs.“” What then is peculiar to the

X British experience which would account for the high degree of use

which working class patients make of general practitioner services?
The géneral prﬁctiyioner occupies a central position within

the National Health Service., He provides first contact care, and

iAo Mgt e

IR
.

it is only through him that patients can be referred to specialists

or admitted to hospital. In many other advanced societies, such as .

Sweden, the general practitioner occupies a less central role: first "\

contact care is more frequently obtained from specialists or in the
outpatient departments of hospita;s.zz Access to care is, thercfore,
~much simpler in Britain, No choice has tb be made; no lay analysis ° i

L4 : of symptoms is necessary in order to decide which specialist should
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" be consulted. Titmuss has argued the need for a family doctor for

an individual "to help him humanely to find his way among the com-
plex maze of sciezﬁific medicine."23 It is possible. that this dif-
ferent system of pdrganizing the delivery of medical care facilitates
the use of health service;‘in Britain, One reason which has been
apvanced for the low rates of use of medical services by lower class -
persons is their lack of knowledge about°-symptoms of ill health and
how to obtain care:; llere, the knowledge required is at a minimum;

»

no choice has to be made other than whether or not to consult a
L

general préctitioﬁer.

And the geéneral practitioner may Be important in other respects
also, Many studies have documented the sBciaL\distance which exists
befween doctors and their lower class patients, There.is some cvi-
dence thét this is not particularly marked in Britain. 'The British
Medical Association appears to have been very successful in project-
ing the image of a frienéty and approachable family doctor., Doctors'
walting rooms may often be rather cold and bleak and uncomfortable,
frequently located in a house or in a row of ramshackled shops. But
they arc not as forbidding as a sparkling néw, sterile health centre,
manned by efficient secretaries and nurses, might be to many lower
class persons, ‘

We have already noted the willingness of the working class
ﬁatients ln Cartwright's study to cons;lt doctors about problems
which are not strictly medical.' This same study of general practice

paints a picture of ", . .satisfied and appreciative patients. Many
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seem to feel a def?nite sense of identification with their docfor."zq
The most frequent comments which patients made was that their dootor
was "approachable,”" "homely," Jfrieqdly," "considerate,” "sympathetic."
Iwo-thirds of the patients thought that if they met their doctor on
the street,-he or she would know thgm by name, Selecting a general
practitioner seems to cayée no problem, ang most people do noé use
sophisticated criteria of chqice. The vast majority register with
the nearest doctor, or if no move to a new area is invoived; will
inherit the one who takes over the practice of fheir old dgctor. Four-
fifths of the patients took less than fifteen minutes to get to ﬁheir

doctor's surgery and over half normally walked all the way, Further-

‘more, unlike Sweden, there is a strong tradition of domiciliary care

in Britain; about 20 per cent of consultations take place in the
home, compared to about 5 per cent in Sweden. This latter is also
likely to f&cilitate the use of physicians' services in that one can
see oné's doctor on "home territory."

ALl this suggests relatively little social distance beéjzzab
wofking class patients and their doctors (at least, the patients give

no evidence of this) and fairly easy accessibility of doctors. As

o )
Cartwright concludes:

Most people in this country have a general practitioner they
have known for some time, who is accessible, comes to their
homes when needed, cares for other members of the family, and
gives them what might be described as a semi-personal service,
Few people are directly critical of their doctor, most have
confidence in his decisions and care, and many have a friendly
and satisfying relationship with him.25

These traditional characteristics of the general practitioper, his »

accessibility, his homely and approachable image, his role as a guide
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through the "maze ofvséiéﬁfific medicine," may in part help to explain

the high rates of use of physician services by workiﬁh class patients,

Summary

While there is some evidence that middle class patlents wére
more iikely to consult with general practitioners before the intro-
duction of the National Health Service, after 1948 rates of consulta-
tion have tended to be highest among the working class whereneeds for
care appear to be greatest. However, the greater use of general prac-

titioner services by middle class patients is open to doubt and the

apparent increase in consultation rates among lower income groups after

1948 is not clearly attributable to the introduction of a system of’
socializ?d medicine. We have also argucd that the relative equality
of use of the general practitioner service may not be so much a result
of socialized medicine as of the critical role of the geperal brac-
titioner within the National Health Service, In securing their near
monopoly in providing primary care under the National Health Service,
géneral practitioners may not have served their own interests alone-~
they may‘also have facilitated the access ty care of working class
patients, | !

But we have defined accéss to care upder the National Health
Service in terms of both use of services and quality of care. It is
important to complement these data on consuftation rates with infor-

’

mation on the quality of care received by patients, Can we perceive

a similar equality in the nature of the care rcceived by patients of
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2

different social class? We turn now to a discussion of such data.

VARIATIONS IN QUALITY OF CARE

We cannot concluyde that the health needs of 1 large part of
the working class are being met if, even though they are‘more likely
to consult a doctor than middle‘clnsq patients, the quality of the ,
care they receive is inferior; Criticisms of the National Health
Service have largely centred around the issue of quality, overall
quality rather than differences in the care received by various sec-
tors of the population. But ‘the few studies which have focussed on
cléss variations in the care obtained by patients suggest that work-

ing class patients may be receiving care of inferior quality.

The Dogtor and his Practice

e ————

In a study of a representative sample of people who had been
hospitalized sometime during the six months before the survey period
(October, lQOO-Mérch, 1961), Cartwright obtained data on the care
receiQed from gengral practitioners., This study suggests that middle\
class patients may be receiving a rather belter service from their
general practitioners.26 Doctors précticing in middle class areas
had smaller lists; a higher proportion had further qualifications;
more had graduated from Oxfogd{rCambridge, or London; twice as many .
had a h;spifal appointment or hospital beds; and a higher proportion
had direct access to X-ray equipment and physiotherapy. Furtfermore,

14 per cent of middle class patients were visited by their general

practitioner in hospital while only U per cent of working class

\ . "y
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patientslpeceived such a visit. Moreover, there was evidenee,tﬁat
doctors were\more ;}kély‘fo send their'middle class patkentq directly
to hospital. l

In her later stuay of gencral practice, Cartwright sought ‘con-
‘firmation of these differences.27 She found no signifigant differ-
ences between middle class and wérking class patients in the size of
“théir doctor's list, though those in professional bccqpations were
rather more likely to be on small lists of under two thousand.
Patients in the professions were also most likely to have doctors who
had qualified since 1945, and middle class patients were more likely
‘to have doctors with hospital appointments. But there were no dif-
ferences ih the proportion of doctors who had access to hospital beds
or other facilities; in the number of procedures carried out by
doctors in their own pfactices; in the membership of doctors in the
College of Gcngrhl Practitioneré; in their views on preventive care;.
and in their enjoyment of general practice. Op the basis of these
results, Cartwright modifies her original hypothesis and suggests that
only patients in the professions seem to get better care.

Whercas Cartwright uses several different indices to assess
variations in quality of care, Taylor's cohments on the standard of
work of generdl practitioners are much more impressionistic.28 In
a study which'ﬁas la;gely an effort to brighten the dismal picture
of general practice painted by Collinga,'Taylor interviewed- and
observed at work ninety-four general practitioners Qho were ;ecognized

by their dolleagues as good doctqrs.29 The explicit purpose of the

\ »
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study was to describe the best in the general practitioner service. . e
It was in the working class industrial areas that he found the poorer
practices. Doctors in these areas tended to have the largest Lists

of patients while those in middle élass urban-residential areas gen-

erally had smaller lists. Most doctors were pro&iding their patients
.with a high standard of care, but the working class areas did contain
a substantial minority "who fail to give their patients the service
they have a right to cxpect."30
The docéors working in these areas did so for a variety of
reasons., For some, there was no other chq{ce.' They %acked the abil-
ity’to work iq better areas. For others, tﬁere was a financial:
incentive, their aim being to make as much monéy as”possiblg in a

short period and then leave the area. These, Taylor argues, were

giving their patients no more than a good garage mechanic offers to

- his customers, And there were also those who workeéd in such areas -
from a sense of vocation, but many of these would bow under the sﬁraiﬁ
of a he;vy work load and become mediocre doctors, It was among the
‘doctors in these areas that low morale wasnmost commoﬁ:

It is here that the potentially good general practitioner
will most often complain of frustration; the less consci-
entious general practitioner will undergo-a lowering of
standards, without himself realizing what has happened;
lack of contact with colleagues is most marked; and the nece
to raise the standards of general practice is most obvious,

i S

Given 'the aim of Tnylor--tbyshow the best in the general practitioner
service-~we may perhéps place more reliance on his negative observa- )

tioné than if his aim had been quite the opposite.

&
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fhe Nature of the Doctor-Patient Relationship ‘ ‘ &ﬁ

The quality of care which a patient obtains does not dépendu
only on the doctor he consults, The patient will, or can, play a X
role in determiping the care he receives and the nature of the
doctor-ﬁati?nt.velationship appears to vary "according to whether
patients are working class or middlé class. Rates of consultation
may be an inadequate measure of the extent to which patients receive
o care commensurate with their nceds sincq middle class patients- may
J/ be able to obtain more from any single consultation. They are more
likely to play an active part ini the relationship while working class

patients are more passive, Titmuss argues that the working class

patient is more casily disciplined and managed. He expresses the e

“hope that a éencrally higher standard of education is ". . .likely

to hgrald the gradual disappearance-of an uncomplgin}ng, subsgrvient,—
class-saturated acceptance of low standards of‘brofessi9nal service,"3?
Collings noted that middle class bgtients tendedf%dﬁbe resented gy |
beneral practxtioners :because .of their demands fof mo;;hf;me and
attention, and a rqadiness to question d%agnoSQs, to scek reasons

for statements and instructions, and even to challenge the doctor,

Their "less fortunate neighbouns" were more respectful of their

“ﬂaoctors' expév% knowledée and ékillskaa Similarly, Ca}cwright indi-.
' , ,cates that the higher a putient 8, socia}‘clnss pos;tiun{:a:; more
' ‘ ~likely he is to'ask for information abuut his illness and iLs Lfcnt-
ment, and thuabko manipulate his relationship with his doctor.B““ And

raylor observes that

=
-
!
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the doctors in the industrial areas tend to have specially

friendly and uncritical relations with their patients, each

taking the other side as it finds it. Indeed, those doctors

with mixed urban-residential and industrial practices almost

always prgfcr their working c¥as§ pagéents, because they are

less exacting and more appreciative.
It is interesting that the response of doctors to their patients appears
to have changed with the introduction of the National Health Service.
Previously, panel patients seem to have received less time and atten-
tion while fee paying patients, in whom the doctors had a direct
financial interest, were m;rc welcome and received more careful
attention. But once this interest was removed, the least demanding
patients were those most welcome.

But does the more active participation of middle class patients
in the doctor-patient relationship lead to a better quality of care?
If we accept that the doctor is the sole repository of knowledge
about health and illness, then perhaps not. But this 1s a narrow view.
We have to be our own doctors to some extent.36 Some understanding
of his illness and its treatment may lead to fuller co-operation on
the part of the patient in following a course of treatment. It may
also help in the recognition of adverse symptoms angd of a need for
further consultations.

Most people can, to a certain extent, assess the competence of
their doctors and the care they provide., In many instances, they
will know what is good for them and what is not, And at times, it
will be obvious that the doctor does not., The patient fighting a

long depression who is told to "pull yourself together,” the woman

with three young children who is simply told to "take it casy," are
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not necessarily being offered very constructive advice: their neigh-
bours might have been more helpful. If such patients are able to
indicate that the advice is inadequate, then they may gain some bene-
fit from the consultation. If not, they leave the surgery no wiser
and no closer to recovery.

Doctors are mot infallible. Mistaken diagnoses and treatments
may only infrequently endanger the life of a patient, but they will
delay recovery.37 The active participation of the patient, his will-
ingness to express his doubts, to challenge, to ask for more infor-
mation may be one guard against this. For these reasons we would
argue that the more active role of middle class patients in the doctor-
patient relationship may well lead to better care. Exchanges of
information between doctor and patient, explanations on the part of
the doctor, questioning on the part of the patient, increase the
patient's kpowledge of his body‘gnd illness and enable him to makle
more intelligent use of his doctor., In this way, by educating his
patient and encouraging him to assume more responsibility for hi;:>

health, the doctor would be playing a .larger role in preventive care.

%
Summary N

-

The scattered studies which have been addressed to variations
in the quality of care received b] paticents of different social
class indicate that middle class patients may be.receiving care of
superior quality. But further research into these issues is necessary.

Less reliance on impressionistic data and the construction of indices

- s
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L)
of quality would enable us to build a clearer picture of the nature
and importance of variations in the quality of care offered to

patients by general practitioners,
CONCLUSIOUN

The foregoing review of data on the useyand quality of general
practitioner servLcés raises two distinct issues. Firstly, we may
pursue one step further the issue of whether the needs for health
care of differengisocial classes are being met. The relatively low
rates of consultation on the part of class V and elderly working
class patients indicatk that they are not receiving the care which
their mortality and morbidity experience would lead us to expect.

But what of other sections oé the working class? Here, it is more
difficult to assess'the extent to which needs for care are met.

If mortality rates are taken as an index of needs for treat-
ment, then these needs obviously increase from class I to class V and
we would expect consultation rates to increase in a similar manner.
But consultation rates for class IV are not markedly higher than for
classes 1 and 11, and this might mean that needs for care of middle
class patients are most nearly met. Yet doctors report that such
patients are those most likely to consult for trivial comp].aints,38
in which case their proportiunal overutilization would not indicate
that they are more Likeyy to receive needed care, If Qn the other
hand, we take morbidity rates as an index of health Qeéds, class

differences are not marked and consultation rates, therefore, indicate

a greater correspondence between needs foﬁ\céfé‘anQ¥use of general

’P
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practitioner services. Unfortunately, we do not have the data which
would enable us to measure the extent to which different classes
receive care appropriate to their level of health. Indices of
health and class differences in needs for medical care must be devel-
oped and we must seek a fuller understanding of the significance of

data on rates of consultation--of what is involved in the doctor-~

patient relationship and of the quality of care reccived. At present,

we can merely note that though there are some possible exceptions,
there do not appear to be class based inequalities in access to
gener+l practitioner care.

Secondly, we wish to emphasize the importance of the general
practitioner within the National Health Service. Insofar as the
welfare state is seen as narrowing class inequalities, sucialized
medicine per se is regarded as the major mechanism by which equality
of access to health care is achieved, do not deny the probable
importance of the removal of direct coggskbr of the availability of

free health care as a right rather than as a result of philanthropy;

additional data are necessary in order to assess the impact of these

on consultation rates, However, we have sought to draw attention @1;/rfw\3

the fact that the structuring of the National Health Service around\\ (::;?

N

the genecral practitioner may have played a crucial part in maintain-

ing relatively equal access to health care.

This is an important poiqt to be considered in the planning of

health services in Britain and other countries. Criticisms have been

voiced of the relatively low level of training and expertise of the

~
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general practitioner and arguements have been advanced which support
a greater degree of specialization in primary‘medical care. Such
visions of the future have been coupled with an increasing emphasis ’
on health centres which group together a variety 0; specialists and
ancillary personnel. It is true that the isolation of many general
practitioners cqﬁiﬁave deleterious effects on the quality of care
provided, but the potential dangers of a new and intimidating organi-
zational structuce should also be bornme in mind. The specialist may
effectively replace the general practiéioner as long as the patient
continues to be guided théough the "complex maze of scientific
medicine.” But increasing numbers of secretaries and nurses who act
as gatekeepers Lo the medical care system may also act as a deterrent
to many patients who should seck ‘treatment. The abéence of social
distance, thelcommunity based doctor, the sense of familiarity must
be maintained if we are not, while improving the quality of care,

K

to generate new problems which deter patients from seeking such,

e
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CHAPTER Y11

HOSFITAL CARE: PUBLIC AND PRIVATE

Introduction

Following the same logic of analysis as in the previous
chapter, our focus here will be on class variations in the Qse and
quality of hospital care within the National Health Service. But

we extend our aralysis in this instance to examine the significance

of private hospital care for the development of the National Health

Service and the perpetuation of class inequalities in health care.
The National Health Service Act of 1946 guaranteed the con-
tinued exiZtence of private health care: patients were free to eéh-
sult a doctor aAd pay for the services they received; déctors who
contracted to work within the National Health Service were also
free to treat private patients; and the Minister of Health was em-
powered ko provide special accommodation for patients who wished to
pay for the whole cost of the care and services which thgy received
in hospitals. Only a small propoétion of the population)has availed
itself of these private services, but they are, nevertheless, of
significance for this study of the National Health Service.,
Private health care is important, not for its extensiveness,
but for its symbolic significance and for the threat which it may
pose for the quality of care availab}e under the National Health

Service. While the introduction of a system of socialized medicine

has been assumed to reduce class inequalities and provide care on
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Fhe basis of neéd alone, the continued provision of private health
care is an institutional affirmation of inequality. The existence
‘of a private health sector symbolizes the existenc%ﬁpf two levels
of care and recognizes the right of patients who have the money to
pay for certain privileges. Furthermore,‘the continuing growth of
. " the private health sector may rob the National Health Service of its
most demanding and critical patients--patients who might otherwise
'grémpt improvements within the National Health Service. ’And‘an
increasing use of National Health Service facilities for the treat-
ment of private patients may place National Health Serviée patient;
in a disadvantaged position as the former are given priority in the
//use of diagnostic and surgical facilities. For these reasons, this
chapter will discuss both public and private hospital care.l We
will argue that:
L. The major studies which\present data on hospital admissions

»

suggest that rates of hospitalization of middle class and
3

working class patients mirror their beeds for care.
2. Private health care represents an institutionalization of
’ . (R
class inequalities in access to hospital care. In the future,
it may develop in a direction sich as to reduce the quality

of treatment available under the National Health Service and

to increase class differences in access to care.

‘ [

ySE OF NATIONAL HEALTH SERVICE HOSPITALS . e
\ -gyp

Data on class variations in the use of hbspital serviceé by
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National Healfh.SerGice patients are contradictory: some studies
¢ ¢

suggest a proportional over-représentation of working class o

RN

patients while others indicate an under-fepresentation.~ The most -

,

codgrehensive of such studies indicates that working class patients,

who appear to have the greatest needs for medical care, are more

frequently hospitalized than middle class patients. However, s

smaller scale studies which suggest éuite the 6pposite patterp. high-

t \

light the need for further research apd the exploration of possible

regional variations in class patterns of use of services. . 1

Evidence of a Proportional Over-representation of . .
Working Class Patients

ilies had at some time received treatment in ‘an outpatlent depqgt-

1

The 1957 Political and Economic Planning study suggests, that R

hospitals,serve a larger proportion of working cléés than middle

3

«
S e, bt 5 biiniean 5w v

class persons. Eighty-nine per cent of unskilled operatives' fam-

-

ment and 84 per cent of the families of managerlal and professxonal . .
workers had done so. Hospital inpatient carg had been given to 89°
per cent of the former and 75 per cent of Fhe,Latter.z\\

From MacKay's data for England and Wales for 1949:\1t is dif- ,
ficult to assess the representatlon of dlfferent social clﬁ§fes with~- P
in the hospital population since there is a lérgelpgpportlon\for‘ -
which class is not_stated.3 However, if we assume that these patients'

for whom social class is not reported are proportionally dis b%buted

between the classes, there is evidence of a. proportional over-

representation of men and women in classes IV and V. Neverthelejs,

gy
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the validity of this assumption is open to doubt, Abel-Smith and’

- Titmuss have alsd presénted data for this period and as Tablé 10

indicateé, the élaqs distbib&tion of males within each of the
thrée tfées of hospital is very close to that in England and lees,
and for the Lohdén\ﬁéaghing’hoépitals, to that in greaterkLondon
in 1951.q The writers argue that becagse of the higher 'death rates
and possibly greater sickness of classes IV and V, one would expect
them to make greater demands on the hospital service. They con-
clude that there is inequality of access to hospital care as working
ciass patients are less likely to be hospitalized than their needs
for medical care wou}d lead us to ekpect. i

The most comprehensive and most recent study of hospital
admissions is the Hospital Inpatient Enquiry (H,I.P.E.) for l960 and
1961.5 This is one of the few such inquiries which provides data on

the social class of patients., Table 1l shows admissions, mean dura-

"tion of stay, and percentage of beds uqéd for each SOQia@ ¢class and

for occupational groupings ‘within classes III,fIV, and V,g4 Comparing
the representqtion of the classes-within the hospitals (for all ages
and for those uqden sixty-five years of ;gei wifh the class distri-
bution of males in England and Wales in 1961, we see that class IQ
and, particularly, class V are proportionately over-represented.
Class V has both high admission rates and longer than average periods
of hospitalization, and while classestV and Y represent 21 per cent

and 9 per cent of the population, they occiipy 26.5 per cent and 14.2

"per cent respectively of hospital beds. This bias towards the lower

-
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TABLE 10.--Proportionateé distribution b
of -hospitals participating in the Gener
' England and Wales. Males aged 25-64 years.

-

IS

y social class of discharges in 1949 from three groups
al Register Office’s study of hospital morbidity in
ALl diagnostic conditions excluding injuries.

. . London” Provincial Regional - England & Greater
Teaching Teaching - Board’ "] Wales Londan
Hospitals Hogpitals Hospitals - 1951 LSS L ‘
Social Class Per cent Per cent Per cent Per cent Per cent
I and II 21 6 15 20 21 ¢
III 56 55 - . 58 51 55
IV and V 23 29 27 29 2y

N . )
- . . e Source:

;“_ ) . England and Wales (Cambridge: Cambridge University Press, 1956), Table 88,
. ¢ a . .

pl

49,

—w

o

o

B. Abel-Smith-and R.M. Titmuss, The Cost of the National Health Séévice:in
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TABLE ll.--Adnmissions, mean duration of stay, and

e Cp———y o~k eews
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percentaye of beds used by social class.

England and Wales, 1960 - 196L
Mean England &
Admissions duration Per cent Wales
in sample of stay beds (males)
Under 65 All Aves (days) used L1961
Social Class Per cent Per cent
I Professional 2.3 2.4 17.3 1.9 4
Il Intermediate 10.8 11.6 19.2 10.2 15
III Skilled workers 51l.4 50.0 47.3 51
a) Mine workers ’
(all types) L.y 1.3 23.5 L.y
b) Transport workers 5.8 5.5 L9.9 5.0
c) Clerical workers 7.4 7.4 20.1 6.7
d) Armed forces .9 .9 7.7 1.2
e) Others 35.9 34.9 20.8 33.0 ~
1V Semi-skilled workers 22.9 23.2 26.5 21
a) Ag¢riculturgd 2.2 2.4 39.3 4.4
b) Others 20.7 20.8 23.3 221
V Unskilled workers 12.6 12.8 4.2 9
a) Building &
dock lLabourers 1.8 1.8 25.0 2.1
b) Others 10.8 11.0 24,2 l2.L
Total 67,727 82,629 22.0 51,208
Source: Great Britain, Ministry of Health and General Register Office.

Inpatient Enquiry for the Two Years 1960 and 1961.

H.M. Stationery Office, 1967), Table VI.S8, pP.
in England and Wales in 1961 is taken from D.C. Marsh, The Changing Social Structure

365,

Part III, Commentary.
The social class distribution

Report of Haspital

(London:

of England and Wales 1871-1961 (revised edition, London: Routledge and Kegan Paul,

1965), p. 198,
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classes is also evident in a study by Ashford and Pearson.6 Their
survey of the peopleﬂﬂn the lists of thirty-five general practices
in Exeter shows a marked tendency for the hospital admission rate
to increase with decreasing social class. The difference between
class I and class V is almost 50 per cent of the average of all
classes.

The studies which contradict these findings are not national
studies, but it is not clear whether we should place less reliance
on them because of this. However, they must lead us to gquestion
the reliability of studies which indicate a proportional over-
representation of working class patients within the hospital service,
and they do show the need for further research in this area.

Studies Indicating a Proportional Under-representation
of Working Class Patients

Barr's study of hospital admissions in April and May, 1956
sought to determine whether admission rates were linked with the gqual-
ity of social environment.7 The data refer to the area served by the
group of four hospitals in the county borough of Reading. Four indi-
ces were used to assess ;he social environment--the social class dis-
tribution, persons per household, density per room, and the proportion
of persons with the exclusive use of piped water, a water closet,
stove, sink, and bath, Standardized hospital admission rd&tios for each
sex and speciality were correlated with each of these social indices.
There was some evidence that admission rates increased as environment

@

improved with most of the significant correlations occurring in
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traumatic and orthopaedic surgery and gynaecology specialities, Barr
points out fﬂat the degree of correlation in many instances was not
great, but that nevertheless the results were reasonably cohsistent,
Simiiar results have also been obtaiged in a study by Airth
and Newell in the Hartlepools and Tees-side in 1957-1958.8 The
authors expected to"find higher admission rates in areas with poor
living conditions (because poor health forces people into, or keeps
them in, such areas, and these liviné conditions can give rise to
ill-health). They took the number of persons per room in the study
areas as an index of living conditions. This index had a strong neg-
ative association with the proportion of persons in classes I and II
in the areas. The results are presented in Table lZ2. Class A areas
(with fewer than 0.6l persons per room) produced nearly 2 per cent
more hospital caies per 1,000 population than Class E areas (with
over 0.92 persons per room). The difference between the areas
becomes more mérked when specialities with widely variable durations
of stay are excluded. For all specialities, Class E areas required
30 per cent more bed-days per head than Class A areas in the fifteen
months of the survey. Excluding long stay specialities, the excess
is 10 per cent. A ca;e'admitted from a Class E district stayed, on
average, one-third as‘igﬁé again as one from Class A districts. For
restricted speéﬁalities, the difféﬁé%ce was 15 per cent. This sug-
gests that middle cLas;‘persons are slightly more likely to be
admitted to hospital, but that they have a shorter period of hos-

pitalization than working class persons,

—————
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TABLE 12.--The demand for hospital beds, Hartlepools a

———

nd lTees-side,

1957 -
Class A Class E
area* area**
All specialitics
Cases per 1,000 population 118.6 116.6
Bed-days required in 15 month
period per head of population 1.534 L.994y
Average duration of stay per
patient 12.93 days 17.10 days
Restricted specidlitics*¥**
Cases per 1,000 population L07.5 102.6
Bed-days required in 15 month
period per head of population 1.119 1.233
Average duration of stay per
patient 10,4l days 12.02 days

*Class A areas consist of eight wards and civil parishes with a total

population of 34,647 and with densities of occupation in 1951 of

0.55-0.60 persons per room.

**Class L areas consist of twenty-seven wards and civil parishes with
a total population of 189,527 and densities of occupation in 1951 of

0.92-1.13 persons per room,.

q

***Specialities 'excluded: tuberculosis and diseases of the cliest, geriatrics,

traumatic and orthopaedic surgery.

Source; A.D. Airth and D.J. Newell, The Demand for Hospital Beds.
(Newcastle-upon-Tyne: University of Durham, King's College,

1962) , Table 12, p. 5lL.
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Two studies by Alderson also indicate an under-representation
of working class patients in hospitals. One, a study of patients who
died from cancer in April, 1969 and who were resident in Manchester
C.:B., shows that semi and unskilled manual werkers are morévlikely to
be nursed at home. However, the numbers are small and the differences
not significant.9 The ather is a study of a representative sample
of adults who died in Bristol between October, 1962 and September,
1963. Of the 2,243 deaths, 590 (26 per CZ:t) had not been referred

to hospital for either investigation or treatment. If deaths from

]
neoplasms {where the vast majority attended hospital), sudden deaths,
and those from coronary disease (where death is unexpected) are excluded,

there is a total of L,u46 deaths, 29 per cent of which had not been

referred to hospital. The percentages rose from 24 per cent in classes

I and II to 36 per cent intii:ss V.LO

We may also note a reluctance on the part of some working class
women to have their babies delivered in hospital. A study by Butler
and Bonham of perinatal mortality indicates that marrfied women in
classes IV and V are most likely to plan to have their children at
home (even though more complications are Likely to arise at birth.)
These data for mothers giving birth between March 3 and 9, 1958 in
England and Wales are shown in Table 13, Nomeq’in classes I and 1I,
and unmarriced women are most likely to arrange to have their children
in hospital or a generél practitioner unit. These differences are

not so pronounced for actual deliveries since a higher proportion of 0

women have their children in hospital than plan to do so. Consequently,

~ '
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TABLE 13.--Place of booking, place of delivery, and grade of prenatal
care by social class of father, for mothers giving birth March 3-9,
1958, England and Wales

Social Class No
I 1I III v \Y Husband All

Per Per Per Per Per Per Per
Place of Booking cent cent cent cent cent cent cent
Hospital 44.4 | 40.0 ]l' 40.6 | 38.3 | 39.8| 52.0 40.9
Home 29.5 [ 35.0 | 41.8 | u46.8 | uy. 4| 12.9 40.2
G.P. Unit 16.5 |} 16.2 | 13.2 11.2 10.7 16.3 13.2
Other 9.6 8.8 u.y 3.7 5.1 18.8 5.7
Place of Delivery
Hospital 50.4 47.6 + uB.7 46.9 47.8 63.9 49.0
Home 27.0 | 3L.4 | 37.2 { 41.9{ 4L.0| 1lu.7 36. 4
G.P. Unit 15.9 15.0 12.2 10.7 10.7 17.1 2.y
Residual Births 6.7 6.0 L.9 g.5 0.4 4.3 2.4
Prenatal Care
Hospital only 25,0 [ 19.7 | 20,4 | 6.0 19.9] 27.9 20.2
Partly hospital 28,9 | 28.6 | 28,7 | 29.5 éé.E 28.5 . zé.s
Other 46.L | 5L.7 | 50.9 | 54.5| S5L.9| u3.b 51.0

Source: From N.R. Butler and D.G. Bonham, Perinatal Mortality
(London: E, and S. Livingstone, Limited, 1963), pp. 52, 53,
and 69, )
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though there are still marked class variations in the proportion of

’

births taking piace at home or in a general practitioper unit, there
are only small differences in the proportions of hospital births:
mothers in class I are slightly more likely than mothers from other
social classes to give birth in hospital. Also mothers in class I
are more likely than mothers in other social classes to receive all
their prenatal care from a ﬁospital. ’

Finally, there is some evidence of other types of class dif- !

ferences in Titmuss' study of blood donors.12 In addition to tabulat-

ing social class of blood donors, he presents figures on the soc¢ial

class of recipients of blood transfusions. The number of recipients
of blood increases with social class. The differences are most marked

among men: the percentage excess of classes I and II over IV and V

N e e e e o

is 120 per cent for men and 35 per cent for women, He concludes i

that these data signify real class'diggjﬁences—-the higher social

classes receive more blood transfusions and surgical operations or i

i other medical treatments calling for blood. He comments:

This is an unexpected finding. The whole weight of evidence

on the social class incidence of mortality and morbidity, of
industrial accidents and to a large extent road accidents,

and of the risks of child-bearing among mothers with large
families from poor homes would have indicated contrary results,
In short, we would have expected--particularly under a free
National Health Service--to find that, taking account of these
factors, blood transfusions would be relatively more numerous
among S.C. Iv-v 13

AN
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blood, It is, therefore, unwise to generalize these observations,
N
even though there appear to be no marked class variations in the .

persons donating blood.

Summary
Data on class variations in the use of hospital services by

National Health Service patients are inconsistent. While several

.o
~

national surveys indicate no class bias, some more limited studies ]

suggest that working class patients receive less huspital care than
their mortality and morbidity experience would lead us to expect.
The representativeness of the former studies leads us to place more

reliance on?these data and to conclude that there are no marked .

class inequalities in access to hospital care. However, it is obvious

o e

that further research is essential in order to understand the dis-
crepant results in these studies. One fruitful avenue of research

might be the study of possible regional variations in class patterns

© e s

of use of hospital services and the effect of differing organizaﬁggnal
patterns 'and admission policies which may affect the rates of hos~ A
pitalization of working class and middle cluss patients.

The exten? to which there is equality in the usé of hospital

services in unclear for other reasons also. We have worked on the

understanding that such equality exists when working class patients .

are proportionally over-represented in hospitals. This is baded on i
the fact that needs for medical care appear to be greater among work-
ing class than among middle class patients. But this pattern of use

is identifiable in countries where obvious inequalities exist in
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access to care. In\ the United States, for example, working class
patients are disadvantaged in access to primary care and they have

higher rates of hospitalization and longer periods of stay than do

" middle class patients--in‘part perhaps because they receive care at

.lu The point we are making is that higher

)

admission rates for working\class patients may be taken to rep

.. |

a later stage in an illnes

either equality of access or guite the opposite. Clearly, in order

)
to assess the nature and extent of class inequalities %r/access to
care, we necd more sophisticated data on the use of hospital services,
ineluding some indication of the stage in an illness when patients
are hospitalized and the nature of the care received prior to hos-
pitalization. We cannot view data on hospitalization without refer-
ence‘to primary care, and we need information, analyzed by social
class, on the sources from which care is received at various stages
in ap illness. It may be that those in need of hospital care usually

receive it, but that the crucial class differences are in the stage

at which treatment is recejved and also in the quality of care received.

In the absence of such data, we can but argue that in the light
of the relatively equal access to general practitioner care, the
studies which we have reviewed indicate nu marked inequalities in the
use of hospital services. But this conclusion may need to be quali-
fied since the sections of the working class which make less use of
the general practitioner service than their needs for care would lead
us to expect are those with high admission rates and long periods of

. . . 15 . . .
hospitalization. In fact, this observation reinforces our argument

»
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that we cannot view data on hospitalization without reference to the

use made of other sources of care throughout the course of illness.

QUALITY OF CARE RECEIVED BY NATIONAL

HEALTH SERVICE PATIENTS

Admission to Teaching Hospitals

In the previous chapter, we defined access to medical care as
the use people make of services and the quality of care which is pro-
vided for patients. The data on class patterns of use of hospitals
are, as we have scen, contradictory. This is also true with respéct
to quality of care. One important index of quality is whether or

not patients are admitted to teaching hospitals: care in a non-teaching

) . . 6
hospital may often be inferior to that in a teaching hOSpltal,L

since the latter have 37 per cent fnore consultants, six times as many

1

senior registrars, 56 per cent moré registrars, L7l per cent more
/
17
house officers, and 60 per cent more full-time nurses. Forsyth
writes, /

There is no doubt that patierits of comparable age, sex, and
social class stand a much/higher chance of dying in a non-
teaching hospital from cohditions such as appendicitis with
peritonitis, hyperplasia/of the prostrate, ischaemic heart
disease, skull fractfire jand other head injuries, and a
number of other co n ¢auses of hospital admission. ., .the
gap between the two /types of hospital is by no means narrow-
ing over the years) ,

The difference in case-fatality ratios may, in part, be a
result of selection of cases by social class. But it'is not clear
whether there are differences in/the‘proportions of different social

o

classes within the two types of hospital. Cartwright found no class

!

B SR wlegr

+




I

(;

~-181-

]

.
differences in whether patients were admitted to a teaching or non-

teaching hospital.Lg However, Ashley at al. found that within the
same catchment arca, a teaching hospital may attract or select the
more advantagcd.20 Their study of local admissions [rom a district
in which both types of hospitals were situated shows that U4b per cent
of the patients in the regional board hospital belonged to classes IV
and V, while only 33 per cent of those in the teaching hospital did 39.
A similar difference was not found in the other three hospitals
included in the study. Clearly, as with several other issues we have
touched on, further research is needeé in this area. As the authors
indicate:

Why this should be so after twenty ycars of the Natiopal

Health Service is one of the seemingly innumerable questions

that can be asked about the loose--even random--matching of

needs and resources in the medical and sogial services. For
a start, nobody seemed to have the facts. 1

Other Indices

As far as other indices of quality are concerned, there appear
to be no class differences. Cartwright's study of hospital patients
indicates that there werc no class differences in delays in admission
to hospital; in the proportions visited at home by a consultant; in

facilities such as curtains, screens, telephones, visiting times, and

\
»

the hours at which patients were woken in the moening; in the propor-
tions of surgical patients who had seen the surgeon and anaesthetist;
and in the size of the ward.22 In fact, only one major difference

between classes emerged in her study of hospital cpre and she summarizes

\_/

R D A e W b AARS frm B

W i

[P SPUE N TP VO




B : R - o

-182-
()
this as follows:
The most striking class differences is in the amount of
financial hardship experienced by patients wlo normally
worked. In this respect we are indeed two nations, one
receiving full wages or salary from their employers, the

other reduced to the penury of national insurance sickness
benefit.23 ”

+

Summary

While there is little evidence of marked differences in the
quality of care received by working class and middle class patients,
the study by Ashley et al. does prompt us to question the circum-
¢ stances under which class inequalities exist, ané {further studies
could serve to highlight the nature and extensiveness of these., We

can but indicate the need for additional research into variations in

the quality of .care obtained by patients of different sacial class.
PRIVATE HOSPITAL CARE

Private Medical Care Schemes

-4 With the introduction of the National Health Service in 1945,
! contributory and provident socieﬁ@cs were faced with a threat to their
continued existence. While contributory schemes wvere associated with
Fhe working class, provident societies catered to the middle class.

\
The former turned to providiﬁg mainly sickness benefits to their
members--such as cash benefits during a period of hospitalization, and
contributions toward glasses, dentures, and surgical appliances--while
the provident associations, on the other hand, focussed their efforts .

| on insuring their members.against the costs of private hospital care.24

v
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Thus, their class role was duplicated after 19u8.1

There is little deFailed information on the types of:patients
who_choose private medical care. However, one survey in 1966 shows
that the British United Provident Association (the largest of such

2 s
associations) was disproportionately composed of older, highly paid,

married men approaching the end of their working careers who were

members of group or company schemes. Only 2 per cent of the member-

ship were manual workers, while 37 per cent were employed in pro- .

. N < . 2
fessional and managerial occupations. >

The British United Provident Association was formed in 1947

and soon amalgamated with several existing provident associations.

.

This scheme now haF a virtual monopoly of the "market" and received
80 per cent of thé total subscription iJ;ome from all provident

schemes, In 1955, all provident schemes had a total of 258,000

- “subscribers. By 1969, after an annual increase during the LQBU'E

e

/

of 7 1/2 - 8 per cent, the total number of subscribers amounted to
883,000.%% "

Group schemes account for a high proportion of this membership

’

_ increase. Between 1965 and 1969, individual subscriptiohis increased

by 18 per cent while group subscriptioquincreased by 44 per cent. \\
. j\-
By 1969, about 64 per cent of subscripti®ns were on a group basis.

The British United Provident Assocf%}ioﬁ policy is directed towaLd

2

attracting members on a group basis. It allows a 20 per cent rebate
for groups where a company sponsors the scheme, but does not contri-

bute to the cost; a 25 per cent reduction where the company contributes

)
°
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50 per cent or more of the costy and a 33 /3 per cent reduction wher
. . t ’

.

the whole cost‘pf &embership in a scheme is paid for by the company.
The companies themselveﬁ can claim their payments into such schemes
as -a th deductible’ business expense--which reduces their costs by i
a further 40 per ce;t.zs$ However, it 1is not clear to what extent the |

increase in group memberships is comprised of company sponsored
e""'

schemes which provide private care as a fringe benefit for management

personnel. But it is interesting to note that

the advantage of this appeal over that to individuals is that
it avoids the controversial issue of individual preference

and preferred treatment in a democratic welfare society. By
placing the onus on the firm's need, private insurance becames
the handmaiden of efficiency and higher productivity and
enhances social rather than individual goals.

The growth of these provident schemes is a measure of the vital-

ity of private practice and it can act as a stimulus to fucrther growth.

~

Their growth convinces peaple of the inherent advantages of private
y > R

. Lo, . . .
care, and conversely, of the limitatidns of care within the National

-

Health Service.- At present, the pkivate health sector cannot exist

without access“to the Facilities of the National Health Service: ,

&

approximately 60-70 per cent of British United Provident Association

»
A e

patients are treated in National.lealth Service hospitals, the reddipder
in private hospitals and nursing homes .3V But there may be in these

private hospitals 'the beginnings of an independent, parallel private

\

service.

o British United Provident Association has a virtual monopoly of

the privately controlled hospitals and private facilities outside the

National Health Service. It is building small hospitals with
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about thirty beds and full X-ray, theatre and deagnostic facilaities

at ‘the rate of two to three per annum. At present, these Facilities
are provided through a charitable trust into which British United

Provident Association channels profits from its investments and deeds

3L . .
of covenant. But the future may bring significant changes 1n the
rate of growth of such facilities and the natune of their funding.
A British United Provident Association spokesman comments:

Increasingly as the demand for these places grows, I am look-
ing 1n economic terms at whether it would be aflvisable to ¢o

to the market and raise capital and pay interest on it, and

try running in parallel, particularly in the London areca, with
hospitals which were entirely there on a non-protit, but 32
certainly commercial basis, where we would have full control.

It is anticipated that such developments would induce new membership.

The Stgniticance ol Private Health Care
for the National Health Service

As indicated above, the private sector 1is small, bwt 1ts con-
tinued growth may in the future pose a threat to the care available
within the National Health Service. The eagerness of firms, such as
British United Provident Association, to expand their operations is
but one element fostering the growth of the privaté health sector.

We must also examine the ways in which the very existence of priva%%
health cage can lower the quality of care under the National Health
Servicé and thus create additional demand for private care,

Why do pecople seek private hospital care? The main reasons

appear to be the opportunities to choose the time of hospitalization;

to receive care more quickly than National Health Service patients

(in non-urgent caseg); to choose one's consultant and be sure that he
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will perform any operations; to have more attention paid to medical
tests (which have the consultant's name on them); and a feeling they
would generally receive better service and attention.33 Arguments’
have been advanced that National Health Service patients are deprived
of the care which they should be receiving as a result of the demands
made by privatc patients on hospital facilities and on consultants,
These arguments gained such prominence that in 1970-1971, the House
of Commons' Employment and Social Services Sub-committee conducted
hearings on the use of National Health Service facilities by private
patients. The minutes of evidence of this committee provide numerous
examples of the ways in which the treatment of National Health Service
patients suffers because priority is frequently given to private
patients. The report of the Expenditure Committee summarizes a part
of this evidence as follows:
Though the number of beds approved for private use arc required
to be made available to National Health Service patients if not
in use, it was alleged that it was "not uncommon for beds to be
wasted because they are being kept empty for private admissions.
Also, it was added that because of long waiting lists for some
types of surgical treatment, private patients obtained prefer-
ential admissions to National Health Service hospitals for sur-
gical treatment, which meant National Health Service patients
had to wait longer. It was stated that National llealth Service
patients who should be nursed in single rooms, for medical

rcasons, may be kept in large wards or moved into large wards
so that private patients may obtain the privacy paid for.

”

Other statements concerned the preferential use of operating
theatres and diagnostic facilities. It was said that when
private patients were included in the National llealth Service
operating sessions, they were usually pLaced carly in the list
so that operations on National llealth Service patients "with
an equal or superior priority" might be delayed or even can-
celled. Rc&ardlng diagnoses such as special radiological
investigations, it was asserted that though patients would be
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booked fFor specific times long in advance, if a private patient
were brought in at shdrt notice, it "usually led to the can- ;
cellation of one or more National Health Service appointments."34
Evidence was also presented of National Health Service beds
35 '

being used by private patients; of a lowering of staff morale due

to consultants’ Heglecp of their National Health Service work and
excessive delegation of responsibility of such patients to _juniors;36
and of specific abuses such as the theft or borrowing of medical equip-
ment and expensive instruments for private work.37 But the many such
examp les of the logxwing of the quality of National Health Service
care fue to the demands of private practice were given only token
recognition by the Expendiéure Committee. Albeit by a narrow majority,
their conclusjons were:

that private practice oberates to the overall benefit of the

National Health Service. We recognize that, from time to

time, abuses may occur as they may in any large organization.

We do not condone this situation, but we do not believe abuses

to be widespread or of any magnitude,38 i

éuch a conclusion is not surprising perhaps if we consider the

interests of consultants in retaining private practice unchanged.
Cerfainly, their evidence before the Expenditure Committee was suppo}t-
ive,of existing arrangements for private practice. If they wish,
instead ' of working full time for the thional Health Service, consult-
ants may be employed on a part time basis. A maximum part time con-
sultant accepts thg) obligations of a full time post, but is paid only
9/1Lth of the full time salary. In exchange, he has the right to
engage in private practice. This combination of privatée and National
Health Seryice work can be lucrative: in 1955-56, .the average income

o
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of part time male consultants in Britain was.!3,603 while that of
full time consultants wa34!3,002, and the average income of those
in the highest income decile of part time workers was.zS,393 while

2.39 Any

their full time counterparts received an average of.!3,78
restrictions on consultants! rights to enter private practice would,
therefore, lower their income considerably and cause many to leave

the»country. The Report of the Expenditure Committee did recognize,

therefore, the rnle played by private practice in keeping top con-

sultants in Britain. But it failed to recognize the implications of

a continued growth of private practice for the National Health Service.

As we have already noted, the private sector of health care
accounts for only a small proportion of the population. Small
numbers of patients are involved and the extent to which they deprive
National Health Service patients of the care which they should receive
is as yet small, but there are reasons for expecting a contiduing
growth in private practice and hence a further deterioration in
NaFional Health Service. lowever, the significance of the continued
existence of the private sector has to be found in othier than present
numbers and the extent to which National llealth Service patients are
now deprived of care which they would otherwise receive.

We can focus, instead, on two relatcéd issues in illustrating

A}

the significance of private practice for the National MHealth Service.’
Firstly, there is the symbolic significance of private practice: the
existence of a private health sector recognizes the right of patients

who have the money, to pay for certain privileges which are by no
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means simply non-medical privileges. ihus, recognition is given to
the distribution of medical care on a basis other than need, and to
the availability of two levegs of care. Mencher comments:
Since the rationale for private practice, when free medical
care isvAvailable to all, must largely imply some secrvice,
t@e question of privatg ?ractice cannot be comfortablxo
divorced from the provision of two standards of care,.

In a symbolic sense at least, it can be argued that the
National Health Service p}oduced little change; just as before 1948,
the wealthy can pay for private care while the poor receive public
care. It is true that the majority of people receive public care,
but a privilege has been retained--one which appears, to be iécreas-
ingly attractive to middle class patients, ContinuZL growth of the
private sector could produce two parallel health services: one cater-
ing largely, to the middle class, the other, to the working class.

Ang herein lies the further sign;ficancc of private practice
for the National Health Service. The existence and continued growth

‘

of the private sector is important in that it can have in the future

an increasing impact on the quality of care received within the public .,

sector. In order for.a demand for private care to exist, the National
Health Service has'tp provide inferior care, and its existence cdn
make public care even moéé inferior. By attracting mainly middle
class patients, it robs the Nationdl Health Service of its nu;e vocal
and crificq} patients--patients whose.continued use of the National
Health Service might otherwise help 'to generate improvements within
tﬂé:public service,. A circular process may be set in motion: the

Y

continued growth of provident schemes serves to convince people that

e G
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they do have something to offer, and as they grow in membership, their
negative impact on the quality of National Health Service care may
increase., Thus, yet more patkgnts may be attracted to private practice,
and as the private sector continues to prosper, the public servic§

\

continues to deteriorate. .

Summary

In &onclusion, we argue that private patients compete for
resources with National Health Service patients and that the claims
of f;e former are frequently given priority. At present, because of
the relatively small number of private pgtients, this has relatively
little impact on the guality of care available under the National
Health Service. lowever, the very existence of a private héalth seg-
tor gives formal recognition to the availability of two levels of care.
And continued growth of provident schemes--whig? is particularly likely
if they become an accepted fringe benefit--could lead to the develop-
ment of two parallel health sectors. This would in many respects

A

. R . \
represent a return to the pre-1948 situation.

CONCLUS ION

a

Our review of data on the use and quality of National Health

-

Service hospitals indicates relatively equal access to health care,

a
b o

but studies which suggest the existence of class based inéqualities

do indicate the need for further research. We have argued that data

" “on hospital admissions are relatively meaningless unless viewed in a

broader context. Since similar patterns of hospitalization may exist
& . .
Wy, ‘
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iﬂ medical care systems which sontain marked inequalities in access
to\§ervices and in those where eqhality of access prevails, hospital-

ization data must be interpreted in Yhe light of the accessibility of

primary care. And so because we observed no marked class inequalities

AY
Ay

in access.to general practitioner care, Qa‘have argued that there
appears to be relatively equ;L access to h&épital care within the
National Health Service. However, the questiOn of whether unsxilled
and agricultural workers are disadvantaged in access to both general
practitioner and hospital care has to be resolved by further research.
In our discussion of the private health sector, we have argued
that the very existence of private care is a formal recognition of
the availability of two levels of care and of the right of patients
with high incomes to pay for care of superior quality. The private
sector is, admitéedly, small and it presents relatively little threat
to the quality of care provided within the National Health Service.
But while it is difficult to engage in social forecasting, the poten-
tial paths of development of the public and private hea}th sectors
should be considered in future planning of the health services. If
group based private schemes become more widely accepted by companies
interested in extending the fringe benefits of management, if the fuly
page British United Provident Association advertisements which, over
the past few years, have appeared more frequently in the better news-
papers are successful in attracting new members, then the present
annual growth rate of cluose to 8 per cent may increase., And should

this be so, the possibility of a deterioration in the quality of care
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within the National Health Service also ‘increases. The potential

development of two parallel health sectors should not be too easily

dismissed.

We have already argued that whereas middle class patients
were disadvantaged in access to hospital care prior to the introduc-
~E§Zion~of the National Health Service, under the new service, the doors
of the major hospitals were opened to them. We now see that they have
Fully availed themselves of National Health Service hospital care,
and that they have, at the same time, retained the right to pay for
& private care and the privilegZ; which it brings. And private hospital

patients are no longer confined to smaller hospitals providing

.inferior care. In effect, therefore, middle class patients benefited

from the introduction of socialized medicine,and at the same time,

saw an extension of the benefits attached to receiving private care,

* ]
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( ! CHAPTER IX |
DENTAL CARE: AN EXCEPTION TO THE GENERAL PATTERN

Introduction

" As in the previous two chapters, the initial question from
which we proceed is that of whether class inequalities in use of
dental services exist. In other words, to what extent are thc needs
for dental care of patients of different social class being met : i

within the National Health Service? We will argue that:.

- 1. Unlike general practitioner and hospital services, working )
class patients do not make as full use of the dental service

as their needs for treatment would lead us to expect. ALl

i
!
|
patients make less frequent use of dentists than is warranted f
!
by their needs for care, yet this gap is considerably more i
i
}
!

cbvious for working class patients. . ¢

Vo 2. This inequality in the use of dental services may be explained i
by the absence of a tradition of public or charitable dental
care for the working class, by the comparatively high costs

v of care, and by the rather negative public image which the

dentist possesses. Variations in access to health care cannot,
i
i therefore, be explained simply in terms of the presence or Ll

absence of a system of socialized medicine. .
i

. The first sections of this chapter review the data on needs for
' 4

dental care, and the use made of the dental service by patients of dif-

ferent social class. The latter sections are devoted to a discussion

- . .
v . N
@ h
3
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LY

O

of the probable reasons for the much more obvious class bias than

-

exist in the case of the other two major sources of care within

the National Health Service.
Lo

‘X.’\ ~ —
.
) NEEDS CARE
E e N S
e The same pattern which emerges in.relation to general morbid-

W v e en o bl e A S St o St gt g

ity is evident with respect to dental health: persons of lowec social
class experience poorer dental health and have a greater need for !
care’, A thorough study of the need and demand for dental treatment

1
has been sponsored by the Nuffield Provincial Hospitals Trust. The

research covered a random sample of the popu,Latior: aged twenty-one
years and over in two towns in England--Salisbury and Darlington, :
The sample in Salisbury was examined between April and September, 1963, i
and that in Darlington bétween‘September, L963 and March, L96u, ) :
Table 14 shows the propqrtion of teeth present which were found to be
decayed by the social class of the individuals examined. The results §
are presented separately for the two towns. It can be seen that the. §
proportion of decayed teeth (and thus fhe need for care) is higher

in the manual groups than in the non-manual: the proportioq of people Ty

g

with no decayed teeth ranges from 40 per cent in classes, I “and 11,

~
<
!

¢ to 15 per c(ent in classes v and V in Salisbury, and from 37 per cent

to 13 per cent respectlvely in Darlmgton These types of results

have also been found in later studies. .The first dental survey on a
3 ‘ . v

- : national §éa;é was conducted by the Government Social Survey in 1968,

. -

f'?’w‘}f* This covered a random sample of adults.aged sixteen years and over

. ‘u:} : . , .
o
L . - .
: @ - . ‘ )
. k * i . .
.
.
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TABLE l4.--Social class and proportion of teeth present found to be

decayed, Salisbury and Darlington, 1903-04 .
» Teeth Present Found to be Decayed
Less. than ‘.Total
Social Class None /3 1/3-2/3 | Over 2/3 [N = LOU%
Salisbury
N I and\l 40 53 8 - )
. 111 non‘manual 32 o4 H - 47
? III manual 22 60 9 3 76
IV and V LS 75 110 - 20
All groups 28 , 63 8 1 183
i./"” barlington
I and 1I 37 52 7 " Y,
" III non-manual 38 55 | .8 - 4o
III manual IS 78 7 1 91
IV and V 13 73 15 - 40
ALl groups. 22 69 8 L ~ 199 -

5 " . o
Source: J.S. Bulman et al., Demapd and Need for Dental Care
(London: Oxford University Press, 1968), p. L7.
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A\
in England and Wales and showed an increasing level of tooth loss as
]
social class declined.
These studies indicate that needs for dental care are greater
4

among working class patients, and yet data on use of dental services

show that it is middle class patients who make the most frequent

demands for care.
USE OF THE DENTAL SERVICE

The Survey of Sickness provides mean annual dengal consulqation

, @ .
: 3
rates for the period L943-1952. These rates, for males aged sixteen

years and over, show a clear increase with increasing income level:
they range from thirty-seven fév\those earning less than i3 per week
to eighty-eight for those earning over 110 per week.

The more thorough study of needs and demands for dental care
which was sponsored for the Nuffield Provincial Hospitals Trust

indicates a similar variation. In all social classes, the need for

care exceeds the actual demand, but the discrepancy Petween need and

deﬁand increases with lower social class. Table 15 indicates the pro-
portion of teeth .which had bgen restored by the social class of the
persons examined in both éalisbury and Darlington. In Salisbury,

85 per cept of the Subigcts from classes IJ and V had less than one-
third of their téeth restored, and in Darlington, B8 per cent. The
comparable figures for classes I and Il were 28 per cent and W44 per

cent. It is also interesting to note the differences between the

manual and non-manual sections of class I1I. In Table L4, it can be
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TABLE 15.--Proportion teeth found to have been restored by social

class, Salisbury and Darlington, 1963-6U4

&

Teeth Restored

Less than Total
Social Class Nonea /3 L/3-2/3 | Over 2/3 | N = L00%
Salishury
I and II 10 18 58 L5 40
111 non-manual 9 49 43 - 1Y)
III manual 23 4l 33 Tl 70
IV and Vv 25 60 L0 5 20
All groups L7 4o 38 5 L83
Darlington
I and 11 1L 33 4§ 7 27
I1I pon-manual 5 48 ug - 4o
III manual 4y 38 18 - 91
IV and V 60 28 . 13 - 4o
All groups 35 38 27 L 199

Source:

J.S. Bulman et al., Demand and Need for Dental Cave

(London: Oxford University Press, 1968), p. 'lY.

. e M MRS W
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seen that non-manual Workers in class III are less likely to have
decayed teeth than manual workers in the same class. And Table'ls
indicates that the former are nore likely to seek dental care: in
Salisbury, 9 per cent and in Darlington, 5 per cent of non-manua L
workers had no teeth restored while the equivalent figures for
manual workers in the same class were 23 per cent and Ul per cent,
This study by Bulman et al also presents data on the period
of time which had elapsed since the last visit to the dentist, and
on the patterns of dental visits within the five yecars preceding the

survey. Working class patients were Least likely to obtain regular

dental care. Over one-third of thosg from classes IV and V, and

close to 15 per cent of those from ¢lasses I and II, had not visited

a dentist in the ten years before ghe study. And, as Table?l6

indicates, none of those in class V had ‘received regular dental care

in the past five years while one- hird of those from classes I and
I1 had done so. Furtbgrmore, th propgftion of people who did not
consult a dentist at/éLL during/the preceding five years rises
steadily from cLass?@ I and II /to class V: in Salisbury, for example,
the percentages range from nincteen for classes I and Il to sixty-
four for class V, and in Darlington, [rom 22 per cent to 50 ppr/cent.

! [
! ’
Further confirmation ¢f this relationship between social class

iy
and use of dental services is found ip a study by Cook and Walker.
Their analysis of payments made to dentists shows that in executive

council districts with a high proportion of the population in pro-

fessional and managerial occupations, the volume of dental treatment
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TABLE 16.--Pattern of dental visits during past five years by social
class, Salisbury and Darlington, 19063-64
Pattern of Visits
Regu- | Occa- Rarely| Rarely |No Total
Social Class larly | sionally | (Pain)| (Dentures)|{Visits |N = LOU%
Salisbury
I and 11 33 23 LG 15 19 88
III non-manual 28 20 18 3 30 93
¢ II1I manual L4 17 L5 Ll U3 203
1v b 8 23 LL 53 53
| V- - 9 L8 9 i 22
Darlington
I and 11 35 29 8 6 22 u9
III non-manual 21 9 | 2y 14 32 91
III manual 6 8 29 13 45 248
v L 10 23 15 51 79
v g - ! 30 15 50 46
4 7
R -
: L /Solrce: J.§. Bulfan ot al., Demand and Need For Dental Care
TE (London; Oxford University Press, 1908), p. 39
) . . G
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was higher than in those exccutive council districts with a high pro-
portion of unskilled and semi-skilleé mapual workers, They also
compare expenditures on dental care in 1952 and 1962, After adjust~
ments for price changes, the 1962- figure for England and w;tés shows
an increase of 51 per cent over the 1952 figure, and there was a
tendency fur‘the greatest increase to be in those districts in which
most money was already being sbent on dental treatment--predominantly
middle class districts.

Ciearly, although needs for dental care appear to be greater
on the part uf working class persons, it is middle class patients
who make the most frequent demands for care. Why do these clear
class differences exist with respect to dental care when they do not
for the other medical services which we have discussed? There seem

to be several possible explanations, and we move first to consider

the pattern of development of dental services in Britain,

HISTORICAL DEVELOPMENT OF DENTAL SERVICES -

The Abscnce of a Tradition of Care

While therc has been a long tradition of providing both hos-
pital and general praétitioner care for the boor;s no such tradition
developed with respect to dental care. Tt has always been a service
provided la;gcly ¥Yor, and mainly valued by the middle class. While
higher incomé families were able tolddvciOp habits of fairly regular

dental inspections and treatment (thus protecting their tecth and

preventing extractions), lower income families tended to have to wait
‘ 4

N

9

”~

e

VR
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until pain forced them to visit a dentist, wheyf extraction was usually
6
the only possible treatment. As Herbert comments in 1939:

The wealthier classes have acquired the habit of visiting a
dentist regularly and looking to him to protect their teeth
rather than to extract them when decay has finished its work.
But the working classes generally have not come to realize
the importance of dental health, and in any case many of them
cannot afford regular dental treatment. Accordingly, they
tend to wait until pain drives them to the dentist. By that
time extraction is often the on&g remcdy.7

£)

The minimal provision of public or charitably supported dental
care, no doubt, stems partly from the nature of dental problems.
While infectious diseases were a potential theeat to the wealthy,

.
decayed teeth were a problem tg)their bearer aldne. Seclf-interest
did not, thercfore, lead the wealthy ta provifde for the care of those
less fortunate than themselvgs. But we should alsv recognize that
dental treatment had a relatively low value placed updn 4t by all
sections’ of socier—-even mo tivated by altruism, the Qealthy were not
likely to see this as an important benefit to be made available to

workers .

The low value placed on dental care is in part dependent on the

" nature of,hental problems whicb'allow for a greater amount of discre-

ry behaviour--it is much easier to ignore cavities (unless they

nts, Dentistry "only slowly achieved the dignity of a profession":
: / .

rofessionalization took place at a relatively late date,xéonsiderably
/ )
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after the classic age of British philanthropy. - Whereas the General

Medical Council (supervising the medical training and qualifications

of doctors) was established in 1856, the similar body for dentistry

was only established in 1921. "
Prior to the introduction of the National llealth Service, and

apart from'private care, dental treatment was available at maternity

and child welfare clinics, ante-~natal clinies, and through the School

Medical Service. Treatment was also provided at dental hospitals,
: g
the outpatient departments of general hospitals and at municipal

clinics. And if patients were covered by none of these services and

were unable to pay privately for care, Public Assistance Committees

¢
v

and some charitable organizations would provide help .for needy cases,
'y

But thesc services were in no way as extensive as those for general
Ce

medical and hospital care.

“

Dental Care Under the National H&&Lth.
Insurance Scheme

M

a - t

Dental care was provided as an additional benefit under the
National Health ;A§urance scheme, but less than 10 per cent of the
insured populatiun\§1igib1e for dental benefit actually applied for

treatment in any givég year. In fact, procedures for applying were

by no means straightfgkward, and there were no clear guarantces that

\
the National Health Insurance scheme would pay for the treatment

received. Should the dentist do a thorough job and the cost be high,

an Approved Society might deny payment=--even if the treatment had

been formally approved by the Dental Benefit Council. This alone




- e
13 e

-206-

was likely to lead to different treatments for insured and private
pﬁtieﬁts.

The Approved Society rarely paid the whole cost of care--
unless it was under 10 shillings, and the procedure for claiming such
benefit was not simple. After applying for bencfit, the insured
person might be required to submit to an examipation by a Regional
Dental Officer. Then, if the claim were accepted, there would often
be a delay beforn receiving treatment since the Committec of Manage-
ment of an Approved Society had to fix the proportion of the cost to
be paid by the Society--which in no case should be less than half the
cost of treatment. And, since such additional bepefits were depend-
ent on the Approved Society having surplus funds, whe;; morbidity‘was

high or nceds for care great, such additional benefits were lcast

likely to be available. As Levy notes, -
These administrative conditions and cjgzé;stances do not tend
to stimulate dental treatment on the patt ol a class which is
in general inclined to take dental congervation lightly and .
tries to avoid medical action in what /in many cases is at first
regarded more as an inconvenience than a sickness.

a
Summary \
\

The development of dental services wd§\Q£\3 rather different
nature than thal of general practitioner and hospitdﬁ services, From

its beginnings, dentistry was essentially a service cakering to
—

middle class fce paying patients. The professionalization of denti try

took place at a relatively late date in Britain, and public or chari

table dental care was never provided for workers and their [amilies

I
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in the same measure as geperal medical and hospital eare. Quite
sihply, working class patienfs were in no position to develop the R
habits ofgobtaining dental care and the dentist never became a
familiar figure in worgking class areas. In no position to develop
a long tradition of valuing and obtaining regular care, working
class patients were, therefore, unlikely to place a high priority
on dental treatment as soon as the National Health Service made it
more readily available,

But in sceking to explain present class incqualities within

the dental service, we must go ‘beyond a historical explanation and ' T
e

examine the organization of these services and the factors which con- ////

tinue to operate as a deterrent to working class patients seeking <

e

care. To these, we now turn, ~

e

CONTEMPORARY BARRIERS TO OBTAINING CARE

e e e b ks L a

There is, in all classes, a discrepancy bgtwéén needs for
dental care and actual treatmént, but the disqpépancy is much greater
for working class patients. Several featqu; of the dental services
within the National Health Service may hqip\to explain these low rates
of consultalion on the parf of working t&ass patients. Firstly, the
costs of dental care may prevent some patients from seeking treatment.

.

~The cost of dental care is comparatively high since patients pay a

substantial part of the total cost at the start of a course of trecat-

ment.g And whereas the "hidden" costs of obtaining general’ practitioner -

care are only likely to present a problem for persons close to the
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poverty line or below it, the costs of using dental services are

—

likely to act as a deterrent to a wider section of the population.
The study by Bulman et al. notes that manual workers were most likely
to express dissatisfaction about the high cost of dental care: the
dissatisfied were those most likely to visit a dentist only when
they were in pain.lO This, no doubt, help to explain the higher
proporticn of manual workers who have no ﬁatural teceth, and yet have
no dentures.Ll

But costs alone are not a full explanation. The ava;labflity
of dental care is also important. A study by Cook and Walker of the
geagraphical distribution of dentists within the United Kingdom
suggests that care may be less available for working class patients
since dentists are more likely to set up their practices in middle
class areas. Speaking of the gEOgraphicaE/digtribution of dentists,
they note that . -

-

In England and Wales there is clear evidence of an association
with the social class stqycfure of the population; the higher
the proportion of persons in socio-economic group I (managerial
and professional). . .the higher the proportion of dentists,
and the higher the proportion of persons in socio-economic
group III (unskilled or semi-skilled manual workers). . .the
lower the proportion of dentists .12

That this may be an important factor in explaining lower rates of use
on the part of working class patients is suggested by the fact that
where more facilities are provided, the demand for treatment does
rise to make use of then,\.13

Another possible explanation may Lie in the public image and

acceptance of the dentist: we can note distinct differences in the

N ey Al a i s e OB
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pgpular images of dentists and doctors. In Chapter VII, we spoke
of the homely and approachable image of the family doctor. The image
of the dentist is quite different, It is almost as though the gen-
eral practitioner exists to help you, while the dentist is there to
hurt you. How many mothers tell their child, before a visit to the
dentist, that "it won't hurt"? "And how many have to make a similar
promiseebefore a doctor's visit? The Political and Economic Plan-
ning study of the healéh services notes that the major reason for
not getting dental treatment when it is needed is that people are
scared and appx:*éh-ensive.]'l‘t This fear which people.have of dentists
is brought out in Bulman's comments on the response to an offer of a
free dental examination (an examination--not treatment!):

No one who was examined objected to the examination procedure

and many who came expecting to experience some discomfort

were agreeably surprised. Several "examination refusals”

:gre converted to acceptances after seignga friend or rela-

ive emerge unscathed from the ordeal.
And when these subjects were asked Qhat they looked for when choosing
a dentist, the most frequent answer was a "dentist who puts you at
ease," and the next most frequent, "a dentist who doesn't hurt.,"
This negative image may explain the discrepancy between needs

and demands for treatment in all social classes. But it may be more
important for working class patienté where knowledge about dental

16 where no long tradition of seeking

health and care may be lower,
regular dental care has developed, whe;e dentists are not easily
accessible, and where costs are dlrgady-—acting as a deterrent. Each
of the fa;tors which help ex?lain the low rates of consultation on

\
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the part of working class patients may thus tend to rcinforce each
other, And though the National Health Service did, in thecory, pro-
vide more ready access to dental care, these aspects o[fdxe organi-
zation and delivery of care may have inhibited many patients from

using the new services offered to them.
CONCLUSION

There is an obvious differcnce between the patterns of use
of dental services and of general pracéitioner and hospitalﬁ%ervices.
In the latter cases, relatively few instances of class inequalities
are evident, but with respect to dental care, we sece quite obvious
inequalities. While all patients fail to obtain the care which
dental examinations indicate as being necessary, working class pa-

\

tients are considerably less likely to receive the care which they
need. We have argued that the low rates of consultation on the part
of working class patients may be understood in terms of the histor-
ical development of the dental service and the present orgapization
of this service, The absence of a tradition of public and charitable
care prevenﬂ‘d the identification of the dentist as pﬁ integral part
of the working class community and hindered the development of values

e

and attitudes conducive to patients seeking care on;é fairly vegular

t . !
basis. And though the introduction of the National Health Service
made care more readily available, the relatively hfgh costs of obtain-

ing this, the tendency of dentists to locate their surgeries in

middle class areas and the continuing negative image of dentists may

v
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have .further hampered the development of habits of fairly regular

dental inspection and treatment among working class families, A
' * 8

_rgreater correspondence be tween neceds for care and usc of the dental

services micht be achieved with a reduction ip the costs of care,
a relocation of many dentists in working class areas and an educational
programme on dental health and treatment. But further research is
essential if we are to determine which of these factors are most
important in explaining the frequency with which paticents seek care.
Insofar as the welfare state is viewed as reducing Flass
inequalities, ig is socialized medicine which is seen as narrowing -
inequalities in access to care. We have, in our discussion of
general practitioner services, argued that the introduction of a sys-
tem of socialized medicine is only one of several factors which may '
operate to produce equality of access to medical care. This dis-
cussion of the dental service reinfarces these arguments. Lt again
draws our attention to the importance of the tradition of care exist-

ing before the introduction of socialized medicine, and to the extent

to which practitioners--whether, general practitioners or dentists--

possess a favourable public image. While the gencral practitioner
is and has [or many decades been an accepted element within the work-
ing class community, this has not'becn true of the dentist.

Though dental care is provided within the National lealth
Service, the costs involved ip obtaining it are greater than is the
case for general practitioner care, For this reason, it is not as

good an example of socialized medicine as we might wish, and we must

*
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Limit the inflerences we might make from a comparison of the dental
| o

and gencral practitioner services. However, it appears that varia-

tions in access to medical care cannot be explained simply in terms

5 E
of the presence or absence of a system of socialized medicine.
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! X CONCLUS ION

f

J;ile there is a continuing debate between marxist and plur-
alist thegries as to the nature of the distribution of power in
advanced inMustrial societies, we have identified certain common
assumptions concerning the introduction of welfare services and pro-
grammes, and the extent to which they have contributed to the reduc-
tion of class inequalities, Both marxist and pluralist theories
have assumed that:

1. The welfare state represents a radical departure from the prior
organization of services and programmes;

2. The working class was in a particularly digadvantaged position
prior to the introduction of welfare state services;

3. The introduction of welfare services and programmes was a response
to working class pressures for reform;

4, As such, welfare measures were addressed to the needs of the
working class and to reducing class inequality;

5. The welfare state has reduced class inequalities and achieved a
measure of income redistribution.

These assumptions also embody a class theory of social change and

convey @ sense bf continuing progress. Though the twb thecretical

perspectives differ on the issue of how widely power is aistributed

throughout society, they both appear to assume that a measure of pro-

gress results from those redistributive processes which channel bene-

fits, traditionally received by the middle class, to warking class

families.
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This study has examined the sources and impact of the National
Health Service in Britain and, in gquestioning the assumptions.made in
marxist and pluralist theories, has developed alternative interpre-
tations of the emergence and operation of this one branch of the wel-
fare state. The research was conceived as an exploratory study.
Obviously our arguments concerning the National Health Service cannot
be generalized to other welfare services and programmnes in Britain,
nor to public health care systems in other countries. These are
issues for further research. Similarly, the arguments developed in
this study must be viewed in the form of hypotheses which might be
tested in more focussed studies drawing upon original sources. The
breadth of the issues upon which we have touched have precluded such

systematic analysis of original sources.

SEVEN ALTERNATIVE PROPOSITIONS

Drawing together the threads of the arguméntsiaézaiap e
preceding chapters, we propose that:

1., The National Health Service was not a radical departure from
the organization of health services prior to 19u8.

2. Working class patients were not severely disadvantaged in
obtaining medical care prior to 1948. Middle class patients
were, in some respegts, in a particularly disadvantageous
position.

3. The National Health Service was in large part a response to

the recognition of a need for organizational and administrative

.
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rationality and for a stable source of financial support for
the hospitals. The National Health Service Act was addressed
to these goals,

The recognition of problems within the health services and the
concern fo>\aqiggp came largely from the medical profession
and hospital administrators.

The National Health Service may be no more effective in redis-
tributing income than were the health services prior to 19u8..
Though not specifically addressed to achieving such, there
are no glaring inequalities fh access to medical care within
the National Health Service, ;This may be due not so much to
the system of socialized medicine per se, as to the central
role of the general practitigner in the service,

While there are no marked inequalities in access to caré,
there is a gréwing class inequality in health levels as
méasured by mortq}ity rates,

Let us address ourselves to each of these issues in turn, indi-~

cating the way in which we were directed by questions ariaming from
those assumptions made within marxist and pluralist theories and briefly

reviewing the data which we have discussed in the preceding chapters,

The National Health Service was not a radical departure from
the organization of health services prior to 1948,

Both marxist and pluralist theories assume that the emergence

of the welfare state represents a marked departure from the earlier

'
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grovisions made for the poor and the working cléss. While the exact
nature of this change is not made explicit, we might take it to imply
one of several things in relation to health services. The image of

a marked change may be founded on the asgumption that no traditién of
publicly provided care existed before L948; or that care was generally
not available to the working class prior to the introduction of the
National Hedlth Service; or that the principle on which care was pro-
vided was different from that under the National Health Service. But
our analysis of the development of health services in Britain from
the mid-nineteenth century onwards suggests that none of these assump-
tions are valid. As we have shown in Chapter I, the robts of the
National Health Service can be traced back to the mid-ninetéenth cen-
tury and beyond: during this time, a strong tradition of public and
charitable care was established in Britain and care was available for
the destitute and the working class at little or no cost. And in

the latter part of thé nineteenth century and the early decades of
the twentieth century, the State gradually extended its sphere of
responsibility in providing healtﬁ care. These facts do not lead to
the beguilipgly simple thesis that the National Health Service was

a natural exténsion of this early tradition. But it should be recog-
nized that the principles upon which the National Health Service was

foundgd were established many decades prior to .the introduction of

the service: the basis for the new service was laid by th& National

Health Insurance scheme (1911), and by the extension of £

services fé‘all'persons suffering from certain diseases,

—~
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such measures the principle of free care with no means test was early
established,-
This sense of continuity may also be undeérstood in terms of

the interest groups generated by the structure of health service priéb
to 1948, As our discussion in Chapter IV indicated, not all these
groups were successful in protecting their interests in the negotia-
tions prior to the introduction of the National Health Service, but
the “gelative success of consultants and general practitioner§ does
helﬂjto explain the continuity of structure within the health' services.

It is on the basis of such data that we argue that the National
Health Service cannot be regarded as a radical departure from the

prior organization of health services, and that it was in large part

built upon the existing institutional framework,

2. Working class patients were not severely disadvantaged in
obtaining medical care prior to 1948, Middle class patients
were, in some respects, in a particularly disadvantageous
position.

Marxist and pluralist theories convey the impression that wel-

fare state services and programmes were introduced in an effort to

reduce class inequalities, With respect to health-care, such an assump-

tion leads us to predict that before the introduction of the National
Health Service, the poor and the working class were either denied the

care available to middle class patients, or that the care which they

recRived was of distinctly lesser quality than that obtained by middle

class patients. However, it appears that no such simple statements

can be made concerning class inequalities in access to care and use
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of services prior to l9u8.

Free public and charitable care was available for the working
class even in the mid-nineteenth century and treatment was provided
at small cost thraugh various types of contributory schemes. From
1911, workers received free general practitioner care while their
dependents continued to receive treatment from the same sources as
previously. The rising costs of care led to Limitations being placed
on the amount of free care available, and those above the level of
destitution began to be charged for a part of the cost of treatment,
yet theselincreasing costs were partly balanced by the rapid growth
in membership of contributory schemes. There is little data to indi-
cate the use made of health services by patients of different class
background, but that which is available for the two years before the
introduction of the National Health Service indicate just slightly
lower rates of consultation with doctors on the part of working class
patients,

Differences .in the quality of care received by working class
and middle class patients were probably minimal in the mid-nineteenth
century. But as medical care increased in‘sophistication, it is pos-
sible that in terms of general practitioner care, middle class patients
received better treatment. However, this was not so in respect of
hospital care. Local and voluntary hospitals in the early l940's were
adnd tting mainly working class patienFs while middle class patients
were confined to the smaller\and less well equipped private hospital

system., In this respect-~and in the fact that they received no
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financial concessions in obtaining care--middle class patients were
in a disadvantaged position.

It is not that the problems in obtaining health care were non-
existent for working class families--even small costs may have severely
strained the purses of workers' families, and in addition to financial
deterrent to seeking care, the moral stigma of accepting charity may
have inhibited some from obtaining care. Rather, we argue that it
is inappropriate to recognize problems as existing for the working
class alone: middle class patients received no financial concessions
in obtaining care and were generally unable to obtain care in the

mainstream of the hospital system.

\

3. The National Health Service was in large part a response to the
recognition of a need for organizational and administrative
rationality and for a stable source of financial support for
the hospitals, The National Health Service Act was addressed
to: these goals.

Insofar as marxist and pluralist theories argue that welfare

services and programmes were addressed to class inequalities, they

‘are not only insensitive to the problems faced by middle class patients

in obtaining medical care, they also ignore the internal problgms
within the health services prior to 1948. We have argued that the
practical problems of providing medical care in large part explain
the genesis of the National Health Service: it was predominqntly a
response to the increasing costs of care and to the chaotic organiza-
tion of the health services. The deveiopment of medical science

created increasingly sophisticated drugs, and more efficient and com-

_-plex diagnostic and surgical procedures secured a more central role
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for the hospitals within the health system. At the same time the
costs of providing care increased considerably and during the 1920's
and 1930's, the hospitals were starved of funds and the vo}tntary”
hospitals became increasingly dependent on government money. These
financial problems must be viewed against the background of the
chaotic organization of the health services: care was available from
myriad sources, there was much duplication'of services and equipment,
and little co-ordination of administratively separate units. )

The demands of wartime highlighted and intensified these prob-
lems. There was a very real need for a stable source of finance for
the hospitals, and also for a rationalization and integration of the

health services; it was to these issues that the plans and negotia-

tions prior to the National Health Service were addressed. Unfortu-

. A .
nately, these negotiations were largely conducted in secrecy, but it

appears that neither equality of access nor improved access to care
for working class patients were the primary focus in the evolution
of plans for the new service. Given the fact that working class
patients were not severely disadvantaged in access to care, and that
organizational issues are inevitably paramoﬁnt in any such process of
planni?g, this seeming inattention to issues of social justice is
perhaps not surprising. But further research might usefully explore
the manner in which the State's proposals for the new service were

guided by an egalitarian ideology committed to reducing severe class

inequalities,
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4. The recognition of problems within the health services and the
concern for change came largely from the medical profession
and hospital administrators.

Both marxist and pluralist theories view the introduction of
welfare servites and programmes as being a response on the part of
the state to pressures for reform from the working class. Such an
argument leads us to predict pressures from workers through unions
or the Labour party for changes in the organization and delivery of
health care. Bmt such direct pressures for reform of the health
services do not appear to have been strong.

The problems in providing health care had been recognized for
several decades. But the initial recognition came not from the work-
ing class, nor the Labour party (as a representative of workers), nor
so much from the State, as from members of the medical profession and
hospital administrators: the proble%s were largely defined by, and
blueprints for a new service formulated by those working within the
health services. The proposals for a reorganized health system--the
reports of the Socialist Medical Association, the British Medical
Association, the Dawson Report,Jthe Medical Planning Commission--
stemmed mainly from the various branches of the medical profession.
Public pressures appear to have been at a minimum and in negotiations .
prior to the introd;ction of the National Health Sérvice, representa-
tives of the public were excluded. The political left, as a r;pre-
sentative of the working class, was not in the forefront of pressures
for reform--the Labour party only really accepted the proposals of

the Socialist Medical Association in 1942 when there was already a
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general acceptance of an urgent need for reform?within the health
services, And even in Lgui, the government was thinking simply in
terms of a reorganization of the-hospital system,

It is on the basis of such data that we have argued that those
working within the health service were in the forefront of the move-
ment for reform., While the first major step toQards,socialized
medicine--the National Health Insurance scheme--may be v?ewed in part
as a response to pressures from increasingly organized workers, changes
within the health services after 1911 appear to be intelligible mainl}
in terms of the internal dynamics of the health system.

5. The National Health Service may be no more effective in redis-
tributing income than were the health serviges prior to 1948,

Underlying the assumptions'made‘invbotg marxist and pluralist
theories as to the impact of welfafe services and programmes, there
is an implicit belief in-continuing progrei:: The welfare state is

v
seen as reducing the most severe class inequalities. With respect to
the National Health”Servicé,»this sense of continuing reduction of
inequality appears, at first siéht, to be well founded. Not only are
there no glaring inequalities in access to general medical care--a
point we will turn to in a moment--the health service, financed largely
through general taxation, also achieves a sméll measure of income
redistribution, However, its exact contribution to the redistribution
of income is not clear and if we also consider the fact that mechanisms
of income redistribution were operating before the introduction of the

National Health Service, we must question whether the new service has
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a greater redistributive effect than the mechanisms operating before
its introduction, Through public medical care, philanthropy, and
middle class patients paying high private medical fees, thus subsidiz-
ing the free or low cost care of poorer patients, a measure of income
redistribution was occurring prior to 1948, Unfortunately, in the
absence of data .off taxatiaovn, on the costs of care, and the use made
of medical services before 1948, we are unable to assess the amount of
redistribution which occurred. And in the absence of Wmore precise
data on the redistributive effect of the National Health Sénhvwi’ce, we
can neither assess its present impact nor compare its effectiveness
with that of the healtﬁ services prior to 1948, But, in the liélnt of
the regressive cogts of servicn%, we have argued that its redistributive
role is likely to be quite small and that it is possible that the
mechanism-rather than the amount of redistribution has changed,
Further research might usefully explore this issue.
6. Though not specifically addressed to-achieving such, there
» are no glaring inequalities in access to medical cdre within

the National Health Service. This may be due not so much to

the system of socialized medicine per se, as to the central

17Le of the general /practitioner in the service.

/ With respect to general p’ractitioner and hospital care, there
appear to be no markt;d inequalities in the use of services by dif-
ferent classes. There is some evidence of class variétions in the
quality of care receivec{, ’af;’d some suggestion that parts of class V
make less use of sewiq@f/ than their mortalitg; an.d morbidity experi-\

ence would lead us to expect. Howe\ﬁer, the overall impression is one

of relatively equal access to care. |

s

Ay 2 A 50 £ O W et



L

O

®

-226-

#

.- !

It is a paradox that though the National Health Service was not,
specifically addressed to achieving equality of access, there appears '
to be less class inequality under the National Health Service than

__under other public medical care systems, We have argued that this— -

relative equality of access is intelligible not ;imply in terms of the
availability of free care, but also in terms of the long history of
care whigh had been available to- the working class which has rendered
the doctor an accepted member of the community(and, most particularly,
in terms of the organization of the National Health Service around
the general practitioner. The general practitioner is responsible for

guiding patients through the complexities of the medical system and

there appears to be relatively little social distance between the doc-

tor and the working class patient., Such arguments are lent support
in the observation that class inequalities are marked in the use of
dental services where Ebere is no long tradition of care and the den-

tist is often seen in negative terms.

*
\

7. While there are no marked inequalities in access to care, there
is a growing class inequality in health levels as measured by

s mortality rates,

We have discussed differences in Level; of health between work-
ing class and middle class patie@tg in Chapter VI in*or@er to estabiﬁsh
a’framework for inteépret;ng datanonxﬁhe use of services. But these.
data also give Qs d@n indication of tne tonsequences for people's
health of use of medical services. Parddoxically, we see that though

there is relatively equal use df medical services under the National,

Health Service, thefe has been a widening of class differences in levels
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of health as indicated by mortality rates.

Two types of influence are reflected in these mortality data.
Firstly, what might be called social class influences which include
"wealth, intelligence, personal habits, diet, home environmenﬁ, and
general occupational factors -such as physical exercise and mental
stress,"l and secondly, the occupational hazards which are specific
to a job. These effects are difficult to disentangle, but one useful
comparison is that between men and women, Wives, to some extent, act
as a control for their husbanés in respect of social class factors,
so that a marked difference in rates between men qﬁd marrizd women
suggest that variations in made mortality rates might be largely due
to differences in occupational risks,. ‘

If we compare standardized mortality ratios for males and mar-
ried women between the ages of 15 and 64 for selected causes of death,
we seeethat of seventy-nine causes of death applying to bqth men and
women, a common negative class gradient is evident for thirty-se@en.

In these instances, the rates for social class V are higher than those

for social class I for both men and married women, This would suggest

some common social class influence, For a further twenty~-two causes

‘of death, there was no uniform class gradient for either sex, and for

twenty, there was a class gradient (usgallylnegative) for only one of
the sexes.? These latter may beé a reflection of occupational risks
and sex role differences. - -

These data suggesf that class variations in mortality are‘not
simply a result of ghé greater hazards involved ;K lower class occu-

pations, Similar variations {n rates for 'men an wduen indicate that
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more general social class factors are important in explaining differ-
ences. But it is not clear why improvements in rates for class V have
not been of the magnitude of those for other classes. It is obvious,
however, that the National Health Service has failed to reduce class
inequalities in levels of health (as measured by mortality rates),
Even though people of different social cldss background a;ppear to have
equal access to medical services, they do not appear to benefit to the
same extent,

SOME BROADER ISSUES

The research reported here also raises some broader issues,

Firstly, we may question the sense of continuing progress which is i

impLicit in the assumptions to which we have addressed ourselves, \
Indeed, the notion of progréss is of limited utility in the study of
increasingly complex soc'ial structures with many competing values and

the paradoi of po_v‘evty in th'e midst of affluence,' or, of more rele-

vance % this study, equal access to health care yet widening class
inequalities in Levc;.ls of hea:ltl). Por‘how are we to measure progress?

If by access to medical care, then perhaps this was eased with the
introduction of the National Health Service--certainly _the barriers

to obtginipg care under the servicé seem few, But if we mean improved
levels of health and a nafrowing of class differences in this respect,

then pro;gress is doubtful. T

" We may also question the utility of a ddminant’em;;hasis on class
conflict as p;'oviding the ;dynamic for social change. In understanding

L)

the emergence of new social structures, the importance of new, )

ry
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technologically or institutionally based interest groups must also be
recognized. This study has indicated the importance of the varying
interests of consultants, general practitioners, and hospital admin-
iatratorsdin excluding middle class patients from the best hospital
care until 1948, and it has also shown the role of the various pro-
fessional groups in shaping the National Health Service during the
negotiations preceding the introduction of the new service. In these
ways, we have highlighted the importance of institutionally and tech-
nologically based interést groups, with conflicts between them cutting
across class interests. In seeking more consciously directed change,
the challenge is one of creating goals which transcend such sectional
interests and creating institutional structures which might reduce
the conflict of interests.

Moreover, the research reported here leads us to question whether
class ineqﬁalitieé in health can be reduced simply by ensuring easy
access to medical care, Indeed, the National Health Service appears
to have made little contribution to regducing class inequalities in
health and, even with a considerably greater emphasis on preventive
medicine, it would havelbgen waging aniy a partial war on sickness.
For morbidity and mortality Qre’affected by faétops over which medicine
has 'no contpoi. Soon after the introduction of }he &ational Health
Insurance Act in 1911, Stewart Johnson wrote:ﬂ

N..the conclusion forced upon .us is that whereds medical .

attendance upgn the insured.class may do much to prevent
such poverty as has been caused in the past by sickness,
Little can be accomplished by medical treatment to prevent
-gickness among the uninsured until they are first raised
out of poverty. The remedy for ill-health among the very
poor is not medical, but social and ecanomic.

™~
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This comment may still be appropriate. Class differences in health

are intimately linked with other class inequalities--in income, wealth,
education, standard of living, até. Until these inequalities are
reduced, inequalities in health are-likely to remain. A major prob-
lem facing Britain--and most other capitalist societies--is that of
extending the benefits egperienced by the majority of the population

to the lower class. Clearly, the health service alone cannot hope to
eradicate these problems. But neither, it seems, can the welfare

state as a whole, The efforts of the National Health Service to reduce
inequalities in health have for many years been buttressed by a free

state education system, public housing projects, and social security

~programmes. Yet none of these appear to have had any marked impact

on those class inequalities which produce variations in levels of health,
Though we argu; that inequalities in income, wealth, working

and living conditions must be reduced before we can expect a marked

reduction in-health inequalities, this does not deny the importance

of mediciné and of easy access to medical care. In fact, we have

throughout this stud& assumed that the health of patients is improQ;d

if their access to medical care is facilitated and Ehey are able to

consult a doctor wheng?er,necessary.- In so doing, we have adgpted

the premise underlying many critical analyses of health syssﬁms iﬁ

advanced industrial society. In these, improved access of working

_class patients to health care is viewed as an importanthoal, and this

is seen as being achieved by a variety of means which include better

education about health problems, changes in the organization and
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delivery of medical care and a reduction in the costs of care. As
Rossdale argues: ". . .health has become equated with the right of
every man to have access to an honest professional opinion. . . ."q

And in other institutional areas also, changes are urged which would

facilitate the access of the working class to the full benefits of

the educational system, to legal counéel, and to other services more

readily enjoyed by middle class families. Such critical analyses
are essentially supportive of these institutional areas for they
reaffirm the value we place upon the education our children receive,
or the health care w; obtain among other things.

But we may guestion such a premise. One of the most recent

and challenging analyses of modern medical care systgmé criticizes

these goals and their underlying values. In Medical Nemesis, Illich
argues that medicine creates as well as cures illness.5 He attri-
butes advances in the health of populations largely to improvements
in the quality of life--better nutrition, improvgd sanitation, etc.
And whilg the development of modern medicine has played but a small
role in reducing infant mortality and increasing life expecégncy, itl
has succeeded in creating illness; and a dehendeney on drugs and on

the medical pnofession. We have surrendered our autonomy, Autonomy,

he argues, emerges from an-acceptance of the realities of our existf'

ence--of pain, sickness, and death. Instead, we readily surrender
ourselves to doctors and accept the dependency of the patient role,’
Thus, the problem we must. face is not that of providing people with
more medical care, but with less. And that which is provided must

L

ensure the autonomy of "the patient.
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The challenge which Illich presents deserves comment. The
autonomy of which he write; might equally well be labeled as fatalism--
a less appealing label, given our contemporary sensitivities. It
evokes images of the situation described in earlier chapters of this
study--of illnesses endureJ’at home while people waited and prayed
for God's help. An image which if vieded poéitively may be seen
through the glow of romanticism. His discussion of the poor of India
and Mexico certainly suggests a romanticism and even the arrogance of
those who can live more comfortable lives:

The poor in Mexico or India have learned to survive by
making do on their own, and they can survive because
their environment does not yet impede them from fending
for themselves.b

His vision of what might be achieved is sufficiently radical
and far removed from present realities as to be of little use as a
guide in the practical decisions which produce change. ,The goals
towards which we seek to move cannot be totally removed from the

realities of our present lives. But here lies a paradox. For it is’

such visions that we lack, Visions which help us to question those

.things we take for granted and which help us to conceive of changes

which represent more than a simple elaboration of existing institu--
tional structures; which enable us to create a series of steps or.
intermediate goals linking the pnésent with fﬁtuée'images_and which
move towards qualitatively different social forms, Far while e#itical

analyses of advanced industrial society have become more frequent in

the last deeade, we lack clear images of a new ‘type of society towards
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which ?e might strive, 1t is the absence of such visions which helped
to ensure that the National Health Service was little more than an
organizational and aaministrativé change. While unrealistic, Utopian
visions help us articulate qualitatively different forms of sociale )
organization, anﬁ may facilitate more than minor elaborations of
existing organizational forms and almost imperceptible changes in the
quality of our lives. At the least, ,Illich's arguments open to ques-

tion one assumption on which this study is founded--that access to

medical care is of sjgnificance for people's health.

8
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THE LOGIC OF ANALYSIS AND SOURCES OF DATA

Becduse of the breadth of the issues we have touched upon -
in this ?esearch, we have made no systematic use of primary sources..
Instead, we have largely relied upon secondary analyses. And the
data we present has not been such as to systematically test the
validity of the'assumptions contained in both marxist and pluralist
theory concerning the sources and impact of the welfare state.

Rather, we have indicated data which leads us to doubt the validity

of these assumptions and have drawn attention to the absence (in

secondary sources, at least) of data which would help to affirm

these assumptions.

So, for example, there is no evidence in the sources consulted

in this study of strong working class pressures for reform of the

SN,

health services prior to l948. But rather than systematically search- f

ing primary sources such as union publications and reports of trade

M M

union conferences for evidence of such pressures, we havg instead
drawn attention to pressures for reform from those profesgionals
employed within the health seévice. Future research shoulq pursue
both these themes, seeking to determine through more rlgorous analysis
of primary material the source and nature of pressures for refoﬁh of
the health system. We have slmply cast doubt on the assumptlbn that
such pressures emanated from the working class, and at the same time

’

raised. the possihility that pressures for change origlnated annng

. those whose professional 1nterests lay within the health systemx’ More

“
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detailed research has been beyond the scope of this research since

O

this is but one of several issues to which we have directed our

b8
attention.

It is for such reasons that this research must be viewed ds
a preliminary step in gquestioning assumptions concerning the sources
and impact of the welfare state, The arguments we have developed in
relation to the National Health Service remain at the level of hypo- ! !
theses. And we have simply raised the possibility that assumptions ;
concerning the welfare statg in general are open to doubt, and indi-_

cated the need for more systematic study of this major, yet much

neglected, institutional area.

We have, at various points in the preceding chapters, indi-
cated the limitations of the data upon wirich we havg relied. Gener-
ally, we may note here that the nature of many of the sources which

L

we have consulted means that we are bound by the accuracy of other's

» research, the validity of their interpretations, and their definitions

Sar bohok

of sociologically éignif}cant data. In the research, we have, there-

fore, been bound by the issues which others have already defined as

S

1mpopt$nt. But while operating within fheée limits, we have, never-
theless, been concerned with the extent to wh;bh the data, ideas,
arguments, we have encountered are reliable, To what extent, for
example, is the Webb's analysis of health care at the turn of the
century credible? 1In seeking to resolve such problems, we have been o
guided largely hy:-a concern with‘the'plausibility of the arguments

-developed, their internal éanéistency. and whether they are independently
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<:) corroborated by other sources. Fortunately, we have been faced

with relatively few instances of contradictory sets of data, In
such cases--for example in studies of the use made of hospital serv~
ices by patients of different social class--we have indicated the
nature of these discrepancies.

These more general limitations inherent in the data and the
_ - arguments developed in the preceding chapters must be borne in
Ty mind by the reader. More specific problems associated with the data

which are presented are discussed, when aépropriate, in the text.
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SOCIAL CLASS

In this study, we have defined social class largely -in occu-
. } -
pational terms and have distinguished between' middle class and work-

ing class in’ terms of non-manual and manual occupations. -This does

not imply a unity or consciausness of class. Such a definition can
"be criticized from a variety of viewpoints,l but given the nature
‘of the matarial with which this study is concerned, a morelspbhié-
ticated d;flnitlon of" ;;cial class would have been 1mpractioable.
The sources we have used, most especlally those relatang to the -
'period prior to lgué,,dq@nol provide us with sufficient iqforcatidn
»tc'make more rigorous distinctions in terms of cccupation, inccmé;
aducation, -and styles of llfe. - C : "

i

. ’ff. Our analysis . of class variations in levels of health and

s _' L acccss to care under the National,Health Service-makes frequent usc

+ of the Registrar Geperal's classification which is based largely on

occupatlon, but which also takes "into acCQunt standing with1n the

N 'communlty," and the correlation of occupatlonal position wﬁ%h sxmd-

R o ) latitlep of "30c1al. cultural and recreatlonal standards and behaviour.” n2
' Generally, class I may be seen as comprlsing hlgher professxonal and’

managerial oQQUpat1ons- class 1I, lower profe5510nal class III, |

;ﬁi E ‘clerlcal and skilled manual occupitions, class IV, semi skllled v

i - manual occupations and class V, unskllled manual occupations. Unfor~

v o
’

tunately,: therafore, no cléar distlnction is made between manual- and

non-manual occupations, , This has meant that we have been largely
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concerned with distinguishing negative and positive class gradients
. - - - .
: rather than making. cl t b i
e , T g clear contrasts between middle class apd working
» "t P <
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Relative Deprivation and Socia
Kegan Paul, 1966), pp. 45-51.

FOOTNOTES- . -

a

lror a discussion of such ceriticisms see: W.G. Runciman,

{Londan: Routledge and

¥

_2%Great Britain, Gengral Register Office.
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